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" Backgmong friends — an important source 
of much-needed support. She went into 
the hospital with a psychiatric emergency but 
left more like herself — delusions, halluci- 
nations, and other psychotic target symptoms 
under control with "Thorazine'. And 
Thorazine’ maintenance can help keep her 
out of the hospital in the future. 

From initial psychiatric emergency through 


Helps return psychotic patients to reality 


Jefore prescribing, see complete prescribing 
nformation in SK&F literature or PDR. The 
ollowing is a brief summary. 





Indications 
Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 
Effective: For the management of manifesta- 
tions of psychotic disorders. For control of 
the manifestations of manic-depressive illness 
(manic phase). For the treatment of severe 
behavior problems of combativeness, explo- 
sive hyperexcitability (which cannot be 
accounted for by immediate provocations) 
and in persistent hyperactivity in mentally 
retarded patients. (Not indicated in simple 
mental retardation.) 
Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 
Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 
Final classification of the less-than-effective 
indications requires further investigation. 





Sontrgindications: Comatose states, presence of 
arge amounts of C.N.S. depressants, or bone 
narrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from chlorpromazine may confuse the 
diagnosis of Reye's syndrome or dor enceph- 
alopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 
Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness 

(e.g., operating vehicles or machinery) especially 
during the first few days’ therapy. Avoid con- 
comitant use with alcohol. May counteract anti- 
hypertensive effect of guanethidine and related 
compounds. 


ise in pregnancy only when essential. There are 
ported instances of jaundice or prolonged 
xtrapyramidal signs in newborn whose mothers 
ad received chlogpromazine. Chlorpromazine is 
excreted in the breast milk of nursing mothers. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory d$- 
ба$е, pr with apute respiratory infections. Patients 
with a history of hepatic encephalopathy due to 
cirrhosis have increased sensitivity to the C.N.S. 
ffects of chlorpromazine. Due to cough reflex 
luppression, aspiration of vomitus is possible. 
ay prolong or intensify the action of C.N.S. 
pressants, organophosphorus insecticides, 
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maintenance treatment, "Thorazine' offers. 
effective antipsychotic therapy with 18 
convenient dosage forms and strengths. 
This means you can precisely tailor z 
dosage to individual patient needs 
increasing or decreasing as the situation 


demands. 


"Thorazine'. The most widely tested and 
highly flexible antipsychotic available today. 


heat, atropine and related drugs. (Reduce dosage 
of concomitant C.N.S. depressants.) Anticon- 
vulsant action of barbiturates is not intensified. 
Special monitoring of adverse effects in mentally 
retarded patients may be necessary due to verbal 
deficits "wee patients. High-dóse and/or long- 
term therapy may reduce learning performance 
in retarded patients. Antiemetic effect may mask 
signs of toxic drug overdosage or obscure diag- 
nosis of conditions such as intestinal obstruction, 
brain tumor, and Reye's syndrome (see Warnings). 
Discontinue high-dose, long-term therapy gradu- 
ally. Patients on therapy for more than six months, 
especially high-dose ice y. should be evaluated 
periodically for possible adjustment or discon- 
tinuance of drug therapy. In, severely disturbed 
retarded patients, periodic discontinuation should 
likewise be tried (once or twice a year) to assess 
the effects on behavioral problems. ‘Thorazine’ 
tablets contain FD&C Yellow #5 (tartrazine) which 
may cause allergic-type reactions (including 
bronchial asthma) in certain susceptible individ- 
uals. Although the overall incidence of FD&C 
Yellow #5 (tartrazine) sensitivity in the general 
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Tablets: F è 
50 апа 100 mg 
of the HC], . 
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population is low, it is frequently seen in patients 
who also have aspirin sensitivity. ‘Thorazine’ 
tablets are in the process of being reformulated 

to remove the FD&C Yellow #5. For specific infor- 
mation, contact Smith Kline &Frenth Laboratories 
(outside Pa., call toll-free: 1-800-523-4835, 

ext. 4262: in Pa., call collect: 215-854-4262). 
Adverse Reactions: Drowsiness, cholestatic 
jaundice, agranulocytosis, eosinophilia, leuko- 
penia, hemolytic anemia, thrombocytopenic e 
purpura and pancytopenia; postural hypotension, 
tachycardia, fainting, dizziness and, occasionally, 
a shock-like condition; reversal of epinephrine 
effects; EKG changes have been reported, but 
relationship to myocardial damage is not con- 
firmed; neuromuscular (extrapyramidal) reactions; 
pseudo-parkinsonism, motor restlessness, dys- 
tonias, persistent tardive dyskinesia, hyperreflexia 
in the newborn; psychotic symptoms, catatonic- 
like states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, consti- 
pation, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantial doses, 

skin pigmentation, epithelial keratopathy, lentic- 
ular and corneal deposits and pigmentary retinop- 
athy, visual impairment; mild fever (after large 
І.М. dosage); hyperpyrexia; increased appetite 
and weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 


NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 

атра Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule* capsules, 30 mg., 45 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 mg. 

Concentrate (intended for igstitutional use only), 
30 mg./ml. and 100 mg. /ml. 
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“ЙАН АНЕАР! 
‚ Order Your 1981 Appointment Books Now!! 


M. 


~e The " week-at-a-glance"' Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are available July 1980. Your order will be processed immediately upon receipt of coupon and 
payment. 


DESK: $13.00 
POCKET: $7.00 
BOTH; $17.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: | copies of Desk Appointment Book order #141 @ $13.00 еа. 
— . copies of Pocket Appointment Book order #141-1 @ $7.00 ea. 
— Copies of Appointment Book Set order «141-2 @ $17.00 ea. 
—— To expedite my order, | am enclosing an additional $3.00 (U.S. only) 
ENCLOSED IS MY TOTAL PAYMENT OF $ 
(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 


foreign orders, regardless of dollar amount, must be accompanied by payment. Orders 
over $35.00 will be invoiced with shipping/handling charges included.) 





Name 
Address. 
City . State s V oe D 
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Business communications and changes of address 
from APA members should be directed to the 
Division of Membership Services and Studies, 
(202) 797-4867. Communications from nonmember 
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Department, American Psychiatric Association, 
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Second class postage paid at Washington, D.C., and 
additional mailing offices. POSTMASTER: Send 
address changes to Circulation Department, 
American Psychiatric Association, 1700 Eighteenth 
Street, N.W., Washington, D.C. 20009. 
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Literature Index, Index Medicus, International 
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The American Psychiatric Association does not hold 
itself responsible for statements made in its 
publications by contributors or advertisers. Unless 
so stated, material in the Journal does not reflect the 
endorsement, official attitude, or position of the 
american Psychiatric Association or of the Journals 
Edftorial Board. 


Copyright € 1980, the American Psychiatric 
Association. ` 


The appearance of the code at the bottom of the first 
page of an article in this journal indicates the 
copyright owner's consent that copies of the article 
may be made for personal or internal use or for the 
personal or internal use of specific clients. This 
consent is given on the condition that the copier pay 
the stated per-copy fee through the Copyright 
Clearance Center, Inc., for copying beyond that 
permitted by sections 107 and 108 of the U.S. 
Copyright Law. This consent does not extend to 
| other kinds of copying, such as copying for general 
distribution, for advertising or promotional 
purposes, for creating new collective works, or for 
resale. The American Psychiatric Association does 
ot require that permission be obtained for the 
)hotocopying of isolated articles for nonprofit 
assroom or library reserve use by сот апа 
edtication@l institutions. All fees assÓciated with 
such permission are waived. и 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, are not being considered for pub- 
lication elsewhere, and have been approved by each author. 


Cosyright * 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. Authors of accepted papers will be asked to sign 
the following statement: 

In consideration of the American Journal of Psychiatry's 
taking action in reviewing and editing my submission [in- 
clude title here] the author(s) undersigned hereby transfers, 
assigns, or otherwise conveys all copyright ownership to the 
American Psychiatric Association in the event that such 
work is published by the American Psychiatric Association. 

Work done as part of an individual's duties as a federal 
employee is in the public domain. In such cases the following 
wording should be used: 

The work ‘described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission from 
publishers for use of extensive quotations (more than 500 
words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case re- 
ports and elsewhere. Identifying information such as names, 
initials, hospital numbers, and dates must be avoided. In ad- 
dition, authors should disguise identifying information about 
a patient's characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 3-4 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manitiscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF, MANUSCRIPTS 


e 
_Munuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 
N.W., Washington, D.C. 20009. All 


A Eighteenth St., 
[] : 
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correspondence will be sent to the first-named author unless . 
otherwise specified. Papers that are not accompanied by a 
cover letter indicating that the paper is intended for pub- 
lication will not be reviewed until such a statement is re- 
ceived. On a separate sheet include the names and mailing 
addresses of any authors who are not members of АРА; they 
will be sent a complimentary copy of the issue in which their 
article appears. 

Authors will be notified as soon as possible of the receipt 
of their paper and the number assigned. to it. This number 
must be included in all further correspondence. It is impera- 
tive that the corresponding author of submitted papers notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings, although not all papers can be published in the Jour- 
nal. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e.. 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions. Authors who wish to submit their papers else- 
where must secure permission from the Editor. The Journal 
will assign its own number to each paper received for re- 
view; this number must appear in any further communica- 
tions about the paper. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles —3,800 words or 
the equivalent (no more than 15 double-spaced pages, includ- 
ing references, tables, and figures). Brief Communications — 
2,500 words (no more than 10 double-spaced pages, including 
references, tables, and figures). Clinical and Research Re- 
ports— 1,000 words, 10 references, | table (no figures a 
used). Letters to the Editor—500 words, 5 references. The 
number of words, tables, and figures should be noted on the 
title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor: au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar УОК is not in 
preparation. Overviews should not exceed 7,500 words {no 
more than 25 double-spa ages—including tables and fig». 
ures—and 100 references). All overvéews, including those e 
written by invitatiotivare given the same peer review re- 
ceived by other papers. 


` + Regular Articles and Brief Communications 


. 

м. The primary difference between these two types of papers 
» is length. The "brief communication" designation does not 
rs, imply less sophisticated or complete work: it merely means 
that the content ean be expressed within the upper limit of 
І 2,500 words. There is no difference іп the review procedure 
м OF scheduling of these articles. Authors who submit unneces- 
sarilygong articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures, or references, etc. Single case reports 

should be submitted as Clinical and Research Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 

1,000 words, 10 references, | table, and no figures) reporting 

new research findings, including preliminary data from pilot 

studies, and case reports that 1) describe new syndromes, 2) 

cast a new light on established ones, 3) indicate a new thera- 

peutic procedure of potential value, or 4) describe adverse 

effects or previously unreported complications of drugs or 

therapeutic interventions. Because of the stringent criteria 

* — for this section, authors can expect more rapid publication 

than is possible in other sections. Submitted papers that sub- 

| stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


\} Articles submitted for prompt publication can be of either 
} regular of Brief Communication length. (A "prompt pub- 
lication policy’ is automatically in effect for Clinical and Re- 
\ search Reports.) These papers are given priority in sched- 
| uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the Edi- 
tor. It is important to think carefully about the nature of the 
paper before requesting prompt publication: a paper may be 
\ delayed if it is submitted inappropriately. 


' Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 

E. 5 references) will be considered if they include the nota- 

ion "for publication" in the upper right corner. Letters crit- 

ical of an article published in the Journal will automatically 

be sent to the authors for reply. Because of space limita- 

tions not all letters can be printed. The Journal is unable to 

© . notify authors of receipt of letters or to return those not pub- 

. lished. All letters are subject to editing. Letters must be 

' typed double-spaced throughout on letter-size bond paper: 

two copies are required. Letters that are not typed appropri- 

ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review may be sent directly to 
the Book Review Editor, Nancy C. Andreasen, M.D., Uni- 
versity of Iowa College of Medicine, 500 Newton Rd., Iowa 
City, Iowa 52240. Book reviews are usually solicited by the 
Book Review Editor. Authors interested in reviewing а par- 
. ticular book are urged to contact the editorial office to see 

if the Rook Review Editor r the book to be reviewed 
and to ascertain whether it has beet previously assigned 
to another reviewer. 
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TYPING AND ARRANGING THE PAPER 


All parts of the manuscript, including са reports, quota- 
tions, references, and tables, must be double-spaceif through- 
out. All manuscripts must be typed'in upper- and lowercase 
on one side only of 22 x 28 cm (8!/2 х 11 jnches) nonerasable 
bond paper. All 4 margins must be 33/4 cm (1!/ inches). The 
manuscript should be arranged in the following order, with 
each numbered item beginning a new page: 1) title page, 2) 
précis, 3) text, 4) references, 5) tables, 6) footnotes to text, 
and 7) figure captions. All pages must be numbered, with the 
title page as number 1. Please consult the following section 
on Journal style specifications for criteria for each part of the 


paper. . p 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors' 
names. В 

Previous presentation. If the paper has heen presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each institution. Provide a 
full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 
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Précis 


. 

The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separgte page at the end of the manu- 
Script. Summaries are rarely desirable, although a final 
"Comment" or "Conclusiens" section may be used. The 
body of the paper should be written in the active voicé a 
first person where appropriate. h s 

Statistics. Auth gis should be sure that statistics used f 
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both necessary and apprepriate. Statistical tests should be 
described and agreference citation given if the tests are not 
generally Known. It is not sufficient to say "'differences be- 
tween the groups were sjgnificant.’’ In cases of lengthy com- 
plicated analyses, the authors may summarize results and 


^ indicat® that details are available from them on request. 


Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in met- 
ric weits; stahdard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 
listed have been cited in text; no bibliographies can be used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items sHould not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually in press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus: journals not indexed there 

С should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, «Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 

Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
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generally reserved for data presentation and not used as lists- 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Cons@lt recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are used. It is usually» 
desirable to give both numbers and perceritages where appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and througbe: 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 
tion to about 8 cm (3!/4 inches). Authors are urged to consid- 
er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N. W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 


REPRINTS 
No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 


pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. 
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Navane 
(thiothixene HCI) 
Intramuscular 
For Inj ection $ < 


new potency for 

rapid control of 

acute psychiatric 
emergencies 

Now, Navane Intramuscular 5 mg 
per ml provides a more concentratt 
dosage form for rapid control of 
severely disturbed behavior associa’ 
ed with acute psychosis. Navane 
Intramuscular, in carefully monito 
ed doses, “...can produce significai 
improvement within hours and 
increase the accessibility of these 
[acutely disturbed] patients to mo! 
gradual methods of pharmacologic 
treatment as well as to socio-envirc 
mental intervention and psycho- 
therapy” 

Rapid tranquilization usually cc 
be achieved without excessive seda 
tion. Clinically significant hypoter 
sion, often seen with other injectal 
antipsychotic agents, is rare with 
Navane Intramuscular therapy.” If 
extrapyramidal symptoms occur, 
they are usually readily controlled 
by dosage adjustment or antiparki 
son agents. 
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- Navane (Шайх) (thiothixene 


hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg,.20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml, 5 mg/ml 


BRIEF SUMMARY OF 

` PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml, 5 mg/ml 

Contraifidications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility Mould be considered. 

terete. ee in @regnancy— Safe use of Navane during 
pregna not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to I5 mg/kg/day), rabbits 
(31050 mg/kg/day), and monkeys (1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children- The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asistrue with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

“Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
Suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relftively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e. , gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well developed, such asin 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EléG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible fhd frequently disappear on 


conti Navane therapy. The incidence of these changes is lower 
thar? that] observed with some phenothiazines. The clinical 
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significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapidrelief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is Characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions; Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solytion; Navane For Injection— Where 
more rapid control and treatment of acute behavior is desirable, the 
intramuscular form of Navane may be indicated. It is also of benefit 


- where the very nature of the patient's symptomatology, whether 


acute or chronic, renders oral administration impractical or even 


- 
impossible. ve 
For treatment of acute symptómatology or in patients unable or 

unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patienpagaseemqs 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate— In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100 (10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg. 4 mg. 5 mg. 6 mg, 8 mg, and 10 mg, and in 30 ml (1 oz.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina 2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 

Navane (thiothixene hydrochloride) Intramuscular For Injection 

is available in amber glass vials in packages of 10 vials. When 
reconstituted with 2.2 ml of Sterile Water for Injection, each ml 
contains thiothixene hydrochloride equivalent to 5 mg of thiothix- 
ene, and 59.6 mg of mannitol. The reconstituted solution of 
Navane Intramuscular For Injection may be stored for 48 hors at 
room temperature before discarding. 
References: 1. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, December 
1977. 2. Brauzer B, Goldstein BJ: Comparative effects of intra- 
muscular thiothixene and trifluoperazine in psychotic patients. J 
Clin Pharmacol 8:400-403, November-December 1968. 3. Gal- 
lant DM, Bishop MP, Bishop C, et al: Thiothixene: A controlled 
evaluation of the intramuscular antipsychotic preparation. Curr 
Ther Res 10:561-565, November 1968. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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By Brian T. Yates, American Univ., 


“Washington, D. C. Foreword by Fred- 


erick L. Newman. ‘Procedures for as- 
sessing, analyzing, and improving 
THectiveness, while reducing costs, 
for a мае variety of mental health 
delivery systems — residential treat- 
ment centers, private practice, clinics, 
community mental health centers, hot- 
lines, addiction programs, correctional 
facilities — are featured in this book. 


Following an introductory chapter on 
the fundamentals of cost-effectiveness 
analysis, the first of the book's two 
main sections delineates methods for 
assessing first. the effectiveness and 
then the costs of specific mental health 
services. A subsequent chapter pre- 


IN MENTAL HEALTH 


sents guidelines for measuring the re- 
lationship that exists between cost and 
effectiveness. Throughout the section, 
the author clarifies the assessment 
methods under discussion with exam- 
ples from his own experience and ex- 
plains how their application can 
contribute. to. the establishment. of 
better mental health services. 


The second section focuses on some 
of the more technical aspects of the 
subject; however, the material is pre- 
sented in such a way as to be 
understandable to and usable by those 
with even the most basic of mathemat- 
ical backgrounds. Explanations and 
numeric examples of linear program- 
ming, queuing, assignment, network, 


PUBLISHER 


) 
. a . 
апа probabilistic decision analyses are 
used to demonstrate that. many 
common problems in mental health’ 
service provision can be effectively 
solved, including: 

e selecting treatment. and délivery 
systems for maximum effective- 
ness within budget constraints 

e balancing client waiting costs 
against costs of emplófing more 
therapists „am 

e discovering optimally effective or 
cost-effective matchings of clients 
and therapists 

An exploration of future directions in 
cost-elfectiveness analysis concludes 
the book. "80, 204 pp., 31 il., 42 tables, 
$19.75 


И 


New! BURGLARY AND THEFT by John M. Macdonald. 
Of special interest to. psychiatrists will be the data on offender 
motivation, victim-offender relationships, victim reactions, and 
suspicious or delusional complainants. '80, $19.75 


New! THE HOUSEHOLD ENVIRONMENT AND 
CHRONIC ILLNESS: Guidelines for Constructing and Main- 
taining a Less Polluted Residence edited by Guy O. Pfeiffer and 
Casimir M. Nikel. Discussion covers clinical manifestations of 
environmental chemical exposure, including advanced depression 
and related psychotic disorders. '80, $13.75 


New! TEENAGE PREGNANCY: Research Related to 
Clients and Services by Jean E. Bedger. A decade of intensive re- 
search has resulted in this analysis of adolescent behavior, family 
attitudes, and counseling techniques used in working with preg- 
nant teenagers. '80, $16.75 


BASIC APPROACHES TO GROUP PSYCHOTHERAPY AND 
GROUP COUNSELING (2nd Ed., 3rd Ptg.) edited by George M. 
Gazda. Each approach is discussed with respect to definition, theo- 
retical foundation, treatment goals and techniques, and limita- 
tions. '79, $21.50 


THE EPILEPTIC IN HOME, SCHOOL AND SOCIETY: Coping 
with the Invisible Handicap 5y Stephen W. Freeman. Psycholog- 
ical, educational, psychosocial, vocational, legal, and medical as- 
pects are explored. '79, $14.75 


Й 

PEOPLE IN PAIN: А Guide to Pastoral Care Бу James A. Vander- 
pool. Case studies demonstrate effective pastoral counseling tech- 
niques for helping people suffering from neuroses, depression, 
alcoholism, and related concerns. 79, $14.00 


CEREBRAL LOGIC: Solving the Problem of Mind and Brain by 
Charles W. Needham. In his inquiry into the neurophysiology of 
consciousness, the author considers equally the disciplines of neu- 
rology, philosophy, and psychology. 78, $16.25 


BASIC PSYCHIATRY FOR CORRECTIONS WORKERS by 
Henry L. Hartman. Suggestions for approaching each psycho- 
pathological category are presented along with interviewing tech- 
niques and indicators of potential dangerousness and suicide. '78, 
$21.50 

. 
SCHOOL CONSULTATION: Readings about Preventive Tech- 
tiques for Pupil Persongel Workers" edited by Joel Meyers, Roy 
Martin ansi Irwin Hyman. Major appr oaches to psychoeducational 
consultation in schools are featured. '77, $16.50, paper 
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New! THE DEVELOPMENT OF THE BRAIN: Biological 
and Functional Perspectives by Stanislay Reinis and Jerome M. 
Goldman. Man’s developing brain is shown to be morphologically 
and functionally responsive to its own genetic information and a 
host of environmental factors. '80, $29.75 


New! THE OLDER WOMAN: Lavender, Rose or Gray 
Panther edited by Marie Marschall Fuller and Cora Ann Martin. 
This book will help the reader understand the unique problems, 
concerns, and needs of older women. '80, $76.75, paper 


New! THE USE OF MASSAGE IN FACILITATING HO- 
LISTIC HEALTH by Robert Henley Woody. Physical and psycho- 
logical effects of massage are discussed along with specific massage 
techniques. ‘80, $71.75 


FOSTER FAMILY CARE: A Handbook for Social Workers, Allied 
Professionals, and Concerned Citizens by Charles R. Horejsi. All 
facets of the subject are covered, including placement considera- 
tions, use of behavioral contracting, and pertinent legal issues. 79, 
$21.75 


HOME-BASED SERVICES FOR CHILDREN AND FAMILIES: 
Policy, Practice, and Research edited by Sheila Maybanks and 
Marvin Bryce. Following a review of the rationale and history of 
home-based care, specific program models are delineated. 779, 
$19.75 


THE PSYCHOLOGY OF LEISURE: Research Approaches to the 
Study of Leisure (3rd Ptg.) by John Neulinger. Research sugges- 
tions for studying leisure concepts, attitudes, and effects are pre- 
sented. 78, $13.50 


THE PSYCHOLOGICAL REHABILITATION OF THE AM- 
PUTEE by Lawrence W. Friedmann. Psychological responses to 
amputation are discussed along with guidelines for helping the 
amputee adjust—emotionally, socially, and physically. '78, $17.25 


THE BIOLOGICAL BASIS OF PERSONALITY (3rd Ptg.) by H. 
J. Eysenck. Psychometry and factor analysis are employed to dem- 
onstrate neurological and physiological causes of emotion, excita- 
поп, and inhibition. 77, $2350 Е 


HUMAN BEHAVIOR GENETICS compited and edited by Arnold 
К. Kaplan. Relationships between human behavior and objgetiyely 
measurable biological variables, including body build and bio- 
chemistry, are noted. 76, $85.75 . s i, | 
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Easily administered 
in fruit juice...has 

a subtle cherry flavor 
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LOW adverse drug 


incidence interactions 
hematological changes 


hypotension 


nonpersistent symptoms 
of tardive dyskinesia 


sedation 


For the 
schizophrenic patient 


MODERATE ® ` | 
incidence extrapyramidal reactions MOBAN 


This table compiled from clinical and field reports, according to 


the best available information molindone Hd 


Concentrate 
20 mg/ml 





Concentrated for maximum 
convenience of higher 

. dosages...easy titration... oa 
enhanced compliance 


Initial dosage with МОВАМ 


e usual starting dose is 50-75 mg/day 


e may be increased to 100 mg/day in three to 
four days 


e may be adjusted up or down according to response 


e some patients with severe symptomatology may 
require ап increase to 225 mg/day . $ 


e'elderly and debilitated patients should be started on : . 
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' < An effective antipsychotic agent 


МОВАМ 


--molindone HCI 
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DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 

dolone compound which is not structurally related to the 

phenothiazines, the butyrophenones or the thioxanthenes. 

MOBAN is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 

indol-4 (5М) эпе hydrochloride. It is a white crystalline powder. 

КОРШ in watgr and alcohol and has a molecular weight 
Ta 


of 3 
F^ О 
о N-CH2 | CHz-CHs 
Y CHa 


H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochloride) has a pharmacolog- 
ical profile in laboratory animals which predominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion. MOBAN antagonizes the depression caused by the tran- 
quilizing agent tetrabenazine 
In human clinical studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies, MOBAN exerts its effect on the ascending reticular 
activating system 
Human metabolic studies show MOBAN (molindone hydrochlo- 
ride) to be rapidly aksorbed and metabolized when given orally. 
Unmetabolized drug regched a peak blood level at 1.5 hours 
Pharmacological effect from a single oral dose persists for 24- 
36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 
INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONTRAINDICATIONS MOBAN (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states. and 
in patients with known hypersensitivity to the drug. 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in the following animals: 

Pregnant Rats oral dose — 20 mg/kg/day— 10 days 

no adverse effect 


*HCI 


40 mg/kg/day— 10 days 
` no adverse effect 
Pregnant Mice oral dose— 20 mg/kg/day—10 days 
slight increase resorptions 
40 mg/kg/day —10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day — 12 days 
no adverse effect 
10 mg/kg/day —12 days 
no adverse effect 
20 mg/kg/day — 12 days 
no adverse effect 
Animal reproductive studies have not demonstrated a terato- 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used in pregnant 
patients. 
Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 
Usage in Children: Use of MOBAN (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established. 
MOBAN has not been shown effective in the management of 
behavioral complications in patients with mental retardation. 
PRECAUTIONS Some patients receiving MOBAN (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response {о the drug has been established. Ө 
Increased activity has been note in patients receiving МОВАМ. 
Caution should be exercised where increased activity*may be 
harmful 
МОВАМ does not lower the seizure threshold in experimental 
' anbmals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported іп a few instances. 
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® New dosage form... 
Concentrate 20 mg/ml 


‘continuing...Tablets 5 mg, А 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose. 

Noted less frequently were depression, hyperactivity and eupho- 
ria 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals anc 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early. 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor, have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduction in 
dosage. 


Autonomic Nervous System Occasionally blurring of vision, 
tachycardia, nausea. dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms. 


Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare. transient. non-specific T wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 


Skin Early, non-specific skin rash, probably of allergic origin, 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared 
in some patients on long-term therapy and has also appeared 
after drug therapy has been discontinued. The risk appears to 
be greater in elderly patients on high-dose therapy. especially 
females. The symptoms are*persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue. face. mouth or 
jaw (e.g.. protrusion of tongue. puffing of cheeks. puckering of 
mouth. chewing movements). There may be involuntary move- 
ments of extremities. 


There is no known effective treatment of tardive dyskinesia: 
4ntiparkinsonism agents usually do not alleviate the symptoms 


of this syndrome. It is suggested that all antipsychotic agents 
be discontinued if these symptoms appear. Should it be neces- 
Sary to reinstitute treatment. or increase the dosage of the 
agent. or switch to a different antipsychotic agent. the 
syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that time the 
syndrome may not develop 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN (molindone hydrochloride) should be individualized 


Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day 

— Increase to 100 mg/day in 3 or 4 days. 

— Based on severity of symptomatology. dosage may be 
titrated up or down depending on individual patient 
response 

—An increase to 225 mg/day may be required in patients 
with severe symptomatology. 

Elderly and debilitated patients should be started on lower 
dosage 


Maintenance Dosage Schedule 

1. Mild—5 mg-15 mg three or four times a day. 

2. Moderate —10 mg-25 mg three or four times a day. 
3. Severe — 225 mg/day may be required. 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally. animal studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (i.e.. barbiturates, 
chloral hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 

Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water. 

Since the adsorption ot MOBAN (molindone hydrochloride) by 
activated charcoal has not been determined. the use of this 
antidote must be considered of theoretical value 


Emesis in a comatose patient is contraindicated. Additionally, 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals. this blocking effect has not been determined in 
humans 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected. 
(Only 2% of a single ingested dose of MOBAN is excreted unme- 
tabolized in the urine.) 


However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
MOBAN in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Вепайгу!*) and the 
synthetic anticholinergic antiparkinson agents. (i.e.. Artane*. 
Cogentin*. Akineton*). 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 1000's: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
*Benadryl — Trademark, Parke Davis and Co. 
*Artane— Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 


Rev. Nov. 1979 6102-5 
MOBAN is an Endo Registered U.S. Trademark 
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Endo Laboratories, Inc. 
Subsidiary of the DuPont Company 92. 


Garden City, New York 11530 
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A Guide for the Beginning Therapist 
фу RICHARD C. КЕМ, M.D. 
This book is a guide for psychiatric residents and 
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y? other beginning psychotherapists in the perform- Therapy. Probfems in Therapy. Ending Therapy. 5 
ш ance of psychotherapy. It shows the professional WORKOUTS. Blue Woman. An Anxious Man. A 
Я how to eficit the most favorable patient response, Troubled Woman. A Proposition. A Diagnostic Pre- 
from the initial interview through the concluding dicament. Appendix: A Psychiatric Write-Up. Index. 
- therapeutic session. 1980, 192 pp., $19.50 ISBN: 0-8089-1242-9 
e CONTENTS: Introduction. PROCEDURES. First P 
е e е 
е 
Alcoholism: A Practical Treatment Guide 
Edited by STANLEY E. GITLOW, M.D. and HERBERT S. PEYSER, M.D. >. 
CONTENTS: $. E. Gitlow, An Overview. L. Bissell, Problems Peculiar to Low-Socioeconomic-Status 
Diagnosis and Recognition. M. A. Block, Motivat- tients. J. A. Knight, The Family in the Crisis o 
ing the Alcoholic Patient. R. Baum and F. L. Iber, Alcoholism. H. 5. Peyser, The Role of the Psychia- 
Initial Treatment of the Alcoholic Patient. D. H. trist, Psychologist, Social Worker, and Alcoholism 
Knott et al., After Detoxification—The Physician’s Counselor. Appendices. A: Sedative-Hypnotic Drugs. 
Role in the Initial Treatment Phase of Alcoholism. B: National-Council-on-Alcoholism Criteria for the 
G. D. Shulman and К. D. O'Connor, The Rehabili- Diagnosis of Alcoholism. C: AMA Guidelines for 
tation of the Alcoholic. J. J. Zuska and J. A. Pursch, Alcoholism: Diagnosis, Treatment, and Referral. D: 
MR Management. F. A. Seixas, The Medical S. E. Gitlow, Antabuse. Index. 
omplications of Alcoholism. L. Hennecke and V. 1980, 304 24.50 ISBN: 0- A s 
t Fox, The Woman with Alcoholism. M. D. Feit, (304 pp, 32090" Be 
е 
Family Therapy 
Combining Psychodynamic and Family Systems Approaches 
Edited by JOHN K. PEARCE, M.D. and LEONARD J. FRIEDMAN, M.D. 
CONTENTS: R. Chasin and H. Grunebaum, A Brief Perriere, On Children, Adults, and Families: The 
Synopsis of Current Concepts and Practices in Fam- Critical Transition from Couple to Parents. J. K. 
ily Therapy. R. M. Eisendrath, The Borderline Pa- Pearce, Ethnicity and Family Therapy: An Intro- 
tient: Individual Therapy from a Family Point of duction. S. Slipp, Interactions Between the: Interper- 
View. L. H. Strasburger, A Case of Post-Partum sonal in Families and Individual Intrapsychic Dy- 
Depression: Individual and Family Treatment. N. /. namics. D. Kantor, Critical Identity Image: A Con- 
Moss, Family Therapy with a Seriously Depressed cept Linking Individual, Couple, and Family Devel- 
or Psychotic Identified Patient. L. J. Friedman, In- opment. Index. e 
tegrating Psychoanalytic Object-relations Under- 1980, 192 pp., $14.00 ISBN: 0-8089-1245-3 
s standing with Family Systems Intervention. K. La 
ә ә . ә 
Psychosocial Disorders in General Practice 
Edited by P. WILLIAMS and A. CLARE 
As the level of interest in general practice psychiatry system differ from the National Health Service? and 
is high and a large body of research material is fast in which direction should future emphasis be laid? 
accumulating, the present is the ideal time for a criti- The book provides a perspective for the realities and 
cal appraisal of current achievements and an exami- potential of primary health care in respect of the 
nation of future possibilities. This collection of twen- provision of an adequate and effective mental health 
ty-three papers discusses questions raised by research care system. 
such as: who should be referred to a psychiatrist? Edition for the Americas published by 
how much good psychiatric care can a general prac- Grune & Stratton. 
titioner provide? in what way does the American 1979, 354 pp., $22.00 ISBN: 0-8089-1252-6 
| GRUNE & STRATTON we 
] A Subsidiary of Harcourt Brace Jovanovich, Publishers | 
l 111 FIFTH AVENUE, NEW YORK, N.Y. 10003/24-2% OVAL ROAD, LONDON NWI 7DX | 
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| — copies, Williams/Clare: Psychosocial Disorders іп I 
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| Payment enclosed (Free postage and hand'ing. AFFILIATION TROPAS Y | 
. Add applicable sales tax) 
| Г] Visa Г] Master Charge* [] American Express ADDRESS E-i І 
4 C] Diner's Club CITY/STATE/ZIP: d 
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.« ` "A legacy of evolution 
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Increasing evidence links anxiety Catecholamine-rich locus coeru- Specific brain binding sites fo: 
to phylogenetically ancient brain leus has been proposed as one benzodiazepines appear їо be 
structures: of à number of anatomic struc- evolutionary legacy shared by 
tures intricately involved in anxiety? most vertebrate species studied? 

1. Betz BJ: Am J Psychiatry 136:1251-1256, Oct 1979 2. Redmond DE, Huang YH: Life Sciences 25:2149-2162, 3. Bunney WE, Jr, Tallman J: New Biological Reseaich 
Dec 24, 1979 Relevant to Anxiety, Presented at the meeting of the 


International Committee оп Pharmacopsychiatry, Aur 
29, 1979 
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Libriume 
chlordiazepoxide HCl/Roche 


5mg, 10mg, 25mg capsules 


* The origin of the species. Stila leader after 20 years. . 


* Please see next page for summary of product information 
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Librium отолот вто \ 
chlordiazepoxide HCI/Roche 


" 


Réfore prescribing, please consult complete prod- 
uct information, a summary of which follows: . 


Indications: Relief of anxiety and tension occur- 
ring alone or qccompanying various disease states. 
Efficacy beyond four months not established by 
systematic clinical studies. Periodic reassessment 
of therapy recommended. 


Contraindications: Patients with known hypersen- 
sitivity to the drug. 


Warnings: Warn patients that mental and/or physi- 
cal abilities required for tasks such as driving or 
Qperatiga machinery may be impaired, as may be 
mental@lertness in children, and that concomitant 
alcohol or CNS depressants may have an 
itive effect. Though physical and psychologi- 
cal dependence have rarely been reported on rec- 
ommended doses, use caution in administering to 
addiction-prone individuals or those who might 
increase dosage; withdrawal symptoms (including 
convulsions), following discontinuation of the drug 
and similar to those seen with barbiturates, have 
been reported. 






Usage in Pregnancy: Use of minor tranquil- 
izers during first trimester should almost 
always be avoided because of increased risk 
of congenital malformations as suggested in 
several studies. Consider possibility of preg- 
nancy when instituting therapy; advise pa- 
tients to discuss therapy if they intend to 
or do become pregnant. 


Precautions: In the elderly and debilitated, and in 
children over six, limit to smallest effective dosage 
(initially 10 mg or less per day) to preclude ataxia 
or oversedation, increasing gradually as needed 
and tolerated. Not recommended in children un- 
der six. Though generally not recommended, if 
combination therapy with other psychotropics 
seems indicated, carefully consider individual 
pharmacouogic effects, particularly in use of po- 
tentiating drugs such as MAO inhibitors and 


» phenothiazines. Observe usual precautions in 


presence of impaired renal or hepatie function. 
Paradoxical reactions (e.g., excitement, stimula- 
tion and acute rage) have been reported in psychi- 
atric patients and hyperactive aggressive children 
Employ usual precautions in treatment of anxiety 
states with evidence of impending depression; 
suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood 
coagulation have been reported very rarely in pa- 
tients receiving the drug and oral anticoagulants; 
causal relationship has not been established 
clinically. 


Adverse Reactions: Drowsiness, ataxia and con- 
fusion may occur, especially in the elderly and 
debilitated. These are reversible in most instances 
by proper dosage adjustment, but are also occa- 
sionally observed at the lower dosage ranges. In 
a few instances syncope has been reported. Also 
encountered are isolated instances of skin erup- 
tions, edema, minor menstrual irregularities, nau- 
sea and constipation, extrapyramidal symptoms, 
increased and decreased libido—all infrequent 
and generally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood 
dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occa- 
sionally, making periodic blood counts and liver 
function tests advisable during protracted therapy. 


Usual Daily Dosage: Individualize for maximum 
beneficial effects. Oral-Adults: Mild and moderate 
anxiety and tension, 5 or 10 mg t.i.d. or q.i.d.; 
severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 


Supplied: Librium* (chlordiazepoxide НСІ) Cap- 
sules, 5 mg, 10 mg and 25 mg — bottles of 100 and 
500; Tel-E-Dose® packages of 100, available in 
trays of 4 reverse-numbered es of 25, and in 
boxes containing 10 strips of 10; Prescription Paks 
of 50, available singly and in trays of 10. Libritabs* 
(chlordiazepoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to clinical 
activity, capsules and tablets are indistinguishable 


Et Roche Products, Inc. 
5 4 Manati Puerto Rico 00701 : 









No two children are alike. 
That is why в 

No two programs in Devereux 
Are the same. 


The Foundation's nationwide therapeutic programs vary con@derably 
to serve the needs of children, adolescents and young adults with learning 
disabilities, neurological impairment, mental retardation or emotional 
disturbance. 


Devereux also offers specialty programs: 


€ Hedges Treatment Center — For young people who are not ready to 
utilize a conventional residential treatment approach but whose problems 
do not warrant psychiatric hospital attention. 


Center for Autistic and Schizophrenic Children — A comprehensive treat- 
ment program for children under ten years of age. 


Career House — For intellectually bright high school graduating seniors 
and post-high school youth with problems of underachievemen! and/or 
personal adjustment. 


THE DEVEREUX FOUNDATION 


A NONPROFIT ORGANIZATION 


Helena T. Devereux iN Joseph B. Ferdinand 
Founder President 
Charles J. Fowler 
National Director of Admissions 


FOR INFORMATION AND LITERATURE: 


PENNYSLVANIA Ellwood M. Smith, Admissions Director, Devon, Pa. 19333 or call 215 687-3000 
CALIFORNIA .. Keith A. Seaton, Admissions Director, Box 1079, Santa Barbara 93102 or call 805 968-2525 
TEXAS .............Betty Н. Templin, Admissions Director, Вох 2666, Victoria 77901 or call 512 575-8271 
ARIZONA ..........Richard A. Etter, Director, 6436 E. Sweetwater, Scottsdale 85254 or call 602 948-5857 
GEORGIA . Ralph L. Comerford, Director, 1980 Stanley Road, N. W., Kennesaw 30144 or call 404 427-0147 
CONNECTICUT .. Theodore E. Enoch, Director, Sabbaday Lane, Washington 06793 or call 203 868-7377 
MASSACHUSETTS .. . «Frederic A. Harvey, Director, Miles Road, Rutland 01543 or call 617 886-4746 


All Devereux Branches Surveyed by the Joint Commission on Accreditation of 
Hospitals are Approved as Psychiatric Facilities for Children and Adolescents 
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| Current evidence suggests that many^ | 
‘depressions have a biochemical basis in the form 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. - 


“ыы Ho) 
Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 


to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 


Storage Vesicle Releasing 
Neurotransmitter 


Empty Storage Vesicle Release 
Presynaptic Neuron f E Postsynaptic Neuron 


Mitochondria 
Re-uptake 
eM 





Figure 1. Diagrammatic representation or the norma! process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramitt e vis 

«when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 

J states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic . 
„nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. И 
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Norpramin ^ ^| > 


Potent blocker 
of norepinephrine re-uptake s + gs 


According to current theory??? some depressions may respond to 
desipramine when other tricyclic antidepressants that block the 
re-uptake of a different neurotransmitter have been ineffective. 
Therefore, if your patient is unresponsive to treatment with one 
tricyclic, consider switching to a tricyclic that blocks the 
re-uptake of a different neurotransmitter. 


Helps patient remain calm but active 


Norpramin does not usually inhibit normal activity, although patients should 
be cautioned against driving or operating machinery if drowsiness occurs. 
(See Warnings, Precautions, and Adverse Reactions.) 


Begins to improve sleep patterns 
within one week in some patients‘ . 


As the depression is relieved, difficulty in falling asleep, 
restlessness, and early morning awakening diminish. 


Less anticholinergic activity 
(See Warnings.) 
Studies in the laboratory? and in normal human subjects®’ have shown 


that desipramine, with its single bond side chain, has less anticholinergic 
activity than amitriptyline or doxepin. This may mean: 


Ш less dry mouth 
B less blurred vision 
B less urinary retention 


Merrell ^^? | 


3 References: 1. Ross, S.B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 


-noradrenaline and'^C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 
region of the rat brain. Acta Pharmacol. (Kobenhavn) 36:382-394, 1975. 2. Maas, Ј М: Biogenic amines and depression. Віо- 
chemicaleand pharmacological separation of two types of depression. Arch. Gen. Psychiat. 32:1357-1361, 1975. 3. Davis, Ј.М® 
Central biogenic amines and theories of depression and mania. In, Phenomenology and Treatment of Depression, МЕ. Fann, е 
|. Kazdcan, A.D. Pokorny, апа R.L. Williams, Ed.*New York, Spectrum Publications, Inc., 1977, рр. 17-32. 4. 20па, WWK.: The 
pharmacology of disordered slee@. A laboratory approach. J.A. M.A. 211:1532-1534, 1970. 5. Snyder, S.H. and Yamamura, H.I.: 


• Antidebressanfs and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B., 


Stefopoulos, A., Enders, P, Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 
Psychiat. 135:722-724, 1978. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R., and Adolphe, A.B.: Anticholinergic 
activity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 


See Following Page for Brief Summary of Prescribing Information. 
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AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that many 
depressions have a biochemical basis in the form of a relative 
deficiency of neurotransmitters such as norepinephrine and 
serotonin. Norepinephrine deficiency may be associated with 
relatively low urinary 3-methoxy-4-hydroxypheny! glycol 
(MHPG) levels, while serotonin deficiencies may be associated 
with low spinal fluid levels of 5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests that 
they restore normal levels of neurotransmitters by blocking the 
re-uptake of these substances from the synapse in the central 
nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater activ- 
ity in blocking the re-uptake of norepinephrine. Tertiary amine 
tricyclic antidepressants, such as amitriptyline, may have 
greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a monoamine 
oxidase (MAO) inhibitor and does not act primarily as a central 
nervous system stimulant. It has been found in some studies to 
have a mere rapid onset of action than imipramine. Earliest 
therapeutic effects may occasionally be seen in 2 to 5 days, but 
full treatment benefit usually requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) is indi- 
cated for relief of symptoms in various depressive syndromes, 
especially endogenous depression. 

CONTRAINDICATIONS: Desipramine hydrochloride should not be 
given in conjunction with, or within 2 weeks of, treatment with 
an MAO inhibitor drug; hyperpyretic crises, severe convulsions, 
and death have occurred in patients taking MAO inhibitors and 


. tricyclic antidepressants. When Norpramin (desipramine 


hydrochloride) is substituted for an МАО inhibitor, at least 2 
weeks should elapse between treatments. Norpramin should 
then be started cautiously and should be increased gradually. 
The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in those 
who have shown prior hypersensitivity to the drug. Cross 
sensitivity between this and other dibenzazepines is a possi- 
bility. 
WARNINGS: 1. Extreme caution should be used when this drug is 
given in the following situations: a. In patients with cardiovas- 
cular disease, because of the possibility of conduction defects, 
arrhythmids, tachycardias, strokes, and acute myocardial 
infarction. b. In patients with a history of urinary retention or 
glaucoma, because of the anticholinergic properties of the 
drug. c. In patients with thyroid disease or those taking thyroid 
medication, because of the possibility of cardiovascular tox- 
icity, including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to lower 
the seizure threshold. 2. This drug is capable of blocking the 
antihypertensive effect of guanethidine and similarly acting 
compounds. 3. USE IN PREGNANCY: Safe use of desipramine 
hydrochloride during pregnancy and lactation has not been 
established; therefore, if it is to be given to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
possible benefits must be weighed against the possible 
hazards to mother and child. Animal reproductive studies have 
been inconclusive. 4. USE IN CHILDREN: Norpramin (desip- 
ramine hydrochloride) is not recommended for usg in children 
since safety and effectiveness in the pediatric age group have 
not been established. 5. The patient should be cautioned that 
this drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous tasks 
suchas driving a car or operating machinery. 6. In patients who 


* may use alcohol excessively, it should be borne in mind that the 


potentiation may increase the danger inherent in any suicide 
attempt or overdosage. 


PRECAUTIONS: 1. It is important that this drug be dispensed in 
. 
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10 
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A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove Clinically helpful. Doses above 150 mg./day 
are not recommended for geriatric and adolescent patients 


the least possible quantities to depressed outpatients, since 
suicide has been accomplished with this class of drug. 
Ordinary prudence requires that children not have access to 
this drug or to potent drugs of any kind; if possible this drug 
should be dispensed in containers with child-resistant safety 
closures. Storage of this drug in the home must be supervised 
responsibly. 2. If serious adverse effects occur, dosage should 
be reduced or treatment should be altered. 3. Norpramin 
(desipramine hydrochloride) therapy in patients with manic- 
depressive illness may induce a hypomanic state after the 
depressive phase terminates. 4. The drug may cause exacer- 
bation of psychosis in schizophrenic patients. 5. Close super- 
vision and careful adjustment of dosage are required when this 
drug is given concomitantly with anticholinergic or sym- 
pathomimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may be 
exaggerated. 7. Clinical experience in the concurrent adminis- 
tration of ECT and antidepressant drugs is limited. Thus, if such 
treatment is essential, the possibility of increased risk relative 
to benefits should be considered. 8. The sedative effects of 
Norpramin and benzodiazepines (e.g, chlordiazepoxide or di- 
azepam) are additive. Both the sedative and anticholinergic 
effects of the major tranquilizers are additive to those of 
Norpramin. 9. This drug should be discontinued as soon as 
possible prior to elective surgery because of the possible 
cardiovascular effects. Hypertensive episodes have been 
observed during surgery in patients taking desipramine hydro- 
chloride. 10. Both elevation and lowering of blood sugar levels 
have been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore throat 
during therapy; the drug should be discontinued if there is 
evidence of pathologic neutrophil depression. 12. Norpramin 25, 
50, 75, and 100 mg. tablets contain FD&C Yellow No. 5 
(tartrazine), which may cause allergic-type reactions (including 
bronchial asthma) in certain susceptible individuals. Although 
the overall incidence of FD&C Yellow No. 5 (tartrazine) 
sensitivity in the general population is low, it is frequently seen 
in patients who also have aspirin hypersensitivity. 

ADVERSE REACTIONS: Note: Included in the following listing 
are a few adverse reactions that have not been reported with 
this specific drug. However, the pharmacologic similarities 
among the tricyclic antidepressant drugs require that each of 
the reactions be considered when Norpramin (desipramine 
hydrochloride) is given. 

Cardiovascular: hypotension, hypertension, tachycardia, palpi- 
tation, arrhythmias, heart block, myocardial infarction, stroke. 
Psychiatric: confusional states (especially in the elderly) with 
hallucinations, disorientation, delusions; anxiety, restlessness, 
agitation; insomnia and nightmares; hypomania; exacerbation 
of psychosis. 

Neurologic: numbness, tingling, paresthesias of extremities; 
incoordination, ataxia, tremors; peripheral neuropathy; extra- 
pyramidal symptoms; seizures; alteration in EEG patterns; 
tinnitus. 

Anticholinergic: dry mouth, and rarely associated sublingual 
adenitis; blurred vision, disturbance of accommodation, 
mydriasis, increased intraocular pressure; constipation, para- 
lytic ileus; urinary retention, delayed micturition, dilatation of 
urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensi- 
tization (avoid excessive eXposure to sunlight), edema (of face 
and tongue or general), drug fever, cross sensitivity with other 
tricyclic drugs. 

Hematologic: bone marrow depressions including agranulocy- 
tosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, epigastric 
distress, peculiar taste, abdominal cramps, diarrhea, stoma- 
titis, black tongue. 

Endocrine: gynecomastia in the male, breast enlargement and 
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galactorrhea in the female; increased or decreased libido, 
impotence, testicular swelling; elevation or depression of blood 
sugar levels. 

Other: jaundice (simulating obstructive), altered liver function; 
weight gain or loss; perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. * 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy may 
produce nausea, headache, and malaise. 


DOSAGE AND ADMINISTRATION: Not recommended for use in 
children. Lower dosages are recommended for elderly patients 
and adolescents. Lower dosages are also recommended for 
outpatients compared to hospitalized patients, who are closely 
supervised. Dosage should be initiated at a low level and 
increased according to clinical response and any evidence of 
intolerance. Following remission, maintenance medication may 
be required for a period of time and should be at the lowest dose 
that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. per 
day. In more severely ill patients, dosage may be further 
increased gradually to 300 mg./day if necessary. Dosages 
above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. should 
generally be initiated in hospitals, where regular visits by the 
physician, skilled nursing care, and frequent electrocardio- 
grams (ECG's) are available. 

The best available evidence of impending toxicity from very 
high doses of Norpramin is prolongation of the QRS or QT 
intervals on the ECG. Prolongation of the PR interval is also 
significant, but less closely correlated with plasma levels. 
Clinical symptoms of intolerance, especially drowsiness, diz- 
ziness, and postural hypotension, should also alert the physi- 
cian to the need for reduction in dosage. Plasma desipramine 
measurement would constitute the optimal guide to dosage 
monitoring. 

Initial therapy may be administered in divided doses or a 
single daily dose. 

Maintenance therapy may be given on a once-daily schedftile 
for patient convenience and compliance. 

Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and increased 
according to tolerance and clinical response to a usual 
maximum of 100 mg. daily. In more severely ill patients, dosage 
may be further increased to 150 mg./day. Doses above 150 
mg./day are not recommended in these age groups. 

Initial therapy may be administered in divided doses or a 
single daily dose 

Maintenance therapy may be given on a once-daily schedule 
for patient convenience and compliance. 


OVERDOSAGE: See prescribing information for a discussion of 
symptoms and treatment of overdose. 
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MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio 45215, U.S.A. 
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Protecting your Prescriptions C 


Recently, physicians—and, particularly, those new in private practice—are being ap- 
proached by persons exhibiting varying extremes of drug-seeking behavior. Identifying these 
patients can become a problem; however, there are several clues which can alert you to the 
possibility that a patient may be a drug misuser/abuser: 


* when an unfamiliar patient tells you that a controlled product he wants from you 
was previously prescribed for him by another physic sian (either in private practice 
or in a hospital) who is currently unavailable 


* when an unfamiliar patient states that he is the patient of another physician for 
whom you may occasionally cover and wishes a prescription for a controlled 
product renewed 


When either of these situations occurs, it is a good idea to ask the patient for the name of 
the physician or hospital and attempt to verify the story. If the patient tends to avoid answering 
your questions, it generally indicates a problem. Often with this type of patient, your prescrip- 
tion blank is the prime target. The following are some suggested guidelines to follow to insure 
its safety and proper use. 


CUT OUT AND SAVE 


The Well-Protected Prescription 
GUIDELINES 
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1. Store all unused prescription pads in a 6. Write out the actual amount of medica- 
safe place where they cannot be easily tion prescribed in addition to using an 
stolen Arabic or Roman numeral—this discour- 

ages alterations 


Итте ле E p EE T 


2. Minimize the number of pads in use at 
one time Jer 
. Do not use your prescription blanks for 


3. Have prescription blanks numbered writing notes or memos which can be 
consecutively when printed so that you erased and the blanks used again 
can tell if some sheets are missing 


4. Never sign prescription blanks in ad- ‚ Do not leave prescription pads in unat- 
vance tended examining rooms, office areas or 


in your bag or car where they can be 
65. Write prescriptions in ink or indelible .  easilypickedup ž 
pencil to prevent changes 
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Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
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IF YOU HAVEN'T 
PRESCRIBED THIS CAPSULE, 
YOU HAVEN'T EXPERIENCED 

THE 48-HOUR 
LOXITANE’ 


Loxapine Succinate 
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Impressive improvement in the often critical first two days In a series of 

clinical studies '-* involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 

disorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 40% mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the. LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days.' 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 


Symptom improvement in 18 acute schizophrenics 


wie LOXAPINE 2 
SUCCINATE 


5 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) 


BPRS 4 (No change) 


— — snoop See LOXITANE Brief Summary for indications, 
(EEEE E ESC] 


а ее Саа а N warnings and precautions and for тоге 


2 7 14 2 28 detailed information concerning side effects. 
Time Atter Drug Administration (days) Adapted trom Sharma" 


BPRS (Briet Psychiatric Rating Scale) 
CGI (Clinical Global Impressions) 


Improvement in BPRS and SNOOP Total Score 


(percent) 
199 uo ЕДЕ е,» ТТ: [013] 





“For the difference 
-thatbegins - . ` 
wit rapid action... : 





Brief Summary 
LOXITANE* Loxapine Succinate Capsules 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states 
hypersensitivity to the drug 
WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended for use in children under 16. May impair mental and 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 
PRECAUTIONS: Use with extreme caution in patients with a history 
of cenvulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 
ADVERSE REACTIONS: CNS effects, other than extrapyramidal 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early ig treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 

© «tions, while less frequently occurring, may be more severe, 
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Lox 


LOXAPINE @ >» 
SUCCINATE ё 


Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
acolescents should be considered. 





requiring dosage reduction or temporary withdrawal plus appropri- 
ate counteractive drugs. Persistent Tardive Dyskinesia may appear 
during prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
characterized by rhythmical involuntary movement of the tongue, 
face, mouth and jaw sometimes accompanied by involuntary move- 
ment of extremities. Since there is no known effective treatment, dis- 
continue all antipsychotic drugs if symptoms appear. Reinstitution of 
treatment, increased dosage, or switching to another agent may 
mask syndrome. The syndrome may not develop if medication is 
stopped when fine verm cular movements of the tongue first appear. 
Cardiovascular Effects: Tachycardia, hypotension, hypertension, 
lightheadedness and syncope. ECG changes, not known to be«e- 
lated to loxapine use, have been reported. Skin: Dermatitis, edema 
of face, pruritus, seborrhea. Possible phofosensitivity and/or photo- 
toxicity; skin rashes of unknown etiology seen in a few patients in hot 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gain 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irreg- 
ularity of unknown etiology. 


References: 1. Sharma T: Rapid response to loxapine in acute schizophrenia, 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, Januaryet979. 3. Zisook S et 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely ill 
schizophrenic patients, Curr THer Res 24:415-426, August 1978. 4. Thomtwe JL 
Loxapine oral liquid concentrate in the treatntent of young adult patients, with 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979. 
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Montefiore Hospital and Medical Center 


Albert Einst 


College of Medicine 


- Announces a review of 


Clinical Neurology 
For Psychiatrists 


Under the direction of 


• David M. Kaufman, M.D. 


A course designed for psychiatrists preparing for 
Part Il of the American Board of Psychiatry and 
Neurology will consist of lectures, with 
videotaped examples, and practice 

audiovisual examinations 


Twenty (20) hours of Category ! 
Credit will be awarded 


Saturday and Sunday 
October 4 & 5, 1980 
9:00 AM — 5:00 PM 
The New York Academy of Medicine 
Two East 103 Street, New York, N.Y. 


FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 


(212) 430-2822 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 

e utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Баб service area is de- 

æ signed as a component of an 
: integrated therapeuticemilieu. 
1 The three residential treatment 
. centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 
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THE 5) 
BROWN 
SCHOOLS 


An equal opportunity employer. 

Ail our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 


BOSTON. UNIVERSITY *| 
SCHOOL OF MEDICINE. 


Department of Neurology E. 


SLEEP DISORDERS FQR 
THE CLINICIAN: 

Clinical Aspects of Sleep 
and Sleep Disturbance 


Saturday, November 8, 1980 


Boston University School of ib 
Boston, Mass. 


Faculty Members: Roger Broughton, M.D.; 
Antonio Culebras, M.D.; Richard Ferber, M.D.; 
Ramon Greenberg, M.D.; J. Allan Hobson, M.D.; 
Lyle Miller, Ph.D.; Chester Pearlman, M.D.; 
Terrence Riley. M.D.; and Eliot Weitzman, M.D. 


Tuition fee: $85 M.D.'s, $40 Residents, Nurses & 
Allied Health 


For further information contact: Donna Marcy, 
Department of Continuing Medical Education, 
Boston University School of Medicine, 80 E. Con- 
cord St., Boston, MA 02118 Phone (617) 247-5603. 





The more logical 
choice for — . 
mixed depression 
and anxiety 


C1 provides the well established 
antidepressant — amitriptyline — to 
relieve the depressive symptoms 
о provides the action of Librium" 
(chlordiazepoxide НСІ/ Roche) 

• ап antianxiety agent — пої an 
antipsychotic — specific for the 
anxious symptoms 

„ а benzodiazepine with an 
outstanding safety record — not 
a phenothiazine 

o achieves rapid relief and sus- 

tains it 


= ra 





ET 
The choice without ; 
phenothiazine 
drawbacks 


Minimizes risk of tardive dys- 
kinesia and other extrapyramidal 
side effects. The causal relationship 
between the phenothiazines and 
extrapyramidal side effects, includ- 


ing tardive dyskinesia, is well estab- 


lished. In contrast, the reported 
incidence of these adverse reac- 
tions with Limbitrol or either of its 


compgnents is rare. = + 
e 


For a complete listing of side effects « = 


reported with Limbitrol, consult full 
disclosure. е 


NN 






DEPRESSED PATIENTS ARE ALSO. 
9 LL q^ e- 


In nore depression 
and anxiety 

. What better reason 
to switch from 

a phenothiazine 
combination and star prescribing 


Limbitr Ole, 


Tablets 5-12.5 each c g chlordiazepoxide r amitriptyline 
(as the e irc iid salt) 
bei" E AA P. rdiazepoxide and 25 mg Oris pns 
Ese АА ride s 





: The enu iine formulation 29 i 
the EUN poni Е 


: Please sée summary of product information on following page. 
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Я LIMBITROL* TABLETS Tranquilizer—Antidepressünt 


Before prescri ng, please consult complete product information, a summary of which follows: 


Indications: Relief of moderate to severe depression ass6ciated with moderate to severe anxiety 


Contraindications: Known hypersensitivity to benzodiazepings or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 


inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 


itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved 


Contraindicated during acute recoyery phase following myocardial infarction 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
glaucomd. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholtnergic-type drugs. Cfosely supervise cardiovascula? patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
espeeially high doses. Myocardial infarction and stroke reported with use of this class of drugs.) 
Caution patients about possible combined effects with alcohol and other CNS depressants and 
ogainst hazardous occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester should almost 
always be avoided because of increased risk of congenital malformations as suggested 
in several studies. Consider possibility of pregnancy when instituting therapy; advise 
patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, 
use caution in administering Limbitrol to addiction-prone individuals or those who might 
increase dosage; withdrawal symptoms following discontinuation of either component alone 
have been reprted (nausea, headache and malaise for amitriptyline; symptoms [including 
conwyjsionsf similar to those of barbiturate withdrawal for chlordiazepoxide) 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Periodic liver function tests and blood counts are recommended during 
prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated 
sedative effects 
may be additive. 
Discontinue sev- 































How to initiate and- ' " Y 
mdintain therapy, й 


Select dosage strength appropriate for each patient 

(3 Limbitrol 5-12.5 is recommended to minimize drows- 
iness and for elderly patients y . 

O Limbitrol 10-25 may*be indicated for райећіѕ who 

tolerate medication without undue side effects 4 


Specify daily dosage based on symptom severity ee 
О An initial dosage of three tablets is recommended 

о Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary 55 
(3 Once a satisfactory response is obtained, p@ients 
should be continued on the smallest dose required to 
maintain the desired effect 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

o T.I.D. or Q.1.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

(3 Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom — insomnia 

O Entire dosage h.s. to take maximum advantage of 
the sedative effect 





==" Your guide to patient management... 


administration 


2 When you decide medication is needed 


cautions about 

pregnancy. 

Limbitrol should not be taken during the nursing period. Not recommended in children under 12 
In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects 

Adverse Rea€tions: Most frequently reported are those associated with either component alone 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 
have been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, 


+ Jaundice and hepatic dysfunction have been observed rarel 


he following list includes adverse reactions not reported with Limbitrol but requiring considera- 
tion Because they have been reported with one or both components or closely related drugs 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, 
arrhythmias, heart block, stroke. 
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomania and increased or decreased libido 
Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, 
extrapyramidal arm. Syncope, ne in EEG patterns 
Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation 
of urinary tract. 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, 
thrombocytopenia 
Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, 
jaundice, alopecia, parotid swelling 
Overdosage: Immediately hospitalize patient suspected of having taken оп overdose. Treatment 
is symptomatic and supportive. I.V. administration of 1 to З mg physostigmine salicylate has 
been reported to reverse the symptoms of amitriptyline poisoning. See complete product 
information for manifestation and treatment 
Dosage: Individualize according to symptom severity and patient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be 
taken at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are 
recommended for the elderly 
Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial dosage of three to 
four tablets daily in divided doses, for patients who do not tolerate higher doses. 
How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 
500; Tel-E-Dose® packages of 100, available in trays of 4 reverse-numbered boxes of 25, and 
in boxes containing 10 strips of 10; Prescription Paks of 50. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 
® 













































How to make each patient an 
informed patient 


1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 

Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the TE] 
following circumstances: PIN - 
1. Hypersensitivity to benzodiazepines З 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 





MAO inhibitor for a minimum of 14 = ct 

days before cautiously initiating А 

Limbitrol therapy. Г. 

3. During the acute recovery sg: T4 a n 

phase following myocardial t4 tHE 

infarction. | 
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Іп moderate depression and unxiety Ў: 4 


Limbitrol« 


_ Relief without a phenothiazine 












mA The American Psychiatric’ Association 
j Introduces ` 


. Anessential program for clinicians : Mo LIS er 
Б, learning to incorporate and utilize DSM-III 


i THE DSM-III | 


INSTITUTIONAL  . 
INSTRUCTION KIT 


THE DSM-III INSTITUTIONAL 

INSTRUCTION KIT acquaints physicians 

and their staff with: 

a the multiaxial evaluation method used 
to report the official DSM-III diagnosis 


п the use of new diagnostic categories 
in making a differential diagnosis 


п the use of criteria as guides in making 
psychiatric diagnosis for the most 
significant disorders in: 


Affective Disorders 

Schizophrenia and Related Psychotic 
Disorders 

Anxiety, Dissociative, and Somatoform 
Disorders 

Personality Disorders 

Disorders Usually Arising in Childhood 
or Adolescence 


$ 
` — 


è 


PROGRAM COMPONENTS: 

The Instructor’s Kit for workshop leaders 
contains: 

a videotape of nine clinical case simulations 
a loose-leaf binder containing: 


— 4 audiocassettes plus transcripts of 
original faculty presentations 

— 39 slides complementing audiotaped 
presentations 

— course syllabus, patient histories, 
worksheets, references 

— DSM-III diagnosis for each of 30 patient 
histories 


The Participant's Kit for individual 
workshop members includes: 

a course syllabus 

п patient histories 

m worksheets 





CONTINUING MEDICAL EDUCATION (CME) CREDIT: 
These learning materials can be used by educational organizations or institutions in the development of, or 
е as an adjunct to, a variety о learning programs for CME Category 1, 2, or 5. 


ORDERING INFORMATION 
Fill in the form and mail it with your check to: 


American Psychiatric Association 

c/o DSM-III Institutional Instruction Kit/AV/MD 
850 Third Avenue, 11th floor 

New York, NY 10022 


' Name 





Title 
Address ы 








«City State Zip 





DSM-III INSTITUTIONAL INSTRUCTION 
KIT— $250.00 * 


PARTICIPANT'S KIT—available only with the 
Institutional Kit at an additional charge of 
$12.50 each 


Video component 
purchased separately— $150.00 each 
*Shipping and handling charge— $8.00. 


For additional information, call (800) 221-4468 , |- 
In New York, call (212) 421-6900 ` 


` Н . С ‘ А Brief Summary of Prescribing Information eV : А 


A А * Y Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability ear 
У ^de yrs * insomnia associated with anxiety neuroses andwéransient situational disturbances; anxie 
J u st р ubli sh ed A associated with depressive symptoms and as a treatment of symptoms of anxiety if such symį 
А . toms are a significant feature of functional or organic disorders, particularly gastrointestinal 
cardiovascular. d ы 


. 

е L Y Effectiveness ih long-term use, i.e., more than 4 months, has not bedh assessed by systen 

A PSY TRI atic clinical studies. Reassess periodically usefulness of the drug for thegindividual patient. 
е DR Р Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 
У е Е а LEX . Warnings: Not recommended in primary depressive disorders or psychoses: As with all см 
Е 1 iti on acting drugs, warn patients on lorazepam not to operate machinery or motar vehiclas, «and ‹ 

diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawál symptoms like those noted with barb 


. 
1 iH turates and alcohol have occurred following abrupt discontinuance of benzodiazepine 
Order your copy of the fifth edition of (including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic 
tion-prone individuals, e.g. drug addicts and alcoholics, should be undergareful surveillanc 
. A PSYCHIATRIC GLOSSARY now! when on benzodiazepines because of their predisposition to habituation and dependenci 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzod 
М azepines taken continuously at therapeutic levels for several months. 


The Glossary has been revised and Precautions: In depression accompanying anxiety, consider possibility for suicide. 


For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid ovei 


updated by a Subcommittee of APA’s sedation 


Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result i 


‚е CES =] . . symptoms like those being treated: anxiety, agitation, irritability, tension. insomnia and оссг 
Joint Commission on Public Afairs. It sonal congulient 
4 А a Observe usual precautions with impaired renal or hepatic function. 
contains current terminology in psy- Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepar 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo 
1 i 1 nent 
chiatry and incorporates the revised Esophageal dilation occurred in rats treated with lorazepam for more than 1 year a 


6mg; kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum humat 


nomenclature of DSM Ш . therapeutic dose of 10mg / day). Effect was reversible only when treatment was withdrawn withii 


2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro 
longed periods and in geriatric patients requires caution and frequent monitoring for symptom: 


Tas j i of upper G.I. disease 

A useful, easy to use source of infor Safety and effectiveness in children under 12 years have not been established. 

m ati on f or ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have ha 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function test 
are recommended during long-term therapy. 

—physicians and lawyers CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressan 
effects when administered with such medications as barbiturates or alcohol. 
Н 1 CARCINOGENESIS AND MUTAGENESIS: No evidence of carcihogenic potential emerged ir 
social Workers, psychologists, and rats during an 18-month study. No studies regarding mutagenesis have been performed. 
PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits 
nurses Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis 


malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship tc 
M 1 dosage. Although all these anomalies were not present in the concurrent control group, they 
Writers and editors have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lowe! 
doses. Clinical significance of these findings is not known. However, increased risk of сопдепі 

"Y teachers and students tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam anc 
meprobamate) during first trimester of pregnancy has been Suggested in several studies 


z А Because use of these drugs is rarely a matter of urgency, use of lorazepam during this perioc 
Numerous new entries, a Series of should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
i А nant to communicate with their physician about desirability of discontinuing the drug. 
tables, and a list of abbreviations used In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
. Я : and its glucuronide 
in the mental health field are included. 


NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 


А f benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 

Why not order one or more copies o many drugs are excreted in milk 
22 Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
A PSYCHIATRIC GLOSSARY nowr: disappear on continued medication or on decreasing dose. in a sample of about 3,500 anxious 


patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Please send me _ copies of a PSYCHIATRIC GLOSSARY, Overdosage: In management of overdosage with any drug, bear in mind that тине agents 
5th edition, paperback. Order number 142. may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 


^ р 1 Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 


more, $4.75 each with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


O check or money order enclosed. All orders totalling $35 or less Ativan’ 
MUST be prepaid. 


(lorazepam) 








bill me (orders over $35 ONLY). All invoices will include shipping fo 
and handling charges. 


























NAME: . Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
ADDRESS: daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
. & tated, initially 1-2mg/day; insomnia due to anxiety 8r transient situa- 
cITy . STATE ZIP CODE tional stress, 2-4mg h.s. ¥ E 
Send coupon to: Publication Sales How Supplied: 0.5, 1.0 and 2.0mg tablets. ë e, 
. American Psychiatric Association : 5 
: * — 1700 18th Street, N.W Wyeth Laboratories ?s 
. Philadelphia, PA 19101 
3 Washington. D.C. 20009, AA Copyright © 1979, Wyeth Laboratorid& 
Div. of AHPC, N.Y., N Y. All rights reserved 
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An age for anxiety. The aging process all 


too frequently is accompanied by anxiety states. When anxious older 
patients do not respond to your sympathetic counseling, 2 
а benzodiazepine may be the next logical step. 

But which one? Here, more than in many other patient groups, the 
metabolites of the available compounds may make a decisive difference. 
Unlike diazepam, clorazepate and chlordiazepoxide, 

Ativan (lorazepam) has no long-acting metabolites, and its simple 
metabolism is less readily impaired with advancing age. Steady-state serum 
levels are rapidly achieved and disappear rapidly once you decide to 
discontinue therapy. For these reasons, residual effects are not likely to 
present problems. (The pharmacokinetic profile of a drug can define such 
characteristics as its absorption, distribution, metabolism and elimination 
but cannot, at present, be directly related to its therapeutic effectiveness.) 

Proved effective in many nationwide, double-blind studies i 
(including patients in older age groups), Ativan is compatible with a 
wide range of commonly prescribed drugs. (The benzodiazepines produce 
CNS depressant effects when 
administered with such 
medications as barbiturates or 
alcohol.) Patients who have 
trouble swallowing solid 
medication appreciate the small 
Ativan tablet, which is tasteless 
and disintegrates within seconds 
in water or fruit juice. 





See important information on preceding page. 
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WHEN ` 
DEPRESSION T: 
EXPRESSES | 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


Artist Leonard Leff uses ANTI DEPRESSANT 
КОО S EFFECTIVENESS 
onenac tameo МУЙ convenient 


My energies ebbed, 


my will to live decreased, - Once -a-day 


and | found myself retreating 


from the activities of life to a h С) 
гй more introverted existence.” S. osage“ 


, 15O-MG 
| CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg copsule strength is intended for 
maintenance theropy only and is not recomménded 

for initiation of treatment. 





See Brief Summary on next page for information on 
contraindications, wornings, precautions and adverse 
reactions. 
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CONVENIENT ONCE-A-DAY h.s. DOSAGE + 


E" ANTIDEP RESSANT which may improve patient.compliance. The tot 
ЕЕЕЕСТІ 8 ENESS daily dosage, upto 150 mg per day, may be given 


опа once-a-day schedule without loss of effec- ` 
-SINEQUAN 


- (DOXEPIN HCI) 


divided dosage schedule, up to 300 mg per doy 
450-mg 





which moy help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


PROMINENT SEDATIVE EFFECT 


generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 


pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg Capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





E 
BRir.F SUMMARY 

SINEQUAN® (doxepin НСІ) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
Current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition 

Usage in Pregnancy: Reproduction studies performed in animals have shownno evidence of 

+ harm to the animal fetus. Since there is no experience in pregnant women receiving this drug. 

safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: |: should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Муся fr Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do nof subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects inclu@ing hypotension and tachycardia have been 
reported occasionally. . 

Allergic: Skin rash, edema, photosensitization, and pruritus have Occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 

7 cyfopenia, and purpura. 
Gastrointestinal; Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
"aphthous stomatitis*ave been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galattorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

OtHer: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. е 
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Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of fhese patients have been controlled on doses as low 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent beforethe antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralygic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin НС! equivalent to: 10 mg, 75 mg, 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin ЫС! equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Coneentrate is not physically compatible with a пізебег of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can әв mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended i 
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і should be determined for each patient. 
4, SANDOZ PHARMACEUTICALS. EAST HANOVER, NJ 07936 


. . 
Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, camatose states 
„from any cause, hypertnsive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients wo have previously exhibited а 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiatfng central nervous system depres- 
sants (e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
Phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytgsis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System—Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System— Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System—Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin — Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other— Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms — Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and*akinesia. Persistent Tardive Dyskinesia — Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others — Нурегругехіа; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 


-bizarre dreams, aggravation of psychoses, and toxic confusional states; 


following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigm@tation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythemátosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
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 MELLARIE IS KIND — 





TO MANY PATIENTS: 


tremor, and other extrapyramidal 
side effects 


* effective control of 


psychotic symptoms 


causes minimal akathisia or 


* minimal drug-induced akathisia, : 


other extrapyramidal symptoms. 
Mellaril (thioridazine) is contra- 
indicated in patients with hyper- 


inve or hypotensive heart disease of extreme 


degree. 


Effectiveness plus infrequent side effects — that's 


^ 


Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 


the kind of kindness the physician likes to see in a 


major tranquilizer! 





MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine НСІ, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridazine base equivalent to 100 mg thioridazine НСІ, USP 


. MELLARIL 15 RINU 


- (THIORIDAZINE) 


TO MANY PATIENTS. 


* minimal drug-induced akathisia, tremor, and 
other extrapyramidal side effects 


* effective control of psychotic symptoms 
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Trust-Based Therapy: A Contextual Approach . 


BY IVAN BOSZORMENYI-NAGY, M.D., AND BARBARA R. KRASNER, PH.D. 





Contextual therapy has emerged from the practice of 
both individual and classical (transactional-systemic) 
family therapy. Its basic rationale is that the key 
dynamic of relationships is the trustworthiness that 
emerges from mutual consideration of all family 
members. Its contract maintains a simultaneous, 
multiple consideration of all the people affected by 
therapeutic intervention. Contextual therapy is not 
confined to any one model of practice, although it is 
founded on specific principles and methods. Its 
implications are obvious when applied to 
relationships, yet they are also evident in the aspects 
of individual approaches that are concerned with the 
therapists liability and accountability. Although it 
encompasses the viable contributions of all schools of 
psychotherapy, contextual therapy operates out of its 
specific, ethically founded guidelines and strategies. 





ontextual therapy has emerged out of our 45 com- 

bined years of psychotherapeutic experience, 
which includes intensive work with psychotic individ- 
uals, extensive experience with children, including the 
very young, and attempts at healing human suffering 
across all classes and layers of society (1). The con- 
textual approach incorporates tenets of both individual 
therapy and classical (conjoint) family therapy, but its 
major contribution lies in the discovery that the key 
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dynamic of relationships is merited trust. Acknowl- 
edging the concept of merited trust leads to a funda- 
mentally new perspective of therapy: simultaneous 
multilateral consideration of more than one human 
being. Concern, trustworthiness, adversariness, ex- 
ploitation, and fair mutuality between family members 
are heretofore neglected facets of therapy. This radical 
resource-oriented departure from the traditional (med- 
ical or psychological) individual perspective is hard to 
overemphasize. В 

For long-range effectiveness, we propose that the 
foremost therapeutic leverage lies in the processes of 
trust investments within the family and between family 
members and the therapist. Because family members 
are bound to each other by the ethical dimension of 
mutual trust, or lack of it, we also propose that a suffi- 
ciently responsible therapeutic contract is obliged to 
take account of all persons potentially affected by pro- 
fessional intervention (multidirectedness). Multi- 
directional accountability is also the key ingredient of 
therapeutic efficacy. It establishes the therapist's own 
trustworthiness and provides him or. her with a ratio- 


. nale to help avoid the pitfalls of unilateral siding and 


of manipulation through countertransference. In our 
view, contextual therapy offers a strategic guideline 
that holds implications for all forms of psychotherapy. 
The term ''context" was chosen to indicate the dy- 
namic connectedness of a person with his or her signif- 
icant relationships. That is, while an individual is a dis- 
crete and unique biological entity, dynamically each 
person's life derives meaning through reference to a 
social context. Thus the word ‘‘context?’ is used to de- 
scribe the long-term relational involvement of people, 
both in its systemic and multi-individual aspects, and 
includes four key dimensions: the factual, the psycho- 
logical, the transactional, and the ethical (2). The ethi- 
cal dimension may be illuminated most simply by the 
example of a mother who reliably cares for her baby. 
Her active concern becomes the source of her infant's * 
trust, which, of cotirse, eventually provides'the rela- 
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~ tional and psychological foundations of his or her psy- 
cHtosocial development (3). By being caring, available, 
? and accessible, functionally she helps her infant sur- 


vive, develop, and function in the world. Her trust- 
worthiness is also an ethical contribution. Whatever 
its comparative limitations, her mothering is a trust- 

le reality based on personal investment and accumu- 
lates merit for her in the unique context of the parent- 

-child relationship. The personal uniqueness of both 
parent and child is just as much a concern in the con- 
textual View as are their transactional "systemic" 
* roles. . 

In addition to its key dynamic of merited trust or 
“тегі ledger” (reference 1, pp. 78, 371), context also 
refers to a person's relatedness to his or her multi- 
generational roots, with their specific racial, religious, 
and ethnic facets. The dynamic of merited trust was 
originally understood as interindividual in nature. In 
addition, however, having roots in common is trans- 
personal and can convey a legacy that is the result of 
expectations handed down from generation to genera- 
tion. More than a theory, therapy based on trust re- 
sources is a pragmatic strategy that helps contextual 
therapists seize on evident signs of mistrust as poten- 
tial resources for trust building. 

A desired commodity, trust reduces the emotional 
cost of relational investment. This is illustrated by sit- 
uations in which people cannot tolerate close relation- 
‘ships despite their desperate hunger for closeness. 
Trust is required as an initial investment in relation- 
ships, after which a person can take further steps to- 
ward trust building. It is also a necessity for being able 
to accept periods of transitory unfairness, a situation 
that is unavoidable in any relationship. A fluctuation of 
temporarily unilateral dependence, imposition, or 
even exploitation characterizes close relationships. 
Balance in relationships is kept through long-range 
multilaterality, which bridges and equilibrates short- 
term periods of unfairness and loss of trustworthiness. 


ROOTS AND RELATIONSHIPS 


The therapeutic significance of the life-long implica- 
tions of legacy-bound (parent-child) relationships has 
been grossly disregarded by the traditions of both clas- 
sical individual and classical family therapy, not to 
mention many symptom-oriented therapeutic fads. 
People stay tied to their families of origin long after it 
appears that family members have ended their con- 
nections with each other either by choice or perforce. 
Who lived for them, who wanted them, who was avail- 
able to them, and who made material and relational 
investments in them are fundamental factors in their 
attitudes toward the world. Having roots and legacies 


+: .in common is a nonsubstitutive bond among people 


. that not only outlasts physical and geographical sepa- 
* rations from families of origin but, influences the de- 


. 
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gree to which offspring can be free to commit them- 
selves to relationships outside of their origimal ties, in- 
cluding marriage and parenthood of their own. The 
long-term legacies of parental accountability and filjal 
loyalty are inescapably weighty. A lack of interaction, 
negative affect, and even indifferent attitudes and abu- 
sive behavior may affect parent-child linkageg but per 
se cannot devalue or terminate their importance. Even 
strong rebuke or revenge is usually meant to test a par- 
ent's or child's willingness to respond rather than to 
end the relationship. Procreation and roots-in-com- 
mon invariably supersede the quality of the relation as 
the stimulus for continuity and mutual concern. 

As prior investments in past and future generations, 
relational legacies are not only a part of a person's fac- 
tual destiny but are an ethical claim. That is, receiving 
people are obliged to give. Expecting people are 
obliged to meet expectations. Over-available or over- 
performing relatives, for example, are entitled to ac- 
knowledgment of their investments and merits. In the 
first place, common roots, legacies, and linkages to ra- 
cial, religious, ethnic, and familial contexts are non- 
substitutable configurations that contribute to an indi- 
vidual’s uniqueness. In the second place, common 
bonds comprise a demand for balance in relationships. 
Merited trust born of mutual caring is the mainstay of 
such a balance. 


Broader Implications of Intergenerational Legacies 


Legacy-based therapeutic strategies are fundamen- 
tally different from psychological or transactional de- 
signs. As basic contextual determinants of relation- 
ships, legacies are created neither by emotional states 
nor by power alignments. If therapists are unable to 
base their convictions about the significance of lega- 
cies on their own relational experiences, they may well 
fall into the trap of the typical contemporary observer 
of human relationships: in this view repayment of obli- 
gations emanating from procreation is optional and de- 
pends on the participants' feelings and a variety of 
power manipulations. In subscribing to such a view, 
therapists surrender the major dimension of their ther- 
apeutic leverage. 

Without entering into a debate on what constitutes 
deep versus superficial therapy, it can be said that an 
overt concern with relational responsibility almost in- 


Stantaneously leads the therapist into depth dimen- 


sions of relationships. The question of relational re- 
sponsibility is a private aspect of human life and is sel- 
dom faced even between partners themselves. 
Typically, discussion of the issue is either avoided and 
leads to isolation, to increasing relational (ethical). 
stagnation, pathogenicity, and untenability of relation- 
Ships, or to painful and threatening confrontatfons. 
The contextual therapist is thus obliged to learn how-to 
guide people through the most héated, direct sand con- 
troversial aspects of their relationship, that is, toward 
responsibility for trustworthiness. Contrary to its sur- 
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face appearance, the contextual approach is often 
short-termerather than long-term and direct rather than 
intellectualized or rationalistic. 


TRUSTWORTHINESS AS A PROPERTY OF 
RELATIQNSHIPS 


The result of mutual consideration and actual ex- 
change, trustworthiness is always a relational property 
of at least two people and cannot be reduced to the 
psychological universe of either one of them. Although 
it interlocks with the concept of basic trust as a psy- 
chological characteristic (3), trustworthiness always 
results from a mutilateral investment of relating part- 
ners on behalf of their mutual welfare and life inter- 
ests. Trustworthiness is a characteristic of mature, 
nonexploitative (object) relations of any kind and, for 
example, determines whether an exciting love affair 
can be converted into an enduring marriage. It con- 
nects and channels the vicissitudes of the opposing 
needs of two or more persons in a relationship. More- 
over, trustworthiness enables ego strength to be 
invested in controlling one’s tendencies toward an ex- 
ploitative misuse of close relationships and ultimately 
serves self-interest through maintaining the relational 
resource. Furthermore, caring for another person’s 
needs can enhance personal satisfaction through em- 
pathy and love. 

Retaining a trustworthy relationship is in the reality 
interest of all participants. A capacity for consid- 
eration and responsibility toward another person is 
thus to be viewed as neither an outgrowth of tradition- 
al guilt-based morality nor as a psychodynamic motive 
‘‘located”’ in the superego. In practice, concentration 
on questions associated with the trustworthiness of 
close relationships incorporates and uses the therapeu- 
tic dimensions of individual-oriented psychotherapy 
like ego strength, reality testing, projections, and in- 
sight into distortions. Yet it also goes beyond them in 
pursuit of a balanced give and take in relationships. 
From the perspective of contextual therapy, the bal- 
ance of give and take in relationships is a more sensi- 
tive and more accurate measure of reality distortions 
than is the insight-oriented self-reflection of one indi- 
vidual. 


RESIDUAL TRUST AND FAMILY LEGACIES 
In therapy the implications of transgenerational leg- 
acies are most readily visible in the ‘‘accounts”’ that 
exist in the reproductive aspects of parent-child rela- 
tionships. The legacy of parental accountability origi- 
nates from the existential fact of reproduction. Having 
given lifeeto a dependent infant, parents owe it nurtur- 
ance. Conversely, the legacy of filial loyalty originates 
*from the fact of conception, early human survival, and 
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growth. Children are linked to-their parents by the" 


event of birth; they are recipients of biological life, 
psychological endowment, nurturant care, and tech- 
niques for staying alive. Receiving life, benefits, skills, 
and guidance from their roots, the offspring are* be- 
hooved to transmit them in kind to future generations. 
Moreover, it should be noted that in modified form the 
legacy -of filial loyalty exists even when children have 
been given up or abandoned very early in life. What-- 
ever the degree of parental responsibility or behavior 
after a child's birth, the child's relationship fo the par- 
ents who gave him or her life is a unique, non- 
substitutable, and unreworkable fact of his or her exis- 
tence. Even in cases of adoption, paradoxically per- 
haps, regard for the adoptive child's entitlement to his 
or her roots tends to improve the relationship with the 
adoptive parents. 

: Specifics of a given legacy shape the nature of both 
parental expectations and filial response to their ex- 
pectations. For example, the sacrifice of a martyred 
family member can intensify the heirs' obligation to 
excel, or, marred by shame, the reputation of a family 
member can demand exoneration for generations to 
come. A case in point is the situation of the daughter of 
an alcoholic father. Bearing the weight of her father’s 
former behavior and apparent failure, she*may press 
her son toward perfection to make up for her filial 
shame. Overburdened by unfair legacy expectations, 
her son is faced with the unacceptable choices of akan- 
doning his mother physically or emotionally or of sub- 
mitting to her impossible demands. More realistically, 
contextual therapy offers him still another choice: he 


. can help free himself and his mother for a new balance 


of trust and fairness in their relationship. Overcoming 
the mistrust, resentment, and stagnation that have ac- 
crued from his mother’s undue substitutive and com- 
pensatory expectations of him, her son can find ways 
to discover aspects of his grandfather’s behavior 
which serve to exonerate his life. Through active stra- 
tegic work he can also determine and implement his 
own terms for accountably fulfilling his legacy rather 
than becoming entrapped into deferring to his 
mother's terms or simply learning to evade then}. 


MULTIDIRECTED PARTIALITY: GUIDELINE TO 
CONTEXTUAL THERAPY 


> 

Multidirected partiality (4), contextual therapy’s 
basic methodology, is used to help the,therapist guide 
clients toward a fresh assessment of legacy ex- 
pectations and toward more interindividual fairness 
and trust. It assumes that sooner or later contextual 
thérapists must be prepared to sideewith all family 
members, present or absent. It requires a therapist to 


hear and give courage to each family member as he-or - 


she struggles to bring to the surface his or her side. It is- 
a process of consecutive siding with now one and now 
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“the other relating partner in order to help family mem- 


bers state their respective terms with some confidence 
that opposing views, can be heard and tolerated. Multi- 
directed partiality is 3 also meant to provide a paradigm 
that eventually can enable family members to listen 
and respond to one another’s terms. 

ultidirected partiality differs from the therapeutic 
stances of nonpartial neutrality on the one hand and 
stagnant unilateral partiality on the other. In our view, 
nonpartial neutrality is probably humanly impossible 
to attain, and traditional, individual-oriented therapy 
typically encourages fixed one-sidedness. Conversely, 
effectively employed, multidirected partiality begins a 
constructive process of trust building. It also requires 
that the therapist have the courage to side temporarily 
against family members as well as with them. It should 
be noted that consecutive siding with relating partners 
is a protection against the dangers of counter- 
transference reactions. 
Here a distinction should be made between the strat- 
egy of multidirected partiality and relational multi- 
laterality, which is an inherently basic aspect of rela- 
tionships. Multilaterality means that any action or 
transaction has at least two sides. In ethical terms it 
means that usually each of the two partners tends to 
approach the relationship with a self-centered view- 
point. The degree of fairness in a relationship is deter- 
mined by the relative consideration each partner ac- 
cords the other. Since neither only one party nor only 
an oütsider can explore the relative merit accounts be- 
tween them, the partners should be helped to explore 
and define their own mutual terms for fairness. For ex- 
ample, in case of adoption the adoptive parents should 
determine the terms of their own vulnerabilities and 
requirements for consideration but in the long run it 
should be the adopted child who determines his own 
terms of needs and entitlements. The therapist's role is 
to elicit the family members' active search for a defini- 


tion and then assertion of their respective terms rather - 


than to inject his or her own moral or behavorial value 
preferences. By offering consecutive multidirected 
partiality the therapist encourages family members to 
explore their own multilaterality. However, the thera- 
pist is “not a contextually rooted participant in the fam- 
ily members' multilateral relationships. He or she is a 
natural partner only to the multilaterality of his or her 
own relationships, e.g., with his or her spouse, chil- 
dren, parents, and others of significance. 


Identifying Trust in Stagnant Relationships 


The following excerpt demonstrates a contextual 
process examination of trustworthiness among three 
family members who are stuck in their relationships 
with each other (stagnation). What begins as an initial 
diagnosis of an adolescent turns into a relational explo- 


* ration of multi-individual diagnoses. The clinical mate- 
- rial was obtained by way of a multidirected contract 


through which the therapist became-accountable to all 
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family members who in turn were helped.to be ac- 
countable to each other. The multidirected tleerapeutic 
contract would have been in force whether or not all 
family members were present at the session. EI 


Bob, a 16-year-old adopted, only son of a middle-class 
couple, was hospitalized after his second suicide attempt. 
In the evaluation interview Bob's father took a ng time 
enumerating Bob's many doings: school failure, drug in- 
volvements, disrespectful behavior, and so forth. As a 
first attempt at developing trust resources, without dis- 
confirming the validity of the father's concerns, the inter- 
viewer asked whether the parents could recall any in- 
stance in which Bob offered a helpful, concerned, or car- 
ing attitude to them. The mother denied that this had ever 
happened. The absurd intensity of her response could be 
taken as evidence of pathological scapegoating on the 
mother's part. However, the contextual therapist began to 
wonder about the possible merits on her side. How could 
he find aspects of her that would justify his contracting 
with her with genuine partiality? At this moment she was 
probably close to a point where she could describe the 
difficulties of her own childhood. The therapist envisaged 
that she might be manifesting a desperate overreaction to 
the fact that Bob's growth would soon lead to her loss of 
his regular companionship. Consequently, the therapist 
tried to elicit trust through exploring other aspects of 
Bob's merit, partly to be able to contract with him, partly 
to give the parents an opportunity to acknowledge his vic- 
timization, and ultimately to find new ways for Bob to dis- 
play filial loyalty. 

At another level of concern, the therapist asked Bob 
about his feelings concerning adoption. Bob responded 
that he would like to meet his natural mother but could not 
conceive of doing something that ‘‘brutal’’ to her. By this 
time the therapist had factual evidence of Bob's capacity 
for consideration, especially when Bob added that he did 
not want to hurt his adoptive parents, either. The merit of 
the victim becomes immediately obvious: he holds re- 
sponsibility for not hurting the adult world that betrayed 
him at the beginning of his life. 

From here on engagement in issues of trustworthiness 
became unavoidable and led directly into the therapist's 
curiosity about the parents’ victimization in their own 
childhood. The movement from stagnation toward trust 
building had begun. 


In this evaluation and assessment, the contextual 
therapist initially aimed at exploring the relational con- 
text of Bob's motivation to commit suicide. In fact, 
Bob spontaneouslv responded to the therapist's ques- 
tioning by linking his self-destructive inclinations to 
his adoptive mother’s habitual and overt disconfir- 
mation of all his accrued merit as a loving son. In 
response to Bob’s disclosures, the therapist pointed 


out the young man’s concerns for both his natural and . 


adoptive parents. Furthermore, he pointed out that it 
behooved Bob’s parents to acknowledge their són's 
caring and consideration, which reflected favorably on 
them as well. At this moment Bob was able to вау how 
much he loved his adoptive parents. With this, his 


mother started to cry and walked out of the room. Sub-' 
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sequently his father was able to reveal that when he 
was away en business trips, Bob offered his mother 
comfort in her sadness and anxiety. This acknowledg- 
ment gave the therapist an opportunity to be partial to 
Bob while also endorsing the father's fairness. Obvi- 
ously, blame was directed at the mother at this point, 
and evengwhen she returned to the room she still was 
unable to acknowledge Bob's personal availability. 
This instance of extreme mistrust presented an oppor- 
tunity to encourage her to describe the pain of her own 
childhood experiences. This, in turn, enabled the ther- 
apist to be genuinely partial to her as a victim of the 
past who presently appeared to be a victimizer. 

The father's acknowledgment of Bob's active in- 
vestment in his parents' well-being marked the begin- 
ning of strongly directive therapeutic explorations 
whose goals included 1) beginning to face intermember 
fairness and legacies, 2) reducing unfair legacy ex- 
pectations by acknowledging them and redesigning 
repayment, 3) correcting one-sided, sometimes dis- 
torted, always unaddressed views of each other among 
family members, and 4) rebalancing the give and take 
among family members. In a brief time all of the family 
members had taken initial steps toward personal ac- 
countability for responsible action. As trust and trust- 
worthiness began their upward spiral, new chances for 
positive collaboration and balanced relational growth 
among family members were likely to occur. 

By the end of the initial session the family's concern 
for each other's well-being began to materialize in the 
midst of resentment, fears, and accusations. By being 
prodded to consider the merit as well as the pathology 
in his or her relationships, in some measure each per- 
son could begin to rethink his or her options. The 
therapist’s concern about multidirectionality encour- 
aged each of them to raise his or her side within the 
hearing of the others, and because they could be heard 
on their own terms each person was more willing to 
overcome his or her resistance to listening to the terms 
of others. After they were helped to voice both satis- 
factions and disappointments over the quality of their 
relationships, they could become somewhat freer to 
dwell on their own parts in contributing to unfair re- 
lating. By grasping the notion of joint responsibility 
for the modes of behavior among them each person 
was more able to examine interindividual sources of 
chronic mistrust. All the family members began to 
comprehend that each of them had made an invest- 
ment in the welfare of the others and that to be produc- 
tive these investments needed to be recognized and 
affirmed rather than discredited or negated. Moreover, 
no one had been designated as a scapegoat for the 
situation, and the session had taken place without con- 
demrfing Bob's parents for the sake of his therapy. 


Achjeving Autonomy in the Family Context 


. Given a contractual concern for all family members, 
the therapist challenged some of the intrinsic unfair- 
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ness in the family members' ways of treating each oth- 
er. For example, the parents were charged with the 
task of learning how to acknowledge Bob's actual 
commitment and investment in their well- being. They 
were also asked to rethink on their own the implita- 
tions of their endless list of demands. Was it actually 
Bob of whom they had a right to expect so much, oj 
was it unfinished business with their families of origin 
that had subtly shifted their own filial legacies onto - 
their son (see ‘ће revolving slate,” reference 1, pp: 
65-67). > 

Over time Bob has been helped to realign the. dese 
to which he was entitled to live his own life with the 
degree to which he was required to meet some of his 
parents’ expectations of him. Diminishing the pseudo- 
adversity between Bob and his parents has established 
a new sense of security in the family. Fresh confidence 
about the continuing existence of mutual concern and 
loyalty among family members has freed Bob to ma- 
ture in a number of ways. By assuring his parents of his 
fundamental concern for them, he became likely to 
win more freedom to commit himself to peer relation- 
ships. He was also likely to find more room in which to 
develop his sexual role and even to explore his biologi- 
cal origins. Eventually he will be helped to achieve this 
goal through learning how to repay his' filial in- 
debtedness in age-appropriate terms. In turn, his par- 
ents will be helped to define for themselves specifically 
what they require o? Bob. They will be helped to learn ` 
how to state their expectations directly rather than by 
innuendo and to accept and acknowledge Bob's pay- 
ments of his loyalty obligations in reasonable ‘‘install- 
ments." Moreover, they will be helped to learn that he 
cannot be used indefinitely to compensate his parents 
for what they may have lost in their own childhoods. 

If possible, Bob's parents will be helped to revise 
their expectations of their son by reconsidering how 
they themselves have or have not met the terms of 
their own filial legacies. In clinical descriptions it is 
customary to ascribe inflexible parental clinging al- 
most exclusively in terms of possessiveness and con- 
trol through power measures. Conversely, we propose 
that parents who are overburdened with unmet legacy 
requirements, whether self-imposed or imposed by 
their own parents, will inevitably overburden their 
children. Thus recognizing and reworking long-stand- 
ing unfairness in their own family legacies will not only 
free parents from a fruitless expenditure of energy in 
defensive and retributive behavior but will free their 
offspring from a similar fate. For example, if his par- 
ents were to find sources of trust and appreciation 
within their original relationships, Bob would become 
more able to ‘‘leave’’ them and invest his energy in his 
own welfare and development. Becoming less central 
to his parents' well-being, because of the investments 
of other people in their lives, he would feel less help- - 
less. Undefined and boundless obligations igvariably . 
lead to destructive parentification of children. (1). 
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In future sessions Bob will continue to be a recipient 
of* therapeutic consideration, but the multidirected 
contextual approach will incorporate his parents as full 
partners in the therapéutic effort. As therapy progress- 
es the substitutive function of Bob’s symptoms is 
likely to decrease, and signs of his parents’ difficulties 

likely to surface with increasing clarity. The par- 
ents’ childhood struggles will emerge, along with long- 
standing conflicts over their own invisible filial loyal- 
ties. Their marital problems will also come to the fore. 
From Bob’s side, age-appropriate, peer-related prob- 
lemg will be raised and considered. Suicide will be 
viewed as an attempt to claim entitlement in the con- 
text of his family's unfulfillable, excessive ех- 
pectations. Children who are locked into the endless 
spiral of expectation of perfection on the one hand and 
their parents’ withholding of recognition on the other 
are candidates for self-destructive patterns. We view 
the threat of suicide as an eminent example of the 
pathogenicity of mistrust and the value of the pre- 
ventive use of a family’s trust resources, as opposed to 
pathology within individuals, which is the pre- 
occupation of traditional, individual-oriented therapy. 

By extending his efforts beyond the intrapsychic dy- 
namics of one individual, the therapist avoided the 
trap of psychological reductionism. Instead, he identi- 
fied the family’s resources for helping Bob rather than 
choosing either to ignore or foreclose them. He drew 
family members toward responsible individuation in- 
stead of simply reinforcing the isolation, emotional 
distance, and mistrust that already existed among 
them. He began the multilateral process of identifying 
and mobilizing the residual trust that resided in the 
family, even in the midst of long-standing, acrimoni- 
ous relating. 


ELEMENTS OF CONTEXTUAL THERAPY 
Contextual Assessment 


In a contextual evaluation indications of injured 
trustworthiness between parents and offspring are re- 
garded as signals for potential trust-building. Funda- 
mental to the evaluation is the therapist’ S capacity to 
assess some acknowledgeable merit in every family 
member. Merit in relationships emerges from prior in- 
vestments of trustworthiness that are capable of yield- 
ing interest and returns in trustworthy relating. Of 
course, all relational accounts are composed of both 
assets and debits. Assets are the sum total of past and 
present investments of care, concern, consideration, 
and devotion. Debits are the sum total of inconsider- 
ation, lack of acknowledgment, neglect, abuse, emo- 
tional or physicad abandonment, or any combination of 
acts amounting to a failure of commitment and result- 
ing іп accrued mistrust. In any case, acknowledgment 
of merit is a first step on the way to fair return. In fact, 
even the process of taking an inventory of assets and 
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debits can-serve to readdress ethically stagnant relat- 
ing. The weight of therapy is thereby redlistributed 
from an emphasis on the removal, interruption, rela- 
belling, or restructuring of pathological behavior ta a 
concentration on resources inherent in the ‘тегі led- 
gers” or balances of accounts among people involved 
in a relationship. (1) А 


Therapy 


Conducting therapy requires specific training in the 
contextual approach and skill with a broad spectrum of 
psychotherapeutic methods. The more comprehensive 
the therapist's competence, the more he or she is able 
to assess the facets of a client's context and to in- 
tegrate the four dimensions of contextual therapy into 
therapeutic planning. Factual circumstances, commu- 
nication and transactions, psychology, and merit are 
elements that combine to determine the outcomes of 
therapy. In Bob's case, some of his family's factual 
circumstances include his parents’ medical reasons for 
not having a natural child, the age at which Bob was 
adopted, and information about his natural parents. 
The fact of adoption also has a built-in legacy require- 
ment of its own. Despite implicit suggestions of irre- 
sponsibility customarily ascribed to people who give 
their children up for adoption, no adoptive child, or 
anyone else for that matter, can accept the notion that 
his natural parent is worthless. Consequently, under- 
standing the reasons why their natural parents gave 
them up is always a task for adopted children. 

. In addition to factual circumstances, systemic pat- 
terns and role structures associated with a family's 
communication and transactions are of obvious impor- 
tance to the therapeutic process. These patterns, se- 
quences, and structures represent the overt, sympto- 
matic level of relational exchanges and are richly char- 
acterized in the literature of classical family therapy. 

A knowledge of psychology is the third dimension of 
the contextual approach, which presumes familiarity 
with intrapsychic development and dynamics. The ego 
strengths and defenses of each family member, for ex- 
ample, provide the therapist with practical knowledge. 
In the case illustration Bob's mother may be diagnosed 
as having a rigidly paranoid type of personality. Her 
consistent projective inclinations suggest limitations 
that are to be considered in designing therapeutic strat- 
egies. However, initially it is the adolescent's suicidal 
inclination rather than his mother's psychodynamic 
configurations that should be the crucial therapeutic 
and preventive concern. The individually focused 
question of bypassing the mother's intrapsychic prior- 
ities rather than working them through must be subor-. 
dinated temporarily to the prospect of danger to Bob's 
life. Once the immediate reality of this priority has 
been addressed satisfactorily, his mother's entitlement 
to make claims in her relationships will also be consid- 
ered. In any case, from a contextual perspective multi- 
lateral considerations of entitlement and valid in- i 
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debtedness should nof be guidelines 'and strategies 
geared sir&ply to each person's intrapsychic dynamics. 
The ethical or trust-building dimension of contextual 
therapy is its guiding consideration. Given his concern 
for fairness among-relating partners, the contextual 
therapist presumes that the ethic of filial accountability 
originates from relational reality rather than from guilt 
anchored in Bob's superego. Therefore he will be 
guided by each family member's obligation to recog- 
nize the impact of legacy expectations and to acknowl- 
edge the merit of each person's contributions to the 
quality of his or her relationships. This guideline is 
predicated on the fact that the improved quality of 
family relationships is a shared interest of all family 
members. 

The multilateral contract marks a transition from 
diagnosing immediately noticeable intrapsychic symp- 
tomatology toward gradually uncovering the facets of 
relational circumstances. By eliciting trust from all 
family members the therapist can help each of them 
turn to him in an atmosphere of growing receptivity to 
help. Furthermore, the trust elicited by the therapist 
serves to reveal how Bob's inclinations toward suicide 
intersect with his mother's relationship with her family 
of origin. 


Trust Building and Therapeutic Conviction 


Trust building is both the ideological foundation and 
the primary tool of contextual therapy. It is the pro- 
cess through which residual trust resources among 
family members or otherwise significant relationships 
are identified, elicited, mobilized, and used. It is built 
on the characteristics that provide balance in life: 1) 
respect for equitability on every member's own terms, 
2) integrated give and take in relationships, 3) mutual 
consideration and ‘‘use’’ of one another, and 4) redis- 
tribution of returns from the joint accounts of trust in- 
vestments. | 

Clearly there are other powerful forces at play in de- 
termining the visible behavior of relating partners. 
People are also motivated by needs for affection, de- 
pendence, and sexuality. People are inclined to use 
each other unilaterally as objects for transference, dis- 
placement, and substitutive retribution. Contextual 
therapists integrate these factors and others like them 
but nevertheless proceed from the central conviction 
that evolving interindividual trustworthiness is the 
basic fiber of durable relationships and the shortest 
route to eradicating skewed and distorted behavior. 

Knowledge, skill, and personal conviction are all 
elements in a therapist's capacity to channel and use 

- trust. As a qualified helping professional, the therapist 
presents himself as worthy of his clients’ trust. Over 
timé he will become privy to private aspects of his 
clients’ lives and help them investigate the loyalties in 
their families of origin, their marriages, and their ca- 
pacity to parent. As various family members turn to 

i him for help he himself becomes a major if interim re- 
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cipient of their trust investments, in part because they’ 
sense his conviction about multilateral equitability. 
Trust between therapist and client can flow in a variety 
of ways: 

1. From the outset the therapist receives trust 
through the client's act of contracting for help. This 
initial and usually tentative line of trust may pe 
strengthened through the client's response to the ther- 
apist's elicitory measures aimed at encouraging people 
to take initiative on their own behalf. : 

2. Once clients have returned trust offered to‘them 
by a therapeutic investment in their situation the thera- 
pist has his own choice to make in terms of how he will 
use their trust. The therapist can accept the clients' 
trust, channel it into his own personal relationships, 
grow and mature ‘rom it, and use it to secure his com- 
mitment to a responsible performance of his difficult 
work, or he can convert his clients’ trust into a reser- 
voir that supplies his narcissistic desires of superiority 
and offers him a power-based notion of therapy. He 
may even use it as unilateral leverage for refueling his 
own personal relationships. 

3. In the tradition of individually oriented therapy, 
trust can be channelled into a one-to-one relationship 
between therapist and client. This mode of using trust 
can create escalating demands in manaping an in- 
tensification of transference and countertransference 
attitudes and needs. . 

4. Rechannelling trust into the process of strength- 
ening relationships between family members is an al- 
ternative to the exclusivity of trust development be- 
tween client and therapist. Using this option the thera- 
pist can inject his own regard for accountability and 
integrity in relationships. He can help family members 
reveal one another's unacknowledged consideration 
and contributions. Through his multidirected trust- 
building efforts, the therapist can elicit responsible at- 
titudes that may lead to a more genuine dialogue (5) 
among family members. 

Using multidirected trust building as a therapeutic 
methodology requires a knowledge of legacy ex- 
pectations, a degree of personal maturity, and a set of 
convictions that can be brought into dialecQjg, ex- 
change. 

The skilled contextual therapist operates with a set 
of convictions that emerge from both his personal and 
professional experience: 

1. Trustworthiness is a decisive relational factor that 
cannot be reduced to the individual psychologies of 
the family members. А 

2. Trustworthiness follows the regulatory forces of 
earned merit rather than of power. For example, when 
a person is *'successful" in unilaterally exploiting his 
partner’s trust, he inevitably loses ground in maintain- 
ing trustworthiness (balance of accounts). 

3. Multilateral investments of trust and consid- 
eration among family members enhance each person's 
entitlement to тоге satisfactory living (multi- 
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' laterality). At least in part this conviction must emerge 
thfough the initiative, personal, and familial experi- 
ence of the therapist. 

4. The therapist's task is to elicit multilateral invest- 
ments in relationships and to identify healing re- 
sources for all relating parties (multidirected partial- 
ity). This task is to be differentiated from any tenden- 
cies on the part of a therapist to impose his own value 
judgments. 

5. A person’s inherited legacy expectations cannot 
be ignored without an increase in the emotional cost- 
liness of.living (legacies as present here-and-now rela- 
tional contexts). | 

6. Children should not be forced to guarantee age- 
inappropriate nurturance to their parents or be used as 
unilateral, captive investors in their parents' depleted 
accounts of trustworthiness. This conviction is based 
on the further understanding that both parents and 
children benefit from balanced parent-child accounts 
(equitability of interests between parents and chil- 
dren). 

The capacity to apply contextual concepts and con- 
victions lies in a variety of skills: 

1. Using multidirectionality to elicit and catalyze the 
active participation of all family members in discov- 
ering and mobilizing pockets of residual trust re- 
sources (1, chapter 5). 

2. Helping people develop appropriate terms for 
repaying realistic legacy expectations within their spe- 
cific contexts. 

3. Helping unreceptive parents accept their chil- 
dren's attempts to repay them in ‘‘installments.”’ 

4. Eliciting multilateral investments from participat- 
ing members of long-term significant relationships 
without the therapist becoming depleted through the 
effort. That is, the contextual therapist cannot function 
indefinitely as a primary source of trustworthiness for 
his clients or he becomes a captive to expectations that 
he supply hope, trust, dependent support, limitless 
empathy, and one-sided partiality to family members. 

Many signs indicate that our era has reached a dan- 
gerous extreme of relational disintegration. Belief in 
linear progress toward individuation has resulted in a 
cost to relational responsibility. It has led to a fright- 
ening fragmentation of even nuclear families and to 
widespread grossly inadequate, often dehumanized 
child-rearing patterns. Moreover, the disintegration of 
both small and large communities raises the fright- 
ening possibility of a generalized downward spiral of 
trustworthiness, a condition that leads to pathogenic 
social patterns. 


SUMMARY . 


The contextual approach stresses relational factors 
as resources for individual health and strength. Its fo- 
cus on interindividual trust in family life and legacies 
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introduces a fündamentally new perspective to thera; 
py: the simultaneous consideration of тоге than one 
human being as the valid subject of therapeutic inter- 
vention. The approach retains an interest in both the 
singularity of individuals and the transactional-com- 
municational systemic discoveries of classical family 
therapy. . 

Therapeutic focus on actively facing and planning 
for balanced relational accounts leads to a resource- 
based orientation to therapy. Contextual therapy takes 
care not to negate signals that indicate pathology but 
interprets them as evolving from a condition of stagna- 
tion between two or more people. Stagnation is usually 
the result of a lack of trustworthiness in relationships. 

Work with families evokes the importance of trust 
and trustworthiness more sharply than individual-ori- 
ented therapy. Close and continuous observation of 
many families leads the therapist to rediscover the sig- 
nificance of trust over and beyond its worth for early 
childhood development. If basic trust is essential to 
emotional development in early childhood, merited 
trust is a fundamental need of adults. Born of multi- 
lateral investments of care and consideration among 
family members, merited trust is tbe primary principle 
of contextual therapy, and trust building is its primary 
strategy. Initially, merited trust is governed mainly by 
basic legacies. Parental accountability and filial re- 
sponsibility are basic legacies that leave an impact, 
whether or not the participants' behavior seems to jus- 
tify an investment in each other's welfare. Real or pro- 
spective legacy sharing is a residual trust resource that 
can compensate for transitory unfairness. 

Contextual therapy is a complex scheme of inter- 
locking concepts and methodological strategies. Its 
implications and skillful application require extensive 
study, training, and experience. While trust building is 
its guiding principle and its primary goal, at base the 
contextual approach is eclectic and noncompetitive. It 
underlies and incorporates all viable therapeutic orien- 
tations and strategies. The contractual implications of 
multidirected consideration of all persons affected by 
the intervention is a guiding principle for psychothera- 
py as a whole, and in our view this contract is bound to 
affect all forms of future professional practice, includ- 
ing individual therapy or counseling. In addition, con- 
textual therapy's approach to relationships may have 
far-reaching implications for a fresh and creative re- 
consideration of disintegrative social patterns. 

Finally, it should be noted that the multilateral per- 
spective of contextual therapy should lead to an ethic 
of relationships that requires family members to define 
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or redefine the balance of their relationships. In no - 


way should this process be confused with,judging or 


. moralizing. Instead, it is a caring responsibility for the 


future, i.e., prevention in a genujne sense. The study 
of early development provides evidence for the rele- 


vance of present family behavior to the life options ОЁ, 


the dependent offspring. At a more advanced state of * 
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Notice to Clinical Investigators 


Under program support from the Foundations’ Fund for Research in Psychiatry, three А 
research laboratories have been designated as resource groups for clinical investigators 

doing blood level research with antianxiety, antidepressant, and antipsychotic drugs. In- 

vestigators who seek to establish the reliability of their methods or those who wish to 

participate in a proficiency testing protocol should contact the appropriate group listed 

below. 


Benzodiazepine anxiolytics: Drs. Greenblatt/Shader, telephone (617) 956-6997 
Tricyclic antidepressants: Dr. Perel, (412) 624-2198 
Phenothiazine antipsychotics: Dr. Davis, (312) 996-1065 
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Public health concern over tardive dyskinesia has 
been rising, but the magnitude of the problem has 
beeit undetermined. The incidence of tardive 
dyskinesia is unknown, and prevalence rates yield 
conflicting and possibly misleading estimates. The 
natural course of tardive dyskinesia is highly variable: 
in some patients (probably many fewer than previously 
believed) it is irreversible. No currently available 
therapeutic agent satisfies the criteria of safety, 
marked effectiveness, and prolonged efficacy in the 
treatment of tardive dyskinesia. Primary prevention 
involves reducing antipsychotic drug exposure, 
secondary prevention involves early diagnosis and 
prompt intervention, and tertiary prevention involves 
clinical measures to reduce disability and to treat 
severe cases vigorously. Educational methods that 
disseminate knowledge and influence prescribing 
habits need to be identified and used more widely. 


^ 


pardive dyskinesia, an involuntary movement dis- 
Tos characterized by choreoathetoid move- 
ments, tics, grimaces, and dystonia, has aroused great 
concern in psychiatry. One source of this concern is 
the possibly iatrogenic nature of the disorder and the 
likelihood of increasing litigation. Perhaps the major 
` reason for worry is that no suitable alternatives to anti- 
psychotic drug treatment are on the horizon; con- 
sequently, tardive dyskinesia is not likely to diminish 
and may in fact become more widespread. A quarter of 
a century into the neuroleptic era, drug-induced tar- 
dive dyskinesia has emerged as a significant public 
health problem. The response of the profession has 
shiftetf"from curiosity and mild concern to panic, but 
there is no clear agreement on the magnitude of the 
problem. In this article we will approach key issues 
relating to tardive dyskinesia from a public health 
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' viewpoint. We will present relevant data from the liter- 


ature as well as from our own research. We will offer 
promising avenues toward resolving problems wher- 
ever possible. 


INCIDENCE OF TARDIVE DYSKINESIA 


Incidence (as distinct from prevalence) refers to the 
number of new cases emerging in a well-defined popu- 
lation during a given time period. The true incidence of 
tardive dyskinesia is unknown. Prevalence rates (usu- 
ally expressed as the proportion of patients with tar- 
dive dyskinesia at a particular time in a treatment facil- 
ity) are often confused with incidence. The reported 
prevalence of tardive dyskinesia ranges from .5% to 
40% in chronic drug-treated patients (1). Baldessarini 
(2) obtained a mean prevalence of 15% from 25 pub- 
lications up to 1972 covering 28,000 patients. More re- 
cent reports, however, have placed the prevalence of 
tardive dyskinesia close to 5096 in both in- and out- 
patient populations (3-5). 

It is premature to draw alarming conclusions from 
such high and seemingly increasing prevalence rates. 
The methodological problems inherent in survey re- 
search are formidable and include the following: 1) ar- 
bitrary definitions of tardive dyskinesia, 2) measure- 
ment problems, particularly questionable reliability of 
rating scales (6), 3) generalizability (study populations 
often consist of elderly hospitalized patients, and the: 
findings do not apply to drug-treated schizophrenic pa- 
tients in the community), and 4) the confounding effect 
of concurrent antipsychotic treatment, which may in- 
fluence the level of observed dyskinesia. 

In view of the problems with survey research, it is 
most unfortunate that systematic data on the incidence 
of new cases of tardive dyskinesia are unavailable. 
Preliminary findings, however, have been obtained re- 
cently by one of us (J. O. C.), who found 15-20 in- 
patients with dyskinetic movements of recent (3-6 
months) origin during consultation work at McLean 
Hospital over a 12-month period. Approximately 400 
schizophrenic patients are admitted or readmitted to 
McLean each year; thus the incidence figurg is rough- 
tly 426-596. The risk for a schizophrenic inpatient at 


McLean Hospital to develop tardive dyskinesia in т 


year is 4%-5%. Assuming that the risk remdins the 


same during a second, third, and subsequent years, the , 


risk for such a patient of developing tardive dyskinesia 
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Wont be 2995-2590 over a 5-year period! It should be 
noted that*many of the patients at McLean had pro- 
longed histories of drug therapy and multiple hospital- 
izations, although some developed dyskinesia after on- 
ly a few months of drug exposure. 

.The major public health concern is the real possi- 
bility that with each passing year of widespread anti- 
psychotic use, increasing numbers of patients will de- 
velop tardive dyskinesia. Gathering reliable incidence 
figures from a wide range of populations at risk over a 
long time period appears to be the only direct method 
of clarifying this issue. 


NATURAL HISTORY OF TARDIVE DYSKINESIA 
Natural history refers to the long-term course of tar- 


dive dyskinesia in patients in whom no specific inter- 
ventions are carried out to influence the movement 


disorder. The public health issue is whether tardive 


dyskinesia is progressive and, if so, whether severe 
and disabling forms of the disorder develop with any 
great frequency. 

Few studies have followed patients for more than a 
few weeks. A study by Heinrich and associates (7) 
showed that 4076 of a sample of patients underwent 
spontaneous remission of tardive dyskinesia at 15- 
month follow-up on continued fixed-dose antipsychot- 
ic treatment. Degkwitz and associates (4) re-examined 
a cohort of 70 chronic drug-treated patients after 2 
years. In 26% of the patients tardive dyskinesia in- 
creased in severity, in 2396 there was no change, and 
in 10% the movements lessened. Fifteen percent of the 
patients revealed tardive dyskinesia for the first time at 
the second evaluation. Chien and Cole (8) reported no 
statistically significant changes in the dyskinetic move- 
ments of 24 patients with tardive dyskinesia after 18 
months. In two studies Crane (1, 9) reported consid- 
erable increases in the number cf patients with tardive 
dyskinesia at 1-year and 4'/2-year follow-up, respec- 
tively. The demonstration of marked spontaneous 
fluctuations of tardive dyskinesia ratings in longitudi- 
nal studies (10) may partially explain the different find- 
ings between studies. 

At this time we can reasonably conclude that the 
meager research evidence available does not point to a 
progressive disorder in the majority of affected pa- 
tients. : 


SEVERE TARDIVE DYSKINESIA 


Although most patients show mild degrees of dyski- 
nesia, quite severe cases of tardive dyskinesia have 
been clearly documepted. Moreover, many patients, 
particulatly younger individuals, are distressed by 
even mild dyskinesia and may become socially with- 

T drawn as a result. 
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Marked dystonias tend to be seen-in patients under ` 
50 years of age and may lead to a disturbing degree bf 
grimacing, contortions of the body, instability of pos: 
ture, and gait disturbances (11), occasionally resulting 
in falls and injuries (12). Marked oral dyskinesia may 
result in dental problems: ill-fitting dentures, bruxism, 
broken teeth, tongue biting, and oral ulceration (13, 
15). Chewing and swallowing may also become im- 
paired (14, 16). 

In 1979 Ayd (17) described the following respiratory 
abnormalities induced by severe tardive dyskinesia: 
grunting, puffing, snorting, and disturbances.of rate, 
rhythm, and depth of respiration. Dyspnea and chest 
pain (18), as well as life-threatening respiratory and 
gastrointestinal complications, have been reported in 
single cases (19). Speech impediments induced by tar- 
dive dyskinesia have also been noted (12). Marked 
weight loss has been described in patients with severe 
generalized dyskinesia (12, 20, 21). Despondency over 


_ the apparently irreversible movement disorder may in- 


duce suicidal potential (20). A 1978 report (22) sug- 
gested that life expectancy may be reduced in patients 
afflicted with tardive dyskinesia in comparison with 
matched controls. 

The above description of serious complications is 
based on case reports. No reliable incidence figures 
are available for severe and disabling tardive dyski- 
nesia; fortunately, however, the incidence appears to 
be extremely low. In our 12-year follow-up study of 
extensively drug-treated chronic hospitalized schizo- 
phrenic patients (the report is in preparation), not a 
single case of disebling tardive dyskinesia emerged in 


. 89 patients. According to data we collected in an infor- 


mal survey of 20 experienced investigators of the dis- 
order, we estimated that the prevalence of functional 
impairment persisting after drug withdrawal was less 
than 10% of patients with dyskinesia. 

Overall, we may state that although tardive dyski- 
nesia can become an extremely serious and disabling 
condition, the more severe forms are rare and are not 
likely to reach epidemic proportions in the foreseeable 
future. The public health importance of severe tardive 
dyskinesia has to be evaluated in the context gf the 
benefits that antipsychotic drug treatment provides for 
a tremendous number of psychotic patients. 


IRREVERSIBILITY OF TARDIVE DYSKINESIA 


Prognosis is a key public health issue. If tardive dys- 
kinesia is reversible in most cases, then the major goal 
might be seen as the optimal management of the dis- 
order, i.e., reversing the condition with the least risk 
of psychotic relapse. On the other hand, if a sub- 
stantial number of cases of tardive dyskinesia proved 


to be irreversible, the paramount public health task- ` 


would be prevention. 
We discussed the natural history and likely outcome 
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* TABLE 1 * 
Symmary of Studies of Effects of Antipsychotic Drug Withdrawal on Tardive Dyskinesia Я e 
PLI * TEST 
i Я Duration of 
Numberof Age Range Observation Effect of Withdrawalon ,* 
Study Patients? (years) Population Studied (months) Tardive Dyskinesia 
Uhrbrand and 17 52-80 Chronic psychotic inpatients 7-23 Persisted in 10 patients (5996) 
Faurbye (24) * 
Hunter and 13 56-84 Chronic female inpatients 8-36 Unchanged in all patienfí 
associates (25) with dementia 
, Paulson (26) 33 30-80 Inpatients in a state hospital 3 “Most movements failed to 
subside” 
Degwitz (27) 10 20-80 Chronic schizophrenic 9 Persisted or intensified in all 
see inpatients patients 
Edwards (28) 20 45-84 Chronic female inpatients 10-12 Persisted in 18 patients; 5 patients 
became worse 
Crane (29) 37 35-57 Chronic schizophrenic 6-24 Persisted in 36 patients; 10 patients 
inpatients became worse 
Hershon and 23 Chronic schizophrenic 4 Oral dyskinesia unchanged 
associates (30)° inpatients 
Yagi and associates 19 23-72 Chronic psychotic inpatients 24 Disappeared in 10 patients; 
(31) persisted in 6 patients; 3 patients 
regressed 
Quitkin and 11 24-55 Patients in an aftercare clinic 2-12 Disappeared in 10 patients; 
associates (32) persisted in 1 patient 
Jeste and associates 21 Schizophrenic and manic- Disappeared in 12 patients; 
(33): depressive inpatients persisted in 9 patients 








*Only patients showing tardive dyskinesia before drug withdrawal were included. 
"The age range for the patients in this study was not given; the mean age of the patients was 56.5 years. 
“The age range for the patients in this study was not given; the mean age of the patients was 62 years. The number of months the study lasted was also not given; 


the mean length of the period of observation was 13 months. 


when no specific treatment for tardive dyskinesia is 
given in the section above. The clinically obvious and 
most common intervention for tardive dyskinesia is to 
attempt to reverse the condition by discontinuing the 
drug or reducing its dose. Withdrawal of antipsychotic 
drugs and occasionally of antidepressants may result 
in an increase in the severity of tardive dyskinesia or in 
the appearance of new dyskinetic movements. The 
prevalence of withdrawal-emergent dyskinesia has 
been estimated to be 5976-4096 (1). Many of these cases 
turn out to be withdrawal dyskinesias that are self-lim- 
ited and usually disappear within 6 weeks (23). If the 
dyskinesia persists beyond 6 weeks, the likelihood is 
that the tardive dyskinesia was previously suppressed 
by drugs (‘‘covert dyskinesia’’). 

The long-term prognosis in patients with tardive 
dyskinesia who are no longer receiving antipsychotic 
medication is variable. Case reports and research stud- 
ies provide examples of all possible results—from 
complete disappearance of abnormal movement to 
treatment-refractory, progressively worsening cases. 

Table 1 summarizes studies of patients with tardive 
dyskinesia whose antipsychotic medication was dis- 
continued and who were followed for several months. 
The data in the table tend to support the view that 
chronically institutionalized elderly patients with pro- 
longed exposure to antipsychotic drugs are most likely 
to show irreversible tardive dyskinesia. : 

The 3 most recent studies (31-33) showed that pa- 
.tients who had received drug treament for a relatively 
Shorter time were more likely to develop reversible 
dyskinesias. Despite the apparent statistical associa- 
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tion between prolonged pharmacotherapy or older age 
and irreversible tardive dyskinesia, the prediction of 
prognosis for the individual patient remains problem- 
atical. The unpredictability of changes in tardive dys- 
kinesia following drug withdrawal is highlighted by the 
results of the questionnaire we sent to 20 investigators 
of tardive dyskinesia. The data we gathered revealed 
amazing variability of opinions and experiences re- 
garding outcome. The reported frequency of tardive 
dyskinesia persisting in patients whose drug treatment 
had been withdrawn for 3, 6, 12, and 24 months ranged 
from 0% to 100%. 

Dose reduction is often preferred to abrupt drug dis- 
continuation because it provides better protection 
against psychotic relapse. Changes in the status of tar- 
dive dyskinesia following dose reduction show the 
same variability of outcome as they do after drug with- 
drawal, but the former changes tend to be less dramat- 
ic. 

From the neuropharmacological perspective, it is 
tempting to assume that reversible dyskinesias reflect 
reversible and permanent tardive dyskinesia reflects 
irreversible neurochemical changes at the synapses of 
the basal ganglia. Using dopamine agonists, Friedhoff 
and associates (34) demonstrated receptor sensitivity 
modification in patients with tardive dyskinesia. This - 
raises the hope that, in some patients hithegto regarded 
as showing irreversible tardive dyskinesia, the neu- 
rochemical changes might be altered and the prognosis 
may not necessarily be bleak. ° “> 

The clinical concern and public health focus on the, 
possibly irreversible cases of tardive dyskinesia lose Е 
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Wight of the fact that prolonged use of antipsychotic 
drugs may produce a whole range of adverse effects on 
the CNS. In a scholarly review, Crane (35) described 
three types of ‘‘neuroleptic induced encephalop- 
athies’’: 1) reversible, 2) irreversible or slowly revers- 
ible, and 3) juvenile reversible symptoms. The irre- 
vérsiblg category includes hypotonia, dystonias, and 
Parkinson-like syndromes in addition to the well-rec- 
ognized manifestations of tardive dyskinesia. To un- 
derscore Crane’s view, a number of surveys that have 
focused primarily on tardive dyskinesia have also 
shown an even higher prevalence of parkinsonian 
manifestations in chronic drug-treated patients, often 
despite usual anti-Parkinson drug treatment (3, 36). 
Not only are there apparently treatment-resistant cas- 
es of drug-induced Parkinson-like syndromes in num- 
bers comparable to those of tardive dyskinesia, the 
functional impairment resulting from akinesia, rigidity, 
and tremor may well equal if not exceed the usually 
minimal functional disturbance of tardive dyskinesia. 
The need for a more comprehensive approach to the 
problem of the long-term side effects of antipsychotics 
in place of a. narrow focus on tardive dyskinesia alone 
cannot be overemphasized. The key public health is- 
sue remains the risk-benefit ratio when the risk repre- 
sents the aggregate of all the hazards of antipsychotic 
drug treatment versus the psychosocial benefits accru- 
ing from effective drug treatment. 


DRUG TREATMENT OF TARDIVE DYSKINESIA 


The following questions need to be answered when 
assessing the public health impact of a therapeutic 
agent: 1) What proportion of afflicted patients re- 
spond? 2) How effective is the treatment in severe cas- 
es? 3) Are the benefits evancescent or long-lasting? 
and 4) What is the risk-benefit ratio of the proposed 
treatment? 

The major classes of drugs used in the treatment of 

. tardive dyskinesia include dopamine antagonists, 
cholinergic drugs, and y-aminobutyric acid (GABA) 
agonists (37). No drug or therapeutic method has 
emerged so far that has proved satisfactory in terms of 
the criteria raised above. Although many clinical drug 
trials demonstrate improvement in a sizable propor- 
tion of patients, few patients in any given trial have 
shown more than 50% improvement. Long-term clini- 
cal trials in tardive dyskinesia are conspicuous by their 
absence. 

Side effects may severely limit the therapeutic po- 

. tential of otherwise highly promising drugs, such as 
clozapine gr choline. Severe and functionally impaired 
cases are often effectively treated with large doses of 
"dopamine blockers (e.g., haloperidol). However, in 
stich instances, the possibility of other side effects and 
the potential "breakthrough" of movements may raise 

* ' the risk-benefit ratio as a legitimate concern. 
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From a public health view, the treamerit of tardive‘ 
dyskinesia is unsatisfactory. Safe, effective, and $pe- 
cific treatment methods are lacking. Nonspecific méa- 
sures such as dose reduction may be thought of as be- 
lated efforts at prevention with no certainty of suecess 
in the individual patient. Therefore, the search for 
newer and better therapeutic agents needs to be pyr- 
sued relentlessly, and currently available drugs shold 
be evaluated in long-term studies. А 


PREVENTION z . 

The public health import of the prevention of tardive 
dyskinesia hardly needs stressing. Borrowing from 
community psychiatry, we can conceptualize the 
problem in terms of primary, secondary, and tertiary 
prevention. 


Primary Prevention 


Primary prevention of tardive dyskinesia involves 
identifying and eliminating etiological factors. The two 
major variables are antipsychotic drug therapy and 
age: tardive dyskinesia is virtually unknown in young 
people who have had no previous exposure to an- 
tipsychotic drugs. Because antipsychotic compounds 
remain the cornerstone of the treatment of acute 
and chronic schizophrenia, these drugs cannot be 
replaced. While the search continues for new .anti- 
psychotics with little or no extrapyramidal side ef- 
fects, efforts have also been directed at better delineat- 
ing the. risk factors associated with neuroleptic drug 
exposure. To, date, research focusing on the inter- 
relationship between tardive dyskinesia and drug vari- 
ables such as dosage, type of drug, anti-Parkinson 
drugs, treatment interruptions, and duration and 
amount of drug exposure has yielded conflicting and 
confusing results (6). Nevertheless, the goal of mini- 
mizing exposure to antipsychotic drugs as a primary 
preventive measure appears to have face validity and 
may be accomplished as follows: 

1. Avoidance of antipsychotics whenever suitable 
alternatives are available (e.g., lithium or antiepres- 
sants for patients with affective illness, antianxiety 
agents for neurotic anxiety). 

2. Optimal use of antipsychotic compounds. Many 
chronic schizophrenic patients receive antipsychotic 
doses greatly in excess of what is needed (9, 38, 39). 
Furthermore, patients who have had one or two psy- 
chotic episodes are not necessarily candidates for in- 
definite drug therapy (40). 
Si econdary Prevention 


Secondary prevention of tardive dyskinesia con- 
cerns early case finding and prompt intervention and is. - 
based on the following assumptions: 1) tardive dyski- 
nesia has a better prognosis if recognized early arid 2) 
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‘intervention in early tardive dyskinesia is less harmful 
in {һе long run than allowing the disorder to take its 
néfturdl course. 

The'above statemerits appear so obviously true that 
it becomes tempting to ignore the fact that little solid 
data exist to substantiate them. Very little research 
has been conducted on the course of early dyskinesia. 
It*is generally believed that in most patients tardive 
dyskinesia develops insidiously, early signs being fine 
vermicular movements or restlessness of the tongue, 
mild choréiform finger or toe movements, and facial 
tics or frequent eye blinks. Clinical recognition of 
early tardive dyskinesia involves systematic observa- 
tion of patients in a search for the above-mentioned 
signs. Crane (41) recommended examination of drug- 
maintained patients every 3 months for signs of tardive 
dyskinesia. A more aggressive method of detecting the 
disorder may involve drug holidays for a few days or 
weeks. A drug-free period of less than 3-4 weeks is 
usually too short to precipitate psychotic relapse but 
long enough to uncover dyskinesia. Other, so far ex- 
perimental methods of detecting early or clinically un- 
detectable dyskinesias include the administration of 
dopaminergic or anticholinergic challenge doses (42) 
and electrophysiological techniques (43, 44). 

Therapeutic intervention for early tardive dyski- 
nesia may involve a series of diagnostic and therapeu- 
tic measures. First, remediable neurological causes of 
dyskinesia (e.g., Wilson's disease) should be excluded 
by appropriate tests and by neurological consultation 
in doubtful cases. The indications for continued anti- 
psychotic therapy should be reviewed and suitable al- 
ternatives selected (e.g., lithium carbonate for patients 
with affective disorder). In patients who are known to 


require antipsychotic drugs, attempts should be made . 


to find the minimal effective dose level, although no 
standard method of titrating antipsychotic dosage has 
been established (45). 

Jus and associates (38) have recently shown that 
stepwise reduction of antipsychotic dosage together 
with low doses of haloperidol or reserpine was ef- 
fective in substantially reducing moderate and severe 
tardive dyskinesia in chronic schizophrenic patients 
over"? four-year period. In patients who have never 
received an adequate trial without antipsychotics, 
drug withdrawal could be considered (46), but this rec- 
ommendation is not generally accepted because of the 
substantial risk of psychotic relapse (40). Other sug- 
gestions to ameliorate or arrest tardive dyskinesia in- 
clude drug holidays, drug-free weekends, withdrawal 
of anti-Parkinson drugs, and switching to an antipsy- 
chotic with less extrapyramidal effects; however, the 
research evidence in support of these recommenda- 
tions remains ungonvincing* Е 

In summary, the effectiveness of intervention in аг- 


- resting or reversing the course of early dyskinesia ap- 
. pears to be promising but remains to be established in 
longitudina) studies. . 
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The public health goal їй tertiary prevention is to 
limit and, as far as possible, ameliorate the disability 
resulting from already established tardive dyskinesia’? 
The procedure is more or less synonymous with the 
clinical management of the disorder. The specific steps 
are identical with the intervention in early dyfkinesia. 
In severe cases, the addition of specific drugs to re- 
duce dyskinetic movements may become imperative. 


Tertiary Prevehtion І А 


Education 


A further important issue in the area of prevention is 
the efficiency of educational methods such as the con- 
tinuing medical education (CME) program. Specifical- 
ly, it is not known how readily expert opinion and es- 
tablished research findings influence the prescribing 
behavior of the practicing psychiatrist. A disquieting 
fact emerged from a report by Crane (9) suggesting 
that presentation of relevant facts in lecture form may 
lead to no measurable changes in drug prescribing hab- 
its, a finding in accord with the experience of most 
teachers of psychopharmacology. Perhaps other edu- 
cational methods, such as journal articles, symposia, 
courses, and audiovisual materials, may be superior 
techniques for disseminating information and inducing 
desirable changes in treatment practices. Never- 
theless, as the recent history of the slow and spotty 
implementation of birth control methods in over- 
populated areas of the world clearly indicates, there is 
a long and arduous process from knowledge of pre- 
ventive techniques to improved public health. 


CONCLUSIONS 


More effective prevention of tardive dyskinesia is 
dependent on progress in the isolation of etiological 
factors and on the arrival of more effective therapeutic 
agents. Meanwhile, promising avenues include reduc- 
ing neuroleptic drug exposure, early diagnosis of tar- 
dive dyskinesia, and rational clinical management of ' 
established cases. 
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The authors evaluated carbamazepine (Tegretol), a 
drug of choice for treatment of temporal lobe epilepsy, 
in a*douBle-blind placebo-controlled trial in patients 
with manic-depressive illness. Seven of 9 manic 
patients had a partial to marked response; several also 
showed relapses when placebo was substituted and 
improvement when carbamazepine was reinstituted. 
Five of 13 depressed patients showed significant 
improvement in depression ratings; 3 additional 
patients experienced partial relapse when placebo was 
substituted. Carbamazepine might also have 
prophylactic as well as acute efficacy in patients with 
both phases of manic-depressive illness, including 
some patients who do not respond to lithium. 
Therapeutic effects were achieved with 600-1600 mgl 
day at blood levels of 8-12 ugiml with relatively few 
side effects: Carbamazepine may prove to be a useful 
additional treatment for affective illness. 


arbamazepine (Tegretol), an iminodibenzyl deriv- 
C ative, has many current therapeutic uses, includ- 
ing the treatment of trigeminal neuralgia (1), pain syn- 
dromes (2, 3), diabetes insipidus (4, 5), and dystonic 
disorders (6), and is one of the treatments of choice for 
temporal lobe epilepsy (7). We initially became inter- 
ested in carbamazepine as a potential new agent in the 
treatment of manic-depressive illness because of our 
theoretical interest in its temporal/limbic anticonvul- 
sant activity in patients with temporal lobe epilepsy, 
particularly in the light of its major psychotropic ef- 
fects in these epileptic patients. 

It has been found in 40 reports that approximately 
50% *8f*2,500 patients with epilepsy improved psychi- 
atrically when given carbamazepine (8). Most of these 
reports were of uncontrolled clinical trials; however, 7 
double-blind placebo-controlled trials (9-15) also gen- 
erally supported the finding that carbamazepine has a 
significant psychotropic effect. Other studies (1, 8, 10, 
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16-30) have demonstrated that the interictal personal- 
ity difficulties associated with chronic epilepsy im- 
prove. in both children and adults given carbamaze- 
pine. Patients describe feeling brighter and more alert 
and show improvement in initiative and social behav- 
ior as well as in the affective symptoms of anxiety, irri- 
tability, and depression. In addition, the phasic dis- 
orders of epilepsy that resemble functional psychiatric 
syndromes, particularly manic-depressive illness and 
schizophreniform psychoses (31-35), often improve in 
a dramatic and lasting manner with carbamazepine. A 
large percentage (3396-9096) of these syndromes im- 
prove, at times without concomitant reduction in the 
frequency of seizures (8). In addition, studies have 
demonstrated that patients who have nonspecific EEG 
abnormalities without overt epilepsy but who have be- 
havioral problems, often including gross psychopa- 
thology and violent behavior, improve on carbamaze- 
pine (26, 27, 36-40). 

We have postulated a ‘‘kindling’’ model of affective 
illness in which cumulative bioelectrical changes, par- 
ticularly in the limbic area, secondary to repeated bio- 
chemical or psychological stresses, could result in ab- 
normal limbic neuronal sensitization and major psychi- 
atric disturbances (41-46). Carbamazepine's unique 
neurophysiological properties as a limbic anticonvul- 
sant and antikindling agent (see the Discussion sec- 
tion) lead us to feel that the drug might be able to use- 
fully modify this type of postulated disorder. Because 
of these converging theoretical, clinical, and neu- 
rophysiological considerations, we began a double- 
blind, placebo-controlled trial with carbamazepine in , 
manic-depressive illness (44, 45). To our knowledge, 
these studies in affective illness represent the first clin- 
ical trials outside of Japan and the first double-blind 
placebo-controlled report of carbamazepine's effica- 
cy. 

Open clinical trials with carbamazepine in affective 
illness in Japan (47, 48) suggested that carbamazepine 
might be effective in manic-depressive illness. Okuma 
and associates (48) reported that carbamazepine was 
effective in about 50% of 64 acutely manic patients and 
in 3 of 9 depressed patients. There was a higher in- . 
cidence of prophylactic effects in recurrent mania (71) 
and depression (64%) ina sample of 31 patients. These 
positive effects were observed in some patients who 
did not respond to lithium. In these studies (48) carba- 
mazepine was added to existing drug treatments, often 
including neuroleptics, lithium, or antidepressants, ' 
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Nd double-blind placebo controls were. not used. 
However,eOkuma and Kishimoto (49) compared car- 
bamazepine and chlorpromazine in acute mania in a 
&quble-blind trial. Placebo controls were not used, but 
both drugs were effective in acute mania; no signifi- 
cant differences were found between the drugs, al- 
though there were fewer in the carbamazepine-treated 
patients. 

We are reporting our 3-year experience with the first 
24 manic-depressive patients to complete the clinical 
trial. We have observed that carbamazepine has anti- 
manic as well as antidepressant and prophylactic ef- 
fects in affective illness. We have published prelimi- 
nary results for the first 10 patients studied in a case 
report format (44, 45). 


METHOD 


Patients were hospitalized in a metabolic research 
ward at the National Institute of Mental Health in Be- 
thesda, Md. They were diagnosed after an extended 
period of observation according to the Research Diag- 
nostic Criteria (RDC) of Spitzer and associates (50). 
Twenty-two patients were diagnosed as having prima- 
ry affective disorder and 2 as having schizoaffective 
psychosis. Oral and written informed consent was ob- 
tained for the clinical trial and all procedures. Patients 
with hematologic, cardiac, hepatic, or renal disease 
were excluded. Я 

It should be emphasized that medical histories, neu- 
rological examinations, and routine EEGs were nega- 
tive for any evidence of seizure disorder or other neu- 
rological difficulties. Brain computerized axial tomog- 
raphy (CT scans) and clinical lumbar punctures were 
also within normal limits for all patients. One patient 
received many EEGs, including sleep recordings and 
an EEG with nasopharyngeal leads during an episode 
of activated psychosis; all of these were within normal 
limits. | 

. «Trials with carbamazepine were accomplished in a 
double-blind fashion and were preceded by a 2-week 
placebo period and followed by a placebo period of 
several days to weeks. When relapse occurred follow- 
ing placebo substitution, carbamazepine was reintro- 
duced for a second time whenever clinically possible. 
Carbamazepine was generally started at 200 mg given 
twice daily with meals and increased, as tolerated, in 
200-mg increments to a maximum dose ranging be- 
tween 600 and 1600 mg/day. Serum samples were ob- 
tained before the morning dose and were analyzed ap- 

. proximately twice weekly for carbamazepine levels; 

we attempted to maintain serum levels between 8.0 

and 12.0 ug/ml. Blood samples were obtained twice a 

week for white blood cell couht, hemoglobin, platelet 
count, liver function tests, and blood urea nitrogen for 
the first 6 weeks and then weekly thereafter. 

Clinical response to carbamazepine was primarily 


` 
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assessed using global ratings of. depression, mania, 
psychosis, anxiety, and anger rated twice daily using 


15-point Bunney-Hamburg modified rating scalé (5 es 


The ratings were done by conserfsus of experienced 
nurse raters who were blind to the drug trial. Self-rat- 
ings of mood and side effects were also obtained twice 
daily, and Brief Psychiatric Rating Scales (BPRS) 
were rated by nurses three times a week. Clinical re- 
sponse in mania was defined as follows: marked іт-, 
provement represented a decrease in nurse ratings of 4 
or greater or the absence of mania, moderaté improve- 
ment represented decrease of 2-4 points, partial im- 
provement represented a decrease of between 1 and 2 
points, and a poor response represented a reduction of 
less than 1 point (see table 1). Response in depression 
(see table 2) was defined as good if the nurses' ratings 


` fell more than 2 points, moderate if the ratings de- 


clined more than 1.5, partial if the reduction was be- 
tween 1.0 and 1.5, and poor if the reduction was less 
than 1 point. This range of antidepressant improve- 
ments is the range we have observed on our unit with 
tricyclic antidepressants. 

Six of the 9 manic patients developed their manic 
episodes after several weeks of hospitalization; these 
were often so severe that clinical management re- 
quired rapid treatment and carbamazepine.administra- 
tion was started. Although each of the 9 manic patients 
had been in the hospital and receiving placebo for at 
least 2 weeks and in the hospital for a mean of 60:-20 
days before the trial, treatment with carbamazépine 
was started after 2-3 days of moderate to severe mania 
in some cases. The baseline ratings were taken from 
the 2 days (or 3 when the data were available) preced- 
ing the trial. The baseline ratings in the depressed pa- 
tients were based on the week before the trial. Se- 
lected patients who responded favorably, particularly 
if they had previously been unresponsive to lithium, 
were given carbamazepine as a prophylactic agent fol- 
lowing discharge. 


RESULTS 


Antimanic Responses 


Table 1 summarizes the results for the 9 manic pa- 
tients. Four patients had marked overall clinical re- 
sponses, 1 patient had a moderate response, and 2 oth- 
ers had partial responses. Four of the patients had ma- 
jor clinical relapses when placebo was substituted for 
carbamazepine. Five of the 7 patients who experi- 
enced at least a partial positive response or better had 
been previously unresponsive to lithium. In table 1, 
the mean of the twice-daily global ratings made by 
murses from the baseline périod are cqmpared with rat- 
ings from week 4 by group t test for each individual 


(52). Five trials were statistically significant. When t . , 


values from these individual trials were combined ac- 
cording to the method described by Winer'(53), there 
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Summary of Carbamazepine Trials i in 9 Manic Patients К ° 
І d "ig E Mean Mania Ratings 
Ы Реак Blood . Relapse Previous Overall * 
Hospital Age Trial Dose Level Baseline Last Week on . Lithium Clinical 
Number , (years) Sex (days) (mg/day) (a/m) Mean SE Mean SE Significance Placebo Response Response 
95 41 M 37 2000 9.0 73 10 21 02 р<.01 Yes? Equivocal arked 
103 53 F 56 1400 10.0 63 05 20 04 р<.001 Yes? Poor arked* 
131 39 F 48 1400 8.7 62 05 17 02 p<.001 Yes? Poor Marked 
1004 24 M 24 1000 12.6 L5 01 10 0.0 No Pcor Marked 
152 24 F 11° 1000 15.5 57 09 36 03 р<.001 No Good Moderate 
153 2 28 F 23 1400 10.0 52 04 38 0.5 р<.10 Yes Poor Partial 
81 23 F 54 1600 7.5 38 02 22 02 p<.05 Equivocal  Equivocal Partial 
150 , » 29 M 14 1400 12.0 83 03 92 0.4 n.s. No Poor Poor 
142! 35 F 13 1600 11.2 68 17 66 0.5 n.s. No Poor 





®This patient responded well to blind reinstitution of carbamazepine. 
>Manic episode on placebo was self-limited. 





*There is evidence that carbamazepine had a prophylactic effect on this patient's mania during а 1!/7- year follow-up. 
*This patient was hypomanic; the t test was not applicable because there was no variance in mania ratings; however, this patient's hypomania completely 


resolved when he was treated with carbamazepine. 
*The trial was discontinued when the patient developed a skin rash. 
This patient had not received previous lithium treatment. 


TABLE 2 
Summary of Carbamazepine Trial in 13 Depressed Patients 





Depression Ratings 





Mean Blood Relapse Previous Overall . 
Hospital Age Trial Dose Level -Вавешпе Last Week on Lithium Clinical 
Number (years) Sex Diagnosis? (days) (mg/day) (ug/ml) Mean SE Mean SE Significance Placebo Response Response 
112 63 M BP 64 1400 8.0 8.7 6 33 3 p<.001 No Good 
150 29 M BP 53 800 10.9 5.7 3 34 5S р<.01 No Equivocal Good 
161 43 F BP 87 1400 7.9 11.1 .4 64 .4 р<.001 Yes Poor Good? 
105 53 F BP 114 1600 8.9 57 2 17 4 р<.001 Роог Good* 
120 >» 40 F UP 43 1400 8.2 9.3 .2 75 1 р<.001 Equivocal Poor Moderate 
137 33 M BP 43 1200 8.7 745 2 74 2 n.s. Yes Equivocal Partial 
103 49 F ВР, SA 35 1200 6.4 7.2 4 68 4 n.s. Yes? Poor Partial 
111 27 M UP 45 1000 10.9 5.3 .3 57  .6 n.s Equivocal Poor 
99 36 F UP 47 600 10.6 8.8 2 88 3 n.s No Poor 
116 39 M BP 84 1200 9.5 54 4 44 55 n.s Equivocal Equivocal Poor 
159 55 F BP 41 800 11.8 6.7 3 73 4 n.s No Poor 
158 61 F UP 46 1000 9.3 62 3 64 2 n.s No Poor 
33 58 M BP, SA 58 800 8.3 102.2 98 2 n.s - Yes Poor* 


` *BP=bipolar, UP=unipolar, SA=schizoaffective. 


"Despite a significant improvement in depression ratings, this patient continued to cycle between depression and hypomania during carbamazepine treatment. 
"There is evidence that carbamazepine had a prophylactic effect on this patient's depression during follow-up maintenance treatment. 
‘After 3 weeks this patient was treated with carbamazepine and chlorpromazine and demonstrated an апеашуоса! benefit from car>amazepine. She relapsed 


twice; on both occasions her dose had been reduced. 


was: a statistically significant group improvement 
(p<. 001). Improvement in mania ratings was also sig- 
nificant by the more conservative paired t test (p<. 05). 
Figure 1 illustrates the marked improvement in the 
nurses’ ratings of mania across three trials in a 39- 
year-old woman (patient 131) who had been trans- 
ferred from a nearby state hospital for treatment of a 
manic episode of 3 weeks’ duration. The onset of her 
illness began with a hypomanic episode at age 19. The 
patient experienced four depressions over the next 10 
years; these often required hospitalization and ECT. 
In the past 10 years she had been hospitalized 15 


times, primarily far manic episodes. Despite continued’ 


outpatient treatment with lithium, she had become 
-manic five times in the 2 years before admission to 
.NIMH. On admission she was hyperactive, talking 
* rapidly, confused, hypersexual, and markedly labile in 
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^ * 
her affect. She alternated between joviality, weeping, 
and irritability and was mildly paranoid without evi- 
dence of hallucinations or delusions. 

Two days after carbamazepine treatment was insti- 
tuted her mania began to improve; she was completely 
recovered after 14 days (see figure 1). When placebo 
was substituted for carbamazepine, she became hypo- 
manic the next day and by the fourth day was as se- 
verely manic as she had been before the carbamaze- 
pine treatment. When carbamazepine was again rein- 
stituted, she improved markedly after 3 days and 
remained well while receiving carbamazepine. Be- 
cause of the possibility of poor compliance in taking 
medication at home it Was uncleqr whether she had ' 
previously not responded to lithium. Therefofe, shé’ 
was switched back to lithium, continued to do well, 
and was discharged on lithium alone. Two months af- 
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nequivocal Antimanic Response to Carbamazepine i in a 39-Year-Old Manic Woman 
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FIGURE 2 
Improvement in Depression іп a 63-Year-Old Man with Bipolar Illness Treated with Carbamazepine 
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ter discharge she became manic while on lithium at 
therapeutic blood levels and was rehospitalized. She 
was again treated with carbamazepine, with rapid res- 
olution of her third manic exacerbation (see figure 1), 
and discharged on carbamazepine. 


Antidepressant Responses 


Table 2 summarizes the antidepressant responses in 

the 13 depressed patients treated with carbamazepine 
.to date. Four patients had good overall clinical re- 
sponses, and 1 had a moderate response. Eight addi- 
йота! patiénts had partial or poor antidepressant re- 
sponses to carbamazepine. Although 3 patients with 
ineomplste clinical itmprovement had limited relapses 
when placebo was substituted and 3 more had prob- 

• able relapses, only 1 patient (patient 103) had a defini- 


ow 
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tive and major clinical relapse from a recovered state. 
Four patients who responded to carbamazepiné and 2 
who did not had evidence of previous incomplete or 
poor responses to lithium. Three patients had evidence 
of carbamazepine prophylaxis against recurrence of 
depressive episodes. This included 1 patient (patient 


- 103) who has remained well for 22 months as an out- 


patient except for a brief relapse following a dose re- 
duction. 

When the baseline depression ratings from the week 
before carbamazepine treatment was instituted were 
compared with those from fhe last week of carbamaze- 
pine administration by group t test for each individual, 
improvement was statistically significant in 5 of the 13 
trials (see table 2). When t values from these individual 
trials were combined (53), there was a statistically sig- 
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GURE 3 
fect of Carbamazepine on „Sleep in 9 Manic Patients апа 13 De- 
fssed Patients . 
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?The patients’ sleep significantly improved (p<.01, paired t test). 

>The patients’ sleep significantly improved (p<.05, paired t test). 

*The medication-free period for the manic patients was 2 days; for the de- 
pressed patients it was 1 week. 


nificant group improvement (p<.001). However, in 
contrast to the trial in mania, there was опу a trend for 
- group antidepressant response by two-tailed paired t 
test (p<.10). 

Figure 2 illustrates the complete resolution of a de- 
pressive episode in a 63-year-old man (patient 112) 
with a 23-year history of bipolar mood disorder. Ini- 
tially the patient was severely depressed, with psycho- 
motor retardation, sleep and appetite disturbances, 
crying spells, anxiety, periods of confusion and-unre- 
sponsiveness, and feelings of helplessness. The third 
night after carbamazeépine treatment was started his 
sleep improved, and after 7 days his depression and 
periods of confusion lessened. By the third week of 
treatment with carbamazepine (serum level, 7.5 ug/ 
ml), fie’ was concentrating better and his appetite and 
energy had returned (see figure 2). Because the patient 
maintained his improvement when placebo was sub- 
stituted, his marked response was not considered as 
unequivocally related to the carbamazepine. 


Improvement in Sleep 


Duration of total sleep was preliminarily monitored 
by half-hour sleep checks by nurses blind to the clini- 
cal trial (see figure 3). There was a statistically signifi- 
' cant increase over baseliné in the sleep of both the 

manic and depressed patients that began in the first 
. week and continued through the fourth week. EEG- 
‚ menitored sleep recordings in 3 of the depressed pa- 
tients also ‘documented an increase in total sleep dur- 
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TABLE3 . \ i ©) 
Side Effects of Carbamazepine in 24 Affectively III Patients 





Patients with Symptom 








Ф 

Ѕутріот Number Percént ` 
Dizziness 7 29 
Ataxia 5 21, 
Clumsiness 4 9 17 
Drowsiness 3 13 
Slurred Speech 3 13 
Diplopia 3 13 
Rash (pruritic) 2 8 
Tremor 2 8 
Nausea 2 8 
Poor memory 1 4 
Confusion 1 4 
Aching in legs 1 4 
Weakness in legs 1 4 
Blurred vision 1 4 
Paresthesiae 1 4 
Cardiac arrhythmias 1 4 


ing carbazepine administration based primarily on in- 
creases in slow-wave sleep.! 


Side Effects 


The side effects encountered were those generally 
expected with an anticonvulsant medication and were 
consistent with the side effects observed with the use 
of carbamazepine in other conditions (54). The most 
common side effect was dizziness; 30% of the patients 
complained of this symptom sometime during their 
trial. A smaller percentage of patients complained of 
such effects as ataxia, clumsiness, drowsiness, slurred 
speech, diplopia, and aching or weakness in the legs 
(see table 3). We were able to manage these side ef- 
fects in each case by either slowing the increase of the 
drug or transiently lowering the dose. Sedation was 
not a common side effect, and no patients developed 
extrapyramidal side effects. 

One patient developed a pruritic rash during carba- 
mazepine treatment that rapidly resolved on discontin- 
uation. In another patient a similar rash cleared after 
placebo substitution, but because this patient had pre-. 
viously not responded to lithium, carbamazepine was 
carefully reintroduced; the rash did not reappear. 
However, this patient did develop moderate suppres- 
sion of her hematologic indices; carbamazepine was 
therefore discontinued. An additional patient, a 61- 
year-old woman, developed atrial fibrillation while 
taking carbamazepine; this resolved 1 week after dis- 
continuation of the drug. Various degrees of heart 
block have been observed with carbamazepine (55, 
56), and changes in pulse rate, particularly slowing, 
should be carefully evaluated. 

Although major dermatological difficultigs (57, 58) 
and isolated cases of pneumonitis (59) and hepatitis 
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"Тһе improvements in sleep were studied in collaboration with 
Dr. J. Christian Gillin, Unit on Sleep Studies, Biological Psychiatry . 
Branch, National Institute of Mental Health. 
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(60) have.been associated with the usd of carbamaze- 


pine, theenost serious potential side effect is that of the 
bone marrow suppression. Ten cases of aplastic 
anemia felt to be ‘‘possibly’’ secondary to carbamaze- 
pine treatment have been reported (61, 62). Although 3 
fatal cases were felt to be ‘‘probably”’ related to carba- 
mazepyie use, all were observed in middle-aged or old- 
er patients treated for tic douloureux. To our knowl- 
edge, there have been no cases reported since the late 
1960s despite increased carbamazepine use in tempo- 
ral lobe epilepsy. 

Ín a 1975 review of carbamazepine Parsonage (63) 
stated, ‘‘Its safety has still not been seriously ques- 
tioned, even after more than ten years of usage, and 
there seems to be no reason to adopt more than ordi- 
nary precautions when administering it." Although 
most investigators concur that carbamazepine is a safe 
medication, most recommend that prescribing physi- 
cians be alert to signs of fever, sore throat, and pe- 
techiae or other hemorrhage and obtain complete 
blood counts weekly for the first month, every other 
week for several months, and monthly thereafter to 
monitor for suppression of hematological indices. 

White cell counts, hemoglobin, hematocrit, and 
platelet count were obtained initially on a weekly basis 
in our patients. There were no significant changes in 
hemoglobin, hematocrit, or platelets during the trial. 
However, there was a significant drop in total white 
cell count by the second week (p«.01), reaching a 
maximum reduction of 25% at week 2. White cell 
count rose to baseline and above within 1 week of dis- 
continuation of carbamazepine. The decrease in from 
approximately 8,000 to 6,000 WBC/mm was still well 
within the normal range. Significant decreases oc- 
curred in both polymorphonuclear leukocytes and 
lymphocytes; both returned to baseline 2 weeks after 
discontinuation. 

As mentioned above, one patient developed a prurit- 
ic rash with carbamazepine that resolved on discontin- 
uation. When carbamazepine was reinstituted, the 
rash did not recur, but the patient developed decreases 
not only in white count (from 8200 to 5500 WBC/mm?), 
but also in hematocrit (from 42% to 37%) and platelet 
count (from 322,000/mm? to 119,000/mm?). All hemato- 
logic indices returned to normal within 6 days of dis- 
continuation of carbamazepine. The decreases in these 
indices were not clinically significant, and it is unclear 
whether or not serious bone marrow suppression 
would have occurred had carbamazepine been contin- 


“ued. 


DISCUSSION 


*+ Weare reporting the first dóuble-blind, placebo-con- 


trolledeclinical trial of the anticonvulsant carbamaze- 
pine in manic and depressive patients. Although our 
study is ongoing, the early evidence indicates that car- 
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bamazepine has antimanic action in at least a subgropp 
of manic-depressive patients and that it has a theNa- 
peutic spectrum different from lithium carbonate fn 
that some patients who do not respond to lithium re- 
spond well to carbamazepine. We also have prelimi- 
nary evidence that carbamazepine may function as an 
antidepressant in manic-depressive patients as well as 
have prophylactic value against recurrences of either 
type of affective episode. . 

Four of 9 manic patients had marked clinical re- 
sponses to carbamazepine; a total of 7 ouf of 9 had a 
positive antimanic response to carbamazepine used 
alone. The drug's antimanic effects were observed 
within the first week of treatment and continued 
throughout the 4-week trial. This occurred in the ab- 
sence of notable daytime sedation and with relatively 
few side effects. Antidepressant effects had a different 
time course of onset. Although sleep improved early 
within the first week of active drug administration, anti- 
depressant effects were not evident until after 2 weeks, 
as has been reported with many other antidepressant 
medications. 

The on-off design of the trial produced particularly 
convincing evidence of individual response in several 
patients. When relapse occurred following placebo 
substitution, reinstitution of carbamazepine represent- 
ed an additional clinical trial in that particular patient, 
although these ratings were not included in table 1. In 
the 2 patients in which this occurred, carbamazepine 
was also effective when active drug was administered 
a second time, and in another patient carbamazepine 
was markedly effective on three occasions (see figure 
1). The character of these responses is also illustrated 
in our paper in which 10 patients were presented in 
individual case reports (45). The relapses on placebo 


substitution did not appear to represent a toxic with- . 


drawal syndrome. Mental status was not clouded, and 
the manic episode that re-emerged was qualitatively 
and quantitatively similar to that originally observed 
before carbamazepine therapy. Moreover, there was 
no evidence of a withdrawal reaction in the patients 
who did not respond to carbamazepine, which again 
suggests that the clinical exacerbation was a reappear- 
ance of the original symptoms following carbamaze- 
pine discontinuation rather than a toxic drug with- 
drawal reaction. 

Although carbamazepine's antidepressant effects 
are somewhat less definitively demonstrated at this 
point, its potential as an antidepressant is no less in- 
triguing. Four of 13 patients had good overall clinical 
responses; a total of 7 had evidence of positive re- 
sponses to the drug. The ratings from the last week 
(see table 2) were chosen to maximize our ability to 
Observe antidepressant éffects. However, when rat- 
ings from week 4 were compared to the baseline week, 


the overall significance of the results was not altered. - 


Since there were fewer instances of definitive depres- . 
sive relapses after placebo substitution, we feel that ' 
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‘tile antidepressant effects of carbamazepine remain to 
b, ainequivocally demonstrated at this point. 
wo depressed and 2 manic patients had evidence of 
prophylactic benefit from carbamazepine treatment. 
- One patient who had had treatment-resistant rapid cy- 
cling for'10 years before carbamazepine treatment and 
another patient who had had one to four depressions 
pef year for the previous 18 years experienced notable 
prophylaxis in that they have had almost complete res- 
olution of their recurrent affective episodes for periods 
of 18 and 22 months, respectively. Another 3 patients 
showed partial evidence of prophylactic benefit: their 
affective episodes lessened in severity or incidence. 
One outpatient, not included in this trial of acute in- 
patients, was given open carbamazepine for treatment 
of rapid cycling between severe depression and hypo- 
mania that was nonresponsive to lithium; she experi- 
enced a complete remission with no affective distur- 
bances for 10 months. 

In 2 manic patients who had positive antimanic ef- 
fects from carbamazepine and in 2 others who failed to 
respond completely to carbamazepine alone, addition- 
al neuroleptic medications subsequently proved to be 
useful. There is suggestive evidence from Okuma and 
associates (48) that treatment of manic-depressive ill- 
ness with carbamazepine may be enhanced by con- 
comitant treatment with neuroleptics or lithium for 
maximum clinical response. 

‘Patients appeared to respond to carbamazepine 
doses that achieved blood levels between 7 and 12 
ug/ml, similar to the high therapeutic range for epi- 
lepsy (64, 65). Despite constant dosage, after 2-3 
weeks of treatment serum levels usually decreased; 
presumably related to the well-described decrease in 
half-life of carbamazepine secondary to induction of 

. hepatic enzymes (66). 

We feel that further clinical trials of carbamazepine 
are indicated and that carbamazepine may emerge as 
an additional agent in treating manic-depressive ill- 
ness, perhaps especially in those patients who are non- 
responsive to lithium. If our results are confirmed in 
further investigations, carbamazepine may find a place 
in the psychopharmacologic treatment of affective ill- 
ness éither as an adjunctive or alternative treatment. It 
should be determined whether carbamazepine used in 
conjunction with other medications, such as neurolep- 
tics or lithium, affords additional benefit beyond the 
use of the traditional treatments alone. This strategy 
would then be similar to the combination of several 
different types of anticonvulsants in the treatment of 
the epileptic patient. Carbamazepine may also prove 
to be useful as an alternative and primary treatment in 
patients who are unresponsive to lithium. It is our pre- 
liminary impression that some chronically ill, treat- 
ment-resistant, and rapidly cycling patients respond 

-well to carbamazepine. Carbamazepine also has nei- 
. ther the tremor nor renal and thyroid side effects of 
‘lithium and, despite widespread use has not been re- 
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ported to have’ the acute parkinsonian side-effects of; 


the neuroleptics or the more important side effect of 
tardive dyskinesia. 

Carbamazepine, with its antimanic properties, may* 
prove to be free of the problem of induction of mania 
in bipolar depressed patients that is associated with 
many other antidepressant medications (67).e]f this 
proves to be the case, carbamazepine may assume a 
unique place in the-treatment of depression in bipolar 
patients in that it would be the only medication in cur- 
rent use, other than lithium, which does not have the 
potential side effect of inducing mania. If carbamaze- 
pine continues to demonstrate antimanic, antidepres- 
sant, and prophylactic effects in both mania and de- 
pression in larger clinical trials, it could prove to be a 
treatment alternative to currently available therapies 
in addition to having a different spectrum of both ther- 
apeutic effects and side effects. 

It is of considerable theoretical interest that the 
neuroanatomical substrates and biochemical mecha- 
nisms involved in carbamazepine’s therapeutic effect 
(44, 45) may differ markedly from those of the other 
agents routinely used in the treatment of affective ill- 
ness. Carbamazepine has been demonstrated to sup- 
press after-discharges (68) and spontaneous and in- 
duced seizure discharges preferentially in limbic areas 
over other cortical areas (69-73). It also suppresses 
seizures kindled in limbic areas by repetitive sub- 
threshold electrical stimulation more readily than 
those kindled in cortical areas (74-76). Transmission 
across polysynaptic pathways is depressed by carba- 
mazepine (72, 73, 77-79), especially transmission into 
limbic areas and from limbic nuclei to diencephalic nu- 
clei (32, 70, 80). 

These neurophysiologic actions of carbamazepine 
could be expected to be efficacious in treating the type 
of abnormal limbic neuronal sensitization we have 
postulated to be present in affective illness and psy- 
chosis (41-46). Not only would it suppress a potential 
subcortical limbic focus kindled in amygdala or hippo- 
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campus by repetitive stimuli, but it would also be ef . 


fective in retarding the spread of functional abnormal- 
ities to other limbic nuclei or brain regions. It is not 
known at this point whether these neurophysiologic 
properties are responsible for carbamazepine’s psy- 
chotropic effects in affective illness; however, its effi- 
cacy does permit and encourage new hypotheses and 
research into neurobiologic substrates of the affective 
disorders. 
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Newborn Minor Physical Anomalies and Problem Behavior at Age „ 


Three ` 


BY CHERYL BURG, M.A., A.G.S., JUDITH L. RAPOPORT, M.D., LINDA S. BARTLEY, 
PATRICIA O. QUINN, M.D., AND PATRICK TIMMINS, M.S. 
e 





The authors followed up 136 three-year-olds who had 
high or low scores for minor physical anomalies of 
face, head, hands, and feet at birth. Interviews with 
parents revealed that high-anomaly infants were 
somewhat more likely to have problem behaviors at 
age three; this was particularly true for hyperactive- 
impulsive behavior for boys. Preschool teachers’ 
ratings of hyperactivity, however, did not show a 
significant relationship to anomaly score. The results 
suggest some congenital contributors to behavior 
disorders of childhood, but the relationship between 
anomalies and problem behavior is weak and limits 
clinical usefulness of this measure when used alone for 
identifying a high-risk population. 


T here has been considerable interest in etiological 
factors that could explain hyperactive behavior in 
early childhood. Such factors might help to identify 
high risk individuals, indicate preventive measures, 
and help untangle the heterogeneous features of the 
childhood hyperactivity syndrome. 

Recent studies have found an association between 
the number of minor physical anomalies of hands, feet, 
head, ears, face, and mouth and behavior and/or learn- 
ing problems originating in early childhood (1-4). 
These anomalies are found in children with Down’s 
syndrome but also are associated with other genetic 
defects and occur within presumably normal popu- 
latfons as well (5). 

Quinn and Rapoport (3) reported that hyperactive 
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grade-school-age boys with high anomaly, scores 
(weighted score of 5 or more) were more likely to have 
had an early onset of hyperactivity (before age three) 
than were the hyperactive boys in the same study who 
had a total score of 3 or less. In addition, hyperactive 
children with high anomaly scores were more likely to 
have had either a mother who had a history of obstet- 
rical difficulties in this or other pregnancy or a paternal 
history of hyperactivity. A genotype-phenocopy mod- 
el was proposed to account for the varied factors that 
are known to influence the formation of these features 
in the first trimester of fetal development (5, 6). The 
finding of more minor physical anomalies in popu- 
lations of hyperactive children has been replicated by 
Firestone and coworkers (7, 8), while Campbell and 
associates (9), Walker (10), and Links and associates 
(11) have found a higher incidence of anomalies for 
other behaviorally deviant groups of children. Wal- 
drop and Halverson (2) documented the stability of mi- 
nor physical anomalies during early and middle child- 
hood and suggested that a measurement of anomalies 
in newborns may be a useful part of a newborn evalua- 
tion to detect infants at risk for later behavioral or de- 
velopmental deviation. Recently Waldrop and associ- 
ates (12) reported a significant association between 
high newborn anomaly scores and nursery school mea- 
sures of inattentive, hyperactive behavior for 23 boys. 
Because the findings were based solely on the nursery 
school observations of a relatively small sample, the 
question of the clinical usefulness of newborn anomaly 
score as a predictor of later behavior disorders was not 
addressed. 

Ina continuing study (13- 16) we examined the new- 
born minor physical anomaly score and behavior at 
ages one and two in a subsample of infants selected 
from a large newborn screening population. An associ- 
ation between high anomaly scores and some ‘‘diffi- 
cult" behaviors was found for both boys and girls. 
However, there was little consistency in behavioral 
measures across situations or over time and few signif- 
icant predictors of behavior problems at age two based 
on measures from the newborn period or at one year of 
age. Although the newborn anomaly soore did not pre- 
dict a total score for ‘‘problem behavior” at age two, 
follow-up of this sample to age three was considered 
important. Behavioral observations at age three were. 
thought more likely to show greater stability across 
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+7), and measures at-age three were thought to have 
re clinical relevance than earlier observations (18). 
This is a report 'of the follow- -up evaluation of 136 


the n&Wborn period on the basis of their minor phys- 
іва] anomaly score. We used a validated behavioral 
screening interview (18, 19) appropriate for this popu- 
-lation and hypothesized that the newborn anomaly 
score would predict later behavior disorder, particu- 
larly: hypéractive-impulse disorders in boys. 


. . 
METHOD 


Subjects 


From June 1, 1974, to Sept. 1, 1975, all white infants 
receiving private care in the Georgetown University 
Hospital newborn nursery were screened for minor 
physical anomalies using the Waldrop scoring system 
(1). A total of 933 infants were seen, and interrater reli- 
ability for anomaly score was .92. The frequency dis- 
tribution of these weighted anomaly scores has been 
reported elsewhere (13). 

Mothers of newborns with weighted anomaly scores 
of 5 or more had been asked to participate in a pro- 
spective study of temperament in early childhood. 
Children with low anomaly scores (a weighted score of 
0-3) were enrolled in the study throughout the screen- 
ing year as a control group. A total of 147 mothers 
agreed to participate in the study, 73 mothers of high- 
anomaly and 74 of low-anomaly newborns. The moth- 
ers agreed to yearly clinic evaluations of their children 
through age three. Follow-up sampling at ages one and 
two are described elsewhere (13, 15). 

When the infants were three years old we made a 
great effort to contact the families of all 147. We were 
able to contact 136; 108 were available for a clinic vis- 
it, and 28 parents were reached by telephone only. Of 
the 28 parents contacted by telephone, 20 had moved 
from the immediate vicinity and 8 refused to come in 
for a clinic visit. The follow-up group of 136 children is 
93% of the original sample and the 108 children avail- 
able for clinic visits is 74% of the initial sample. Of the 
136 children followed up, 64 were boys and 72, were 
girls; 67 had high anomaly scores and 69 had low 
scores. Of the 108 seen at the clinic, 56 had high and 52 
had low anomaly scores. 


Procedure 


The developmental assessment battery included the 
Stanford-Binet Intelligence Scale (Form L-M) (20) and 
the articulation test from the Zimmerman Preschool 
Language Test 421). An IQ and articulation age were 
computed for each child. The psychologist (C.B.) used 
a five-point bipolar scale to make behavioral ratings of 
attention, activity level, emotional independence, 
mood, and persistence based on observations during 
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the evaluative session. For these behavior ratings, in- 
terrater reliabilities between two of us «C.B. and 
L.S.B.) were obtained from 24 consecutive evalua- 
tions; they were r=.84 for attention, r=.85 for emo- 
tional independence, r=.90 for reactivity, r=.76 for 
mood, and r=.88 for persistence. 

We conducted an interview with the accorgpanying 
parent using the Richman-Graham interview (22), 
which was devised for use with the parents of three- 
year-olds and later used in an epidemiologic survey. 
This questionnaire obtains information concerning 
various aspects of development, health, and behavior 
and has been used to identify children with behavioral 
difficulties, marked developmental delay, or physical 
handicaps. An interrater reliability of .95 from 14 con- 
secutive subjects was obtained for this interview dur- 
ing the two-year follow-up assessment (15). Ratings of 
problem behaviors were obtained from the Behavioral 
Screening Questionnaire (BSQ) (19), which is com- 
prised of 12 items selected from the Richman-Graham 
interview (22). These items are eating, sleeping, soil- 
ing, activity, concentration, relationships with siblings 
and peers, dependency and attention seeking, control, 
tempers, mood, worries, and fears. A score of 10 or 
above has been found to have considerable validity in 
identifying mild-moderate problem behaviors (18, 19). 
Items are scored 0, 1, or 2 and are summed to provide 
a behavior score. 

In addition to the total score, two subscores were 
obtained from the BSQ. A hyperactivity score was 
computed from the sum of the six items dealing with 
activity, concentration, difficulties getting along with 
peers, being difficult to manage, temper tantrums, and 
negative mood. A second subscore was obtained for 
negative-withdrawn behavior from six items dealing 
with worries, fears, dependency, negative mood, and 
difficulty concentrating (two items, negative mood and 
difficulty concentrating were also used for the hyper- 
activity subscores). We obtained these two scores be- 
cause the majority of studies on minor anomalies have 
found the greatest prediction for hyperactive behavior 
in boys, and one study has suggested that withdrawn, 
negativistic behavior was associated with high anoma- 
ly scores in girls (23). 

A subgroup of 29 children was seen during the clinic 
visit by a child psychiatrist for a half-hour structured 
play interview. Details of the interview, subsample, 
and scoring procedures are presented in full elsewhere 
(24). During the interview ratings were made of the 
child's ability to separate from parents, numbers of 
toys touched, and aggressivity in peer doll play. 

Of the 136 children in the three-year follow-up. 
group, 90 were enrolled in various preschool pro- 
grams. For this group, the preschool teachers weré re- 
quested to rate the child's behayior on the Preschool 
Behavior Rating Scale (25). We selected the Rreschool 
Behavior Rating Scale because it had been used by 
Waldrop and associates (12) in their study of newborn * ' 
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IQ апа Behayioral Scores for 136 Three-Year-Olds with Newborn Minor Physical Anomalies 
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High-Anomaly? Group ( (N=67) 


Low-Anomaly* Group (N=69 











Е Total Boys Girls Total Boys Girls Total 
Measure Mean SD Range Mean SD Mean SD Mean SD Mean SD Mean SD M SD 
Stanford-Binet IQ > І š 

(N=104 125 15 71-159 121 12 131 17 125 15 121 16 129 13 125 16° 
Richman-Graham 

Behavioral Screening ` 

Questionnaire (ЇЧ = 136) 5.53 2.61 0-13 6.76 2.14 5.45 3.19 6.10 2.78 5.11 2.57 5.09 2.13 5.10 2.35 

Hyperactivity subscore 2.43 1.59 | 0-8 3.12 1.48 2.25 193 2.67 1.77 2.29 1.64 2.25 1.21 ° 2.27 1.44 

Negative-withdrawn 

subscore 1.75 1.21 0-6 225 1.45 1.77 1.12 2.00 1.30 1.58 1.23 1.59 1.01 “1.59 e1.12 
Preschool Behavior 

Rating Scale (N=90) ] 

Hyperactivity factor 21.7 10.5 8-15 25.4 11.8 18.81 7.34 22.32 10.38 25.08 11.33 18.42 9.85 21.69 11.02 

Withdrawal factor 10.1 6.3 3-31 9.16 62 8.12 3.93 8.68 5.21 10.92 6.22 10.15 5.46 10.53 5.8 
*Weighted score of 5 or more. 
>Weighted score of 3 or less. 
anomalies and hyperactivity at age three. The scale TABLE 2 


evaluates children for several dimensions of hyperac- 
tive or withdrawn behaviors. The hyperactivity factor 
is comprised of six scales of hyperactivity: frenetic 
play, induction of intervention, inability to delay, emo- 
tional aggression, nomadic play, and spilling and 
throwing. The withdrawal factor has three scales: va- 
cant staring, closeness to adult base, and chronic fear- 
fulness. The extreme and intermediate points of each 
scale are defined and the teacher was instructed to use 
these points as a basis of judgment to rate the child's 
behavior from 1 to 11 for each scale. Clinic raters were 
kept blind to anomaly scores until completion of the 
study. 


RESULTS 


The measures of principal interest, Stanford-Binet 
IQ, the behavior score from the Richman-Graham in- 
.Ierview, the hyperactivity and negative-withdrawn 
"sübscores from the Behavioral Screening Question- 
naire, and the Waldrop preschool hyperactivity and 
withdrawal scores are given in table 1 for the total fol- 
low-up sample divided into high- and low-anomaly 
groups and broken down by sex. A total of 9 children, 
or 6.7% of the group, had BSQ scores of 10 or above. 
The sex and anomaly scores of this group are shown in 
table 2; 7 children had high anomaly scores, 3 had low 
Scores. | 

For the total sample, children with high newborn 

. anomaly scores had a slightly but significantly higher 
total Score on the 12-item BSQ. High-anomaly chil- 
dren had à mean score (+SD) of 6.10+2.78, while 
tow-anomaly children had а mean score of 5.10 
52.37 09 —11.35, df=3, p=.01). Only 1 item discrim- 
inated between groups; parents of high-anomaly chil- 

• ‘dren reported that their children had difficulties getting 


Sex and Newborn Anomaly Scores of Three-Year-Old Children with a 
Behavioral Screening Questionnaire (BSQ) Score of 10 or Above 





Subject 

Number Sex Anomaly Score BSQ Score 
1 F 1 10 
2 F 7 10 
3 M 2 13 
4 F 7 10 
5 F 6 12 
6 F 5 11 
7 M 5 12 
8 F 5 10 
9 M 1 10 


along with peers more often than did the parents of 
low-anomaly children (y?=11.37, df=2, p=.003). 

In view of Waldrop’s findings (23) of a higher in- 
cidence of hyperactive behavior in three-year-old boys 
who had high newborn anomaly scores and withdrawn 
behavior in high-anomaly grade-school girls, the rela- 
tionship between newborn anomaly score and three- 
year measures was analyzed separately for boys and 
girls (see table 1). The results for boys were consistent 
with the findings for the total sample; high- anomaly 
boys had significantly higher scores on the BSQ 
(x?=7.05, df=1, р<.01) and were also reported to have 
more difficulties relating to peers (ҳ2=8.29, df=2, 
p=.02). The BSQ score did not differ significantly be- 
tween high- and low-anomaly girls (ҳ2=.21, df=1, 
n.S.). 

The hyperactivity subscore of the "BSQ was com- 
pared to newborn anomaly score for the total sample 
and for boys and girls separately. Of the 59 boys, 43 
had a weighted newborn anomaly score of 3 or below; 
23 of these scored below the median on the hyper- 
activity scale of the BSQ, and 13 scored above. Of.the 
26 boys who had high anomaly scores (5 or above), 8 
scored below the median on the hyperactiyity scale, 
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ажа 18 scored above (x?=6.62, df=1, p=.01). The as- 
S iation between high. newborn anomaly score and 
ractive behavior was highly significant (2771.76, 
df=1, p=.0053). This association was not significant, 
~howewer, for the total sample or for the girls. The neg- 
ative-withdrawn score showed no significant relation- 
ship to anomaly score for girls, boys, or for the sample 
as 4 whole. 

- Newborn anomaly score did not relate significantly 
to the Binet behavioral ratings, to any of the Nursery 
School Teacher scale (23) items, or to the hyper- 
activity or withdrawal factors of the BSQ either for the 
sample as a whole or for male or female subjects. Be- 
cause these children did not constitute a clinical 
sample, we did not have a formal diagnostic category 
for these children against which to validate behavioral 
measures. However, the hyperactivity subscore of the 
BSQ did show significant relationship to independent 
ratings of hyperactive behavior by the child psychia- 
trist, psychologist, and teacher. Specifically, this sub- 
score correlated significantly with ratings of ‘‘aggres- 
sion in doll play” (r=.40 p<.05), nursery teacher re- 
ports of ‘induction of intervention” (r=.25, p=.03), 
and psychologists’ ratings of activity and of in- 
attentiveness (r=.23 and .22, respectively, p=.03). 

Low but significant correlations were found be- 
tween similar items across settings. For example, the 
preschool teacher’s rating of hyperactivity correlated 
significantly with the psychologist’s rating of in- 
attentiveness and with parent ratings of ‘‘difficulty 
with peers" and ‘‘difficulty in managing" the child. 
Similarly, children considered withdrawn by the 
teacher were more likely to be seen as dependent by 
the psychologist and as less active by the parent, in- 
dicating some degree of validity for these ratings. 


DISCUSSION 


In our follow-up of this sample at ages one and two, 
newborn minor physical anomaly scores were signifi- 
cantly associated with ‘‘difficult’’ temperamental char- 
acteristigs reported by mothers and by direct behav- 
ioral observations. High-anomaly infants were found 
to be more difficult at both ages, with greater con- 
sistency for males. At age three there were fewer sig- 
nificant associations between the newborn measure of 
minor physical anomalies and problem behaviors. 
However, for males significant association between 
hyperactive impulsive behavior reported by the parent 
and high newborn anomaly score was consistent. Be- 
havioral ratings by the psychologist during the cogni- 
tive assessment and nursery school teachers' ratings, 
however, were net significantly associated with new: 
born anomaly scores for the total sample or for boys 

"separately. These findings, therefore, are partially 
consistent with Waldrop's earlier report (12) of a sig- 
nificant correlation between a high anomaly score at 
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birth and inattentive, hyperactive behavior for boys аб 
three years of age in her research nursery sehool set- 

ting. They do, however, prdvide some modest support 

for an association between anomalies апа hyperactive-- 
impulsive behaviors seen at home, even for a normal 

newborn screening sample. 

Correlations between ratings of similar bepaviors 
measured in different settings were significant but low. 
This lack of strong agreement across settings may be 
accounted for by the variety of ratings, variability in 
behavior, situational specificity, or differences in par- 
ent and teacher attitudes. Such low correlations are 
also found in studies with older children, however, and 
are not unique to preschool settings. In fact, the de- 
gree of agreement between parents and teachers found 
here is quite close to that reported for older children 
(26). It must be stressed, though, that behavioral rat- 
ings by 90 different preschool teachers are likely to be 
of only marginal validity. 

In view of the poor agreement about behaviors 
across settings and across time, ‘‘continuous problem 
cases" were examined; the only 2 children in the 
group who were consistently reported as difficult at 
ages one, two, and three were both girls with high 
newborn anomaly scores. Unfortunately, this small 
number does not permit clinical generalization. 

As a significant proportion of the children in this 
study were selected on the basis of a high newborn 
anomaly score, one would have anticipated a higher 
percentage of children classified as having disordered 
behavior on the basis of the Richman-Graham inter- 
view if newborn anomaly score was a good single pre- 
dictor of behavior problems at three years of age. 
However, less than 7% of our group was classified as 
having disordered behavior based on the Richman- 
Graham BSQ score, which is consistent with findings 
reported using this screening instrument for a ran- 
domly selected population of three-year-olds (22). The 
notion of a single biological predictor of behavior and/ 
or learning problems is simplistic; the screening popu- 
lation from which this study sample was selected was „ 
not considered to be at high risk because infants from 
the intensive care nursery were excluded at time of 
sample selection. If such a high-risk population were 
examined for minor physical anomalies in the newborn 
period, it is possible that a high anomaly score com- 
bined with other risk factors would be a more mean- 
ingful predictor of later developmental difficulties. The 
intial report of an association between obstetrical 
problems and newborn physical anomalies for a hyper- 
active child population suggests that infants from in- 
tensive care nurseries or with background risk factors . 
should be screened. One of us (P.O.Q.) has screened 
patients in a high-risk clinic for minor physical anorha- 
lies and is currently investigating whether anomalies’ 
predict later developmental problems for sucha popt- 
lation (27). 

The present study also did not explore the dif- ' 
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feréntial vulnerability of high- and low-anomaly chil- 
dren to enwronmental stress. It is possible that infants 
with a high newborn anomal\score who are subjected 
ta stress from an unfavorable environment may be 
more likely to develop behavioral problems of clinical 
significance. Such an interaction between biological 
and envigonmental influences has been shown by Wer- 
ner and coworkers (28). 

Our study differed from Waldrop’s in that ratings of 
the nursery school behavior were obtained from the 
teacher of the program in which the child was cur- 
rently enrolled. Therefore, both the lack of uniformity 
in settings and the likelihood of differences in the 
teachers’ ability to assess behavior were likely to de- 
crease the reliability and validity of the nursery school 
ratings. It would have been beneficial to have con- 
firmation of the teachers’ ratings by an independent 
observer. Waldrop and associates (12) found a signifi- 
cant association between newborn anomaly scores and 
inattentive, hyperactive behavior in a research nursery 
school for 23 boys. However, all the children in Wal- 
drop’s study attended a research nursery school so 
that there were controls for both setting and observ- 
ers. In addition, multiple observations were made for 
each child, and data from a mechanical activity record- 
er were used. Finally, because only 90 children attend- 
ed preschool and it is possible that some, more deviant 
children were not considered ready for school, the pre- 
school study sample may be biased; for example, 
Richman (18) found language-delayed children were 
less likely to have been enrolled in preschool. 

Behavioral ratings by the clinic psychologist were 
carried out in a one-to-one novel setting. Although 
these ratings were reliable and made by the same ob- 
server, it is possible that in this situation the children 
were more likely to be calmer and more attentive than 
in a naturalistic setting. 

Our methods of behavioral evaluation lack the tech- 
nique of some more intensive studies, which are more 
feasible with small samples. Walzer and associates 
(29), for example, after studying young children with 
sex chromosome abnormalities, reported a method for 
the longitudinal study of behavioral development in in- 
fants and children that used blind observers to confirm 
data obtained from structured interview or from parent 
report, in which interviewer bias or the distortions of 
an untrained observer may have been introduced. On 

, the other hand, our approach did approximate the nat- 
uralistic clinical setting. 

Firestone and associates (8) studied minor physical 
anomalies in hyperactive, retarded, and normal con- 
trol children and their families. Their findings suggest 
that if an anomaly score alone was used as a marker in 
the early detéction of problem children, the number of 
false positives in a single family would be very high. 

` Ourefindings in children at three years of age support 
this point. In spite of some associations between new- 
born anomaly score and behavioral problems, new- 
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born anomalies are not acceptable as clinital predic; 
tors of behavior problems, because many false posi 
tives (as well as some false negatives) would 
identified. 

Although the correlations between high anon: 
score and parents’ reports of difficult behaviors'áre of 
considerable interest, interpretation of this association 
remains difficult because these effects may be mediat- 
ed by environmental factors. For example, high-anom- - 
aly infants. might have high-anomaly mothers who in 
turn could be irritable; poor maternal rappórt could 
produce these differences in infant behavior, Altgr- 
nately, a high-anomaly father could create a disturbed 
home environment that disturbs the mother and/or 
child. Further studies on the epidemiology and behav- 
ioral correlates of minor physical anomalies should in- 
clude parental anomaly and temperament ratings as 
well as a more traditional clinical assessment of family 
setting. 
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The Case of rene O.: A Reformulation 


BY MARC H. HOLLENDER, M.D. 





The best known of all psychotherapy patients, Anna 
O., entered treatment with Josef Breuer in December 
1880. Modern psychotherapy begins with that 
encounter. Information gathered in the intervening 
years places us in a favorable position to review and 
reformulate the case. To do so may have practical and 
theoretical, as well as historical, importance. 





fter the passing of a century, one in which much 

has been learned about psychotherapy, we are ina 
favorable position to review and reformulate the ger- 
minal case of Fraulein Anna O. For our purposes, 
three rich strands of data are available: 1) Breuer’s ac- 
count of the illness and treatment of the patient, an 
account more detailed than was customary at the time 
but sketchy by present-day standards, 2) biographical 
information about the later life and work of Anna O. 
(Bertha Pappenheim), and 3) biographical information 
about the therapist, Josef Breuer. 


ANNA O.'S ILLNESS 


Anna O. had nursed her father, who was dying of a 
**peripleuritic abscess” (presumably tuberculosis), for 
six months before she became incapacitated. Breuer 
(1) stated, 


During the first months of the [father's] illness Anna de- 


„ yoted her whole energy to nursing her father, and no one 
was much surprised when by degrees her own health 
greatly deteriorated. No one, perhaps not even the patient 
herself, knew what was happening to her; but eventually 
the state of weakness, anemia and distaste for food be- 
came so bad that to her great sorrow she was no longer 
allowed to continue nursing the patient. The immediate 
cause of this was a very severe cough . . . a typical tussis 
nervosa. (p. 23) 








Received June 6, 1979; accepted Sept. 21, 1979. 

From the Department of Psychiatry, Vanderbilt University 

Schoól of Medicine, Nashville, Tenn. 
«Address reprint requests to Dr. Hollender, Department of Psychi- 
: i Vanderbilt University School of Medicine, Nashville, Tenn. 

37232. 
Copyright € 1980 American Psychiatric Association 0002-953X/ 
оен: 


Breuer was called because of the cough, but, he 
quickly perceived that much more than the cough re- 
quired his attention. 

To treat each of a myriad of symptoms, the patient 
herself devised a procedure she referred to, when 
speaking seriously, as a talking cure” and jokingly as 
**chimney-sweeping."' It soon became evident to her 
physician that 


every one of the spontaneous products of her imagination 
and every event which had been assimilated by the patho- 
logical part of her mind persisted as a psychical stimulus 
until it had been narrated in her hypnosis, after which it 
completely ceased to operate. (1, p. 32) 


Breuer (1) also stated that “complexes were dis- 
posed of by being given verbal expression during hyp- 
nosis.” 


TREATMENT OF THE SYMPTOMS 


How did Anna O. happen to invent the talking treat- 
ment that has come to be known as ‘‘Breuer’s Cathar- 
tic Method"? We do not know for certain, but there 
are some clues. It seems likely that she was influenced 
by Jacob Bernay's book on the Aristotelian concept of 
catharsis, which was published in 1880. According to 
Ellenberger (2), the book, which was discussed by 
scholars and became a topic of conversation in Vien- 
nese salons, stimulated a widespread interest in ca- 
tharsis. Thus, it is likely that Anna O. was introduced 
to catharsis as a method and then put it to use as a 
means of capturing and holding the attention of her,sci- 
entifically minded physician. If such was her con- 
scious or unconscious purpose, she succeeded admira- 
bly. 

We might now ask: Is the talking cure effective and, 
if so, how does it work? Breuer (1) stated that ‘‘each 
symptom disappeared after she [Anna O.] had de- 
scribed its first occurrence.” To explain this phenome- 
non, Freud (3) postulated that ‘‘the illness occurred 
because the affects generated in the pathogenic situa- 
tions had their normal outlet blocked.” As a result, the 
‘*“strangulated’ affects were then put*to an abnormal 
use." Freud added, 


In part they remained as a permanent burden upon tlie 
patient's mental life and a source of constant. excitation 
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for it; and i in part they underwent a translocation into 
unusual somatic innervations and inhibitions, which mani- 
C od 
а fested- themselves as the physical symptoms of the case. 
r.this latter process we coined the term ‘‘hysterical 
conversion." (p. 18) 
DM. І 
The schema used to explain the response to the 
cathartic method involves a hydraulic model. When a 
closed valve, producing a reaction (symptom), is re- 


"leased (bv catharsis and abreaction), pressure is dis- 


sipated and a normal state reestablished. However, 
clinical experience tells us that catharsis and abreac- 
tior by themselves are effective only in grief reactions 
and perhaps traumatic neuroses, and then merely to a 
limited extent. They are not usually effective in treat- 
ing hysterical symptoms. Ellenberger (2) came to the 
conclusion that ‘‘the famed ‘prototype of a cathartic 
cure’ was neither a cure nor a catharsis.” Breuer (1) 
himself acknowledged that the disappearance of symp- 
toms after being talked away might very well ‘‘be ex- 
plained by suggestion.” 

It may be, however, that the talking cure did work 
but that it actually consisted of more than catharsis 
and abreaction. In the process of talking, Anna O. con- 
verted a nonverbal message, expressed in pantomime 


or body language and called a hysterical symptom, in- . 


to verbal language. In other words, in her free associa- 
tions Anna O. converted or translated her message 
from one language into another. Once she expressed 
herself directly and openly, she no longer had need for 
indirect and disguised communication (the so-called 
symptom). 

It is noteworthy that Breuer's treatment of Anna O. 
at a time when she was not using the talking cure in- 
volved decoding the content of a hysterical symptom, 
interpreting its meaning, and overcoming a blockage 
by obliging the patient to talk about the inhibiting fac- 
tor. Breuer (1) presented the following account: 


For two weeks she [Anna O.] became completely dumb 
.and in spite of making great and continuous efforts to 
speak she was unable to say a syllable. And now for the 
first time the psychical mechanism of the disorder became 
clear, As I knew, she had felt very offended over some- 
thing and had determined not to speak about it. When I 
guessed this and obliged her to talk about it, the inhibition, 
which had made any other kind of utterance impossible as 
well, disappeared. (p. 25) 


NATURE OF THE 'ILLNESS" 


Breuer and Freud's formulation of Anna O.'s dis- 
order was essentially symptom-oriented, intrapsychic, 
and psychobiological. The formulation that I will now 
propose is essentially person-oriented, interpersonal, 
and psychosocial. 

' The nature of a major problem faced by Anna O. 
was described in the first paragraph of the case his- 
tory. Breuer (1) stated, 
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She [Anna, O.] was markedly intelligent; with an aston- 
ishingly quick grasp of things and penetrating intuitiorr. 
She possessed a powerful iftellect which would have been 
capable of digesting sofid mental pabulum and which 


stood in need of it—though without receiving it after she 
had left school. (p. 21) 


Anna O., a bright and lively person, livefl at the 
wrong time and in the-wrong place. A woman's oppor- 
tunities for a professional career in nineteenth century 
central Europe were extremely limited. As Elleriber- 
ger (2) pointed out, the universities were still closed to 
women. Consequently, Anna O.'s situation was a 
“contrast between the ambitions and the obstacles set 
to ambitions." Her plight was compounded by the fact 
that she was a daughter in an Orthodox Jewish family, 
in which sons traditionally were accorded preferential 
treatment. Schooling for Anna O. ended when she was 
16. Her brother, who was approximately one and one- 
half years younger and possessed neither her intellect 
nor her talent, was afforded educational opportunities 
closed to her and became a lawyer. 

Not only was Anna O., as a female, relegated to an 
inferior position in her family with future prospects 
limited to that of becoming a wife and mother, but at 
the age of 21 she was suddenly called on to assume the 
onerous chore of nursing her father. 

After describing the nature of Anna O.'s problem as 
a woman in Vienna in 1880, Breuer (1) mentioned the 
manner in which she tried to cope with it: 


This girl, who was bubbling over with intellectual vitali- 
ty, led an extremely monotonous existence in her puritani- 
cally-minded family. She embellished her life . . . by in- 
dulging in systematic day-dreaming, which she described 
as her *'private theatre.” (p. 22) 


Breuer quickly recognized the nature of Anna O.’s 
plight, but evidently he did not as quickly become 
aware of how fascinated he was by his bright, attrac- 
tive, and personable patient. Jones (4) pointed out, ‘Іп 
those days, to devote hours every day for more than а 
year to a single patient, and an hysteric at that, signi- 
fied very special qualities of patience, interest, and in- 
sight." Perhaps the words ''personal involvement" 
should be substituted for *'insight." While Breuer and 
Anna O. focused on her symptoms, a relationship de- 
veloped between them, based on intellectual and sex- 
ual attraction, that might aptly be characterized as mu- 
tual infatuation. 

As Pollock (5) has suggested, a special circumstance 
may have played a substantial part in drawing Breuer 
to Anna O. She may have evoked a profound reaction. 
in him by rekindling repressed longings for his mother, 
who had died ‘‘in the blossom of her youth and beau- 
ty" when he was between 3 and 4 years of age. The 
mother, as remembered by her son, and Anna О. мау 
have been alike in many respects. Perhaps the early 
"imprinting" of an image, unconscious and indelible,V 
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was at work. Whatever the roots—and the reactivation 
of feelingseabout the therapist’s mother would cer- 
tainly be important—the КМШ between physi- 
сїар and patient became intense and engrossing. 

Breuer's fascination must have been evident to An- 
na O. not only because of the time he devoted to her 
care but also because of the nature of the attentions he 
showed her. Clearly, his interest went well beyond de- 
fining the cause of her symptoms and curing them, al- 
though the treatment of these symptoms superficially 
remained the currency used in their interpersonal ex- 
change. 

Anna O., in turn, was in all likelihood captivated by 
Breuer. Instead of taking refuge almost exclusively in 
her ‘‘private theatre," she had his company to help 
relieve the tedium and boredom of her confined life. 
The myriad of symptoms she developed justified con- 
stant medical attention and absolved her of guilt for 
withdrawing from nursing her dying father. The form 
of treatment she invented was well designed to keep 
her physician engaged and to make him hopeful of 
achieving a complete cure. 

It is noteworthy that Anna O. would engage in the 
symptom-relieving treatment only with Breuer. He 
stated (1) that while he was away on vacation ''no 
‘talking cure’ had been carried out, for it was impos- 
sible to persuade her to confide what she had to say to 
anyone but me.” On returning from vacation, he found 
his patient ‘‘in a wretched moral state, inert, uname“ 
nable, ill-tempered, even malicious.” Failing to recog- 
nize that she was angry at him for leaving (deserting) 
her, he attributed her reaction to a ‘‘physical stimu- 
lus’’ that had not been discharged. He arranged for her 
to be brought back to Vienna from the country for a 
week so that she could tell him three to five stories 
each evening. This special attention was effective, but 
Breuer attributed the change in the patient to her nar- 
rations under hypnosis. Breuer continued to focus on 
the effect produced by catharsis, while the influence of 
the relationship between patient and physician went 
upqoticed. 


Anna O.'s relationship to Breuer also became clear 


in his description of events that occurred shortly after 
her father's death (1). 


I was the only person whom she always recognized 
when I came in; so long as I was talking to her she was 
always in contact with things and lively. ... She had 
eaten extremely little previously, but now she refused 
nourishment altogether. However, she allowed me to feed 
her, so that she very soon began to take more food. (pp. 
26, 27) 


At'no point did the nature of the relationship be- 
tween Anna О. and Breuer become clearer than at the 
'time of the termination of treatment. According to 
Strachey (6), ‘Тһе patient suddenly made manifest to 
Ўгепег the presence of a strong unanalyzed positive 
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transference of an unmistakably sexual natüre." This 
young woman in whom it was said ‘ће element 
sexuality was astonishingly undeyeloped" (D м 
seen to be, as Jones (4) described it, ‘‘in the throes of 
an hysterical childbirth [pseudocyesis], the logical ser-. 
mination of a phantom pregnancy that had beeri invis- 
ibly developing in response to Breuer's ministra» 
tions.' 

Freud (7) in writing about the event in a letter to + 
Stefan Zweig, stated, 


On the evening of the day when all her [Anna 0. 75] 
symptoms had been disposed of, he [Breuer] was sum- 
moned to the patient again, found her confused and writh- 
ing in abdominal cramps. Asked what was wrong with her, 
she replied: **Now Dr. B's child is coming!’’. . . . Seized 
by conventional horror he took flight and abandoned the 
patient to a colleague. For months afterwards she 
struggled to regain her health in a sanatorium. (pp. 412- 
413) 


The evideríce seems conclusive that Anna O., un- 
beknown to her physician, had continued to day- 
dream—to hold performances in her ‘‘private 
theatre.” There was, however, an important change in 
the cast; her physician now played the male lead. 


ANNA O.'S SOLUTION 


Breuer (1) noted that Anna O., even during her ill- : 
ness, ‘‘was greatly assisted by being able to look after 
a number of poor, sick people, for she was thus able to 
satisfy a powerful instinct." In 1895 Bertha Pappen- 
heim accepted a position well suited to her talents and 
her emotional needs; she became the housemother of a 
Jewish orphanage in Frankfurt-am-Main (8). No longer 
did she have to live her life largely in fantasy. The 
woman who had been placed in an unacceptable posi- 
tion as a female could now turn her energies to the care 
of children and campaign for the rights of women. Had 
she not found these outlets for her strength, ideas, and 
gifts, she might have fallen ill again (9). 

Not only did Bertha Pappenheim's work, at first 
with orphans and later with wayward girls, bring her, to 
the fore as a social worker, but her writings marked 
her as a feminist leader. In 1899 she translated Mary 
Wollstonecraft’s book, A Vindication of the Rights of 
Women (1792), from English into German. The book 
was a plea for the education of women. In writing 
about the Jewish problem in Galicia the following 
year, her chief point was that ‘‘the inte]lectual educa- 
tion of girls was being neglected” (8). 

In 1899 Bertha Pappenheim wrote a soap opera-style 
but revealing play entitled "Women's Rights." As 
Katpe (10) noted, the play focused on tHe political, ec- 
onomic, and sexual exploitation of women. In the third 
and final act, a lawyer's wife persuades her husband to 
accompany her to the apartment of a poor, sick wom- 
an. As they enter the apartment, the dying woman rec- 
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“` ognizes the lawyer as her former fover, who deserted 

r when she became pregnant. His shocked wife tells 

åm fhat because of their children she will not leave 

hint but that from now on she will refuse marital rela- 

* tions as “her woman's right." Is a theme repeated? 

Was this poor woman, deserted by her lover when she 

became pregnant, really Anna O., who, when pregnant 
(Dseudocyesis), was deserted by Breuer?! 


COMMENT 


Limited opportunities existed in central Europe be- 
fore the turn of the century for women of talent like 
Anna O. Her aspirations, if expressed, were not likely 
to be accorded a sympathetic reception. It is little 
wonder that she turned to fantasy. Such was her chief 
outlet at the time when her father became ill and, in 
keeping with the prevailing custom, she was called on 
to nurse him. For six months she cared for him before 
the tedium of her life as a woman and the ambivalence 
of her feelings toward her father as a man led to inca- 
pacitating hysterical symptoms. (Her lot must have 
been especially difficult to bear as she watched her 
brother continue his schooling.) 

The intimate relationship Anna O. developed with 
her physician filled a void in her life. His attentions 
and her elaboration on them in fantasy were, in all like- 
lihood, the basis of her response to treatment. Al- 
thoügh it is likely that some symptoms were dispelled 
by catharsis and abreaction, it is unlikely that the re- 
lease'of dammed up or strangulated affects can explain 
the favorable response. It is safe to state that the na- 
ture of her relationship to Breuer was fundamental and 
that the dissolution of the relationship left her once 
again without an outlet for her pent-up feelings. Within 
five weeks a recurrence of symptoms required treat- 
ment, and this time she was admitted to a sanitarium, 
where she remained for several months (2). 

Little is known about Anna O.'s life during the peri- 
od between 1883 and 1895. Beginning in 1895 when she 
took on the role of housemother to an orphanage, she 
succeeded in sublimating her feelings in her work and 
her writings. She at last found an outlet for her talents 
and a cause to which she could dedicate herself. 

Ellenberger (2) described the transition from the in- 
capacitated patient, Anna O., to the effective and suc- 
cessful social worker and feminist, Bertha Pappen- 
heim, as follows: 


'This connection was suggested to me by Jane R. Weinberg, M.D. 
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Anna O.’s.illness was the désperate struggle of an ùn- 
satisfied young woman who found no outlets fgr her phys- 
ical and mental energies X for her idealistic strivings. It 
needed much time and effort before she succeeded in sub- 
limating her personality into the respectable figure of à 
pioneer of social work, fighter for the rights of women and 


the welfare of her people—Bertha Pappenheim. 
e 


What role did Anna O. play in the development of 
modern psychotherapy? Before the invention of the 
talking cure, hypnosis was used mainly for suggestion 
and the physician was a doer. With the shift to cathar- 
sis, the physician became a listener. This step may 
seem trivial today, but in its time it was monumental. 
As a result of it, Breuer could state that his patient's 
life became known to him to an extent to which one 
person's life is seldom known to another. It also 
shifted the focus from biology to psychology. Instead 
of asking what caused the disease labeled hysteria, the 
physician now asked about the emotional antecedents 
of the disorder (11). Thus, Breuer's treatment of Anna 
O. started us on the road that would lead to definitive 
forms of psychotherapy. It led the way, too, to the gi- 
ant steps taken by Breuer's young friend, who was so 
profoundly impressed when he heard about this re- 
markable case. 
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Relapse in Schizophrenia 


BY MARVIN 1. HERZ, M.D., AND CHARLES MELVILLE, PH.D. И ^ 





Although schizophrenia is a chronic illness with 
exacerbations and remissions, there has been _ 
surprisingly little systematic study of early signs of 
relapse. The authors gave 145 chronic schizophrenic 
patients and 80 family members a structured interview 
regarding early signs of relapse and other information 
related to the relapse period. Most patients and family 
informants were aware of a prodromal period during 
which patients experienced such symptoms as having 
trouble sleeping, having trouble concentrating, loss of 
appetite, and feeling depressed. The authors discuss 
the implications of these findings for the treatment of 
chronic schizophrenic patients. 





Ithough schizophrenia is a chronic illness often 
UA сыш мы by exacerbations and remissions, 
there has been surprisingly little systematic study of 
early signs of relapse and the decompensation process. 
In contrast, there has been a great deal of investigation 
of the early warning signs of dyscontrol of chronic 
physical illnesses, such as diabetes; it would be un- 
heard of for physicians not to alert patients and family 
members to these early danger signals so that the de- 
velopment of serious complications can be prevented. 
Psychiatry may not have addressed the question of re- 
lapse in schizophrenia because in the past most pa- 
tients were housed in custodial institutions and little 
attention was paid to fluctuations in the course of the 
illness. Most patients now live in the community and 
are visible when they relapse, especially if they be- 
соте aggressive or disruptive and require rehospitali- 
zation. This paper will describe the results of a survey 
of 145 patients and 80 family informants who were in- 
terviewed about early signs of relapse and other infor- 
mation related to the relapse period. 
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The impetus for this study came as a result of our 
interest in finding ways to diminish the incidence of 
untoward side effects related to prolonged use of main- 
tenance antipsychotic medication. Hogarty and asso- 
ciates (1) conducted a large scale study of the effects of 
antipsychotic agents and concluded that drugs admin- 
istered during the aftercare phase of schizophrenia do 
not reduce symptoms but are prophylactic, i.e., raise 
the patient's threshold for further episodes. Hogarty 


'and associates found that patients on medication who 


were later given placebo did not have a steady down- 
hill course. Instead, most remained in remission, and 
their symptom patterns and severity, measured cross- 
sectionally, were similar to those of the drug patients; 
however, many of the placebo patients suddenly re- 
lapsed at some point during the 2 years of the study 
and had to be hospitalized or removed from the study 
in order to receive active drug treatment. If the major 
effect of antipsychotic drugs is prophylactic for most 
patients, perhaps drugs should be given only at the’ 
point of early relapse rather than on a maintenarice 
schedule. 

Studying early signs of relapse not only provides 
guidelines for initiation of medication for patients but 
helps psychiatrists to determine when medication 
should be increased in patients already on mainte- 
nance therapy. Many patients who take active drugs 
also relapse. Davis and associates (2) found in 23 con- 
trolled studies 20% of patients taking active drugs re- 
lapsed compared with 52% taking placebo. In order to 
deal with the issue of drug noncompliance, Hogarty 
and associates (3) compared schizophrenic patients 
taking oral fluphenazine with those taking inira- 
muscular fluphenazine and found a relapse rate ap- 
proaching 40% in both groups by the end of 1 year. 
The fact that patients relapse regardless of mainte- 
nance medication indicates a definite need to study 
early signs of relapse. 

Our search of the literature revealed little data re- 
garding early signs of relapse in schizophrenia or the 
length of the prodromal period. The length of the pro- 
dromal period is important if efforts at early inter- 
vention to prevent full relapse аге to be successrul. 
Docherty and associates (4), who recently reviewed 
the-literature on stages of onset of schizophrenic psy- 
chosis, stated that despite its obvious importance, 
there are very few hard data available on the decom- 
pensation process. Most studies have been carried out . 
by gifted clinicians whose usual approach is a.detailed 


; > 


. T 
802 RELAPSE IN SCHIZDPHRENIA . 


* 


E Y è | ; 
` case study, in which information is gathered retro- 


spectively from patients and family members. Donlon 
tad Blacker (5) took a different approach; they inter- 
viewéd schizophrenié patients who were being with- 
drawn from medication and were beginning to relapse. 
Their observations, however, did not involve system- 
atic ratings and their data were reported anecdotally. 
Th their review Docherty and associates (4) stated that 
. despite the different methods used to study the ques- 
tion, there was a concordance in the descriptions of 
identifiable premonitory signs as well as of regular and 
sequential unfolding of psychological states before 
psychotic breakdown. They differentiated five stages 
in schizophrenic decompensation, the first two stages 
of which are nonpsychotic: 

1. Overextension. During this phase the person be- 
gins to experience a sense of being overwhelmed. 

2. Restricted consciousness. During this phase a va- 
riety of mental phenomena appear that seem to bring 
about a limitation of the person's range of thought. 

3. Disinhibition. During this phase relatively un- 
modulated impulse expression appears. This period 
may bear a close resemblance to hypomania. 

4. Psychotic disorganization. The three subphases 
are destructuring of the external world (with increas- 
ing perceptual and cognitive disorganization), destruc- 
turing of self (with loss of self-identity), and total frag- 
mentation (with complete loss of self and control). 

5. Psychotic resolution. Less anxiety and psychotic 
reorganization, either of a delusional system or mas- 
sive denial of unpleasant affect and responsibility. 


METHOD 


Since the literature is largely anecdotal, we decided 
to study systematically a large sample of patients from 
two locations over a 2-year period. In Atlanta (group 
A) outpatients (N=99) and family informants (N=80) 
at two community mental health centers were inter- 
viewed. Later, in an attempt to obtain data closer to 
the time of relapse we added group B, which included 
46 hospitalized patients in Buffalo who had recently 
experienced a psychotic episode. 

All patients were diagnosed as schizophrenic ac- 
cording to DSM-II and had no secondary diagnosis. 
The outpatients were being maintained on antipsy- 
chotic medication at the time of interview. Most pa- 
tients had been hospitalized at least two or three times. 
At the time of the study, outpatients were considered 
to be functioning at a stable level and inpatients had 
recompensated sufficiently to cooperate with the re- 
search interviewer. | 

We collected demographic information from both 
groups. Group A was primarily suburban or rural and 
white; 67% were women and 33% were men. Their av- 
etage age was 38 years and their average level of edu- 
cation was 9.8 years. The level of employment was 
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low—only 15% were employed arid 85% were uném- 
ployed. Only 33% were married, 21% were divorced Gr 
separated, 6% were widowed, and 40% had never been 
married. Approximately 73% had been hospitalized 
three or more times. 

Group B was largely urban. Of the 46 patients, 70% 
were women and 30% were men; 6896 were white, 28% 
black, and 4% Puerto Rican. Their average age was 38 
years and average level of education was 9.2 years. 
The level of employment was somewhat higher than 
that of group A—26% were employed, 67.5% were 
unemployed, and for 6.5% data were unavailable. 
Most patients were unmarried: 23.9% were married, 
30.4% were divorced or separated, 6.5% were wid- 
owed, 37% had never been married, and for 2.2% data 
were unavailable. Information on patients' living ar- 
rangements was collected only from group B. Only 
17% lived alone, 70% lived with either a spouse, child, 
or parents, and 9% lived in a supervised facility; for 
496 information was unavailable. More than half of the 
patients in group B were involuntary hospital admis- 
sions. 

We constructed a structured interview, with a few 
open-ended questions, based on items contained in the 
Psychiatric Status Schedule (6), Research Diagnostic 
Criteria (7), and on clinical experience. The question- 
naire, modified in Buffalo on the basis of experience 
gained during the Atlanta study, contained 52 items 
describing symptoms and feelings and other questions 
relevant to the period of relapse. An interview normal- 
ly lasted from 30 to 45 minutes. 

Each patient was interviewed individually by a re- 
search member of the staff, after being asked if he or 
she was willing to answer questions about his or her 
illness. The patient was informed that the information 
obtained would be included in the patient's chart and 
used in treatment planning. The same interview was 
conducted with available family members. In Buffalo 
the relative sample was very small because of diffi- 
culties arranging appointments; therefore, these data 
are not included and family data are reported for the 
Atlanta group only. 


RESULTS 


In response to the question, ‘‘Could you tell that 


-there were any changes in your thoughts, feelings, or 


behaviors that might have led you to believe you were 
becoming sick and might have to go to the hospital?"' 
approximately 7026 of patients in both groups noticed 
changes and 30% did not. Families were much more 
likely to notice changes in the patients (92.6%) than 
were the patients themselves. In about 66% of the’cas- 
es, the patient and the family informant agreed that 
there were recognizable early signs of decempertsa- 
tion, indicating a high level of concordance. i 
The time interval between the beginning of symp) 
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TABLE 1 
Time Between Ferception of Symptoms and Hospitalization i in Schizo- 
phrenic Patien \ 
"A Buffalo Atlanta Group 
Group Patients Families 
(N=46) (N=99) (N=80) 
Time e N % N % N % 
<i day 3 6.5 8 8.1 9 11.2 
1-3 days 7 15.2 8 8.1 6 7.5 
4 days-1 week ^ 4 8.7 14 14.1 7 8.8 
1-2 weeks i 2.2 8 8.1 16 20.0 
2-4 weeks 9 19.6 16 16.2 “3 3.7 
7] month 14 30.4 23 232 35 43.8 
Unknown 8 17.4 22 22.2 4 5.0 


toms and the need for hospitalization is extremely im- 
portant if medication and crisis intervention tech- 
niques are to be used to help prevent full relapse. Ac- 
cording to the results of our interviews (table 1), only 
7%-8% of patients and 11% of family members stated 
that the time period was less than 1 day. Approximate- 
ly 15% of group B patients and 8% of group A patients 
and their families noticed a prodromal period of only 


. 1-3 days. Most of the patients and family members, 


however, said that it takes more than a week —5246 of 
group B patients, 48% of group A patients, and 68% of 
group A families. Thus, for most patients, relapse is 
not abrupt and sudden, and it is possible to institute 
effective crisis treatment to prevent full relapse. 

When asked, ‘‘What did you do about these changes 
when you realized that they might become serious?” 
almost 50% of patients responded that they sought 
professional help and 6096 of the relatives said that 
they arranged for professional help for the patient. Ap- 
proximately 33% of group B patients and 26% of group 
A patients reported that they did nothing. Since anti- 
psychotic medication is especially effective in treating 
acute symptoms, it is disconcerting that less than 4% 
of all patients and family members said that patients 
took more medication when they realized that symp- 
toms were becoming serious. 

Approximately 24% (N =24) of group A patients and 
33% (N=15) of group B patients claimed that no medi- 
cation had been prescribed for them, but it is possible 


that some of them chose simply to ignore their pre- 


scriptions. Only 26% of group B patients (N=12) and 
50% of group A (N —49) patients stated that they were 
taking medication as prescribed. The primary reason 
given by patients for not taking medication as pre- 
scribed was that it did not help (group A, N=12; group 
B, N=6). The next most commonly mentioned reason 
was that it had unpleasant side effects (group A, N=2; 
group B, N=6). If withdrawal of medication does not 
affect symptoms adversely for most stabilized pa- 
tierits, they might conclude thát the medication was 


` not*helping and therefore was not necessary. In fact, 


there are reports of an increased energy level and 
sponse of well being when medication is terminated (8). 
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For some patients this may be due to an apieliorhtion 


of an unrecognized extrapyramidal side effect, rakia 
nesia (9, 10). 2 
We assessed the importance of precipitating ме 
by asking patients if anything occurred in their lives. 
that might have led them to become upset. Approxi- 
mately 4096 of the patients and family members did not 
know of any such event or believed that biological fac- 
tors were responsible. Approximately 33% of the pa- 
tients and relatives were able to relate the most recent 
episode to a stressful life event such as loss of'a signifi- 
cant other, loss of a job, marital problems, etc. Only 
about 296 of patients attributed relapse to stopping or 
incorrectly using their medication. Other reasons giv- 
en by patients and relatives were taking alcohol or 
drugs and feeling socially isolated. Davis and associ- 
ates (11) reported that a large number of patients are 
not aware of a precipitating life event; however, a pro- 
spective study conducted during time of early relapse 
might reveal events important to the patient that are 
later denied, repressed, overlooked, or forgotten, such 
as changes in the emotional climate of the family along 
dimensions described by Vaughn and Leff (12). Pa- 
tients are liable to relapse when there is a good deal of 
criticism or overprotectiveness by family members. 
What were the symptoms that either appeared for 
the first time or worsened in the prodromal period be- 
fore full relapse 2nd hospitalization? The Atlanta pa- 


tients were outpatients in a relatively stable condition’ 


and the Buffalo patients had recently been hospitalized 
and were recovering from an acute episode. In spite of 
these and other differences between the two groups, 
the rank-order correlation of symptoms that appeared 
or worsened before hospitalization between the Buf- 
falo and Atlanta patients was .85 (p<.001) (table 2). 
Becoming tense and nervous was the symptom report- 
ed by most patients in both groups. Generally, the 
symptoms most frequently mentioned by patients and 
family members were symptoms of dysphoria that 
nonpsychotic individuals experience under stress, 
such as eating less, having trouble concentrating, hav- 
ing trouble sleeping, depression, and seeing friends 
less. Among the first 10 most commonly noted psy- 
chotic symptoms were feelings of being laughed af or 
talked about and possibly increased religious thinking. 
The rank-order correlation of frequency of symp- 
toms reported by Atlanta patients and their relatives 
was also very high (r=.78, p<.001). Some relatives 
who were sensitive to the patients might notice dys- 
phoric signs before the patient did, although in- 
sensitive relatives who were not in touch with the pa- 
tient's feelings or behavior might tend not to notice 
early symptoms and rate more extreme psycho- 
pathology high. The only'psychotice symptom for 
which there seemed to be a large degree of dis- 
agreement was talking in a nonsensical way, which 


was ranked 3rd by families and 13th by patients. Rela-. 


tives ranked hearing voices and seeing things. 10th and 
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nu . «< Atlanta Group 

EU vet Buffalo Group (N=46) Patients (N=99) Families (N«80y 
Symptom Rank Rank 96 Rank % 
Tense and nervous 1 80.4 1 70.7 1 e 83.3 
Bating less 2 71.7 10 49.5 17 52.5 
Trouble concentrating 3 69.6 5 56.6 3 76.3 
Trouble sleeping 4 67.4 3 61.6 7 68.3 
Enjoy things less 5 65.2 8 52.5 8 67.5 
Restlessnegs 6 63.0 4 58.6 2 78.8 
Can't remember things 6 63.0 14 46.5 10 60.0 
Depression 8 60.9 2 63.6 3 76.3 
Preoccupied with one or two things 9 59.6 12 48.5 9 65.0 
Seeing friends less 9 59.6 7 54.5 18 50.0 
Am being laughed at, talked about 9 59.6 9 51.5 14 53.8 
Loss of interest in things 12 56.5 5 56.5 6 73.8 
More religious thinking 13 54.3 10 49.5 19 47.5 
Feeling bad for no reason 13 54.3 19 40.4 22 37.5 
Feeling too excited 15 52.2 25 30.3 14 53.8 
Hear voices, see things 16 50.0 17 42.4 10 60.0 
Feeling worthless 17 48.8 15 44,5 12 56.3 
Talking in nonsensical way 18 45.6 13 47.5 3 76.3 
Believe someone else is controlling 18 45.6 18 41.4 21 38.8 
Bad dreams 18 45.6 21 38.4 23 33.8 
Too aggressive (pushy) 18 45.6 24 32.3 20 40.0 
Feeling angry at little things 22 41.3 22 33.3 14 53.8 
Not caring about way I look 22 41.3 19 40.4 12 $6.3 
Having trouble with spouse, mate 24 30.4 26 29.3 29 20.0 
Thoughts of hurting, killing self 24 30.4 22 33.3 26 31.3 
Frequent aches, pains 26 28.3 27 28.3 23 33.8 
Fear of "going crazy" 26 28.3 15 44.5 23 33.8 
Thoughts of hurting, killing others 28 23.9 29 10.1 27 27.5 
Drinking more, using drugs 29 21.7 28 20.2 28 25.0 


“Spearman rank-order correlation for Buffalo patients and Atlanta patients = .85 and for Atlanta patients and families = .78 (p<.001). 


patients ranked it 17th. These differences could also be 
related to patients’ denial of psychotic symptoms. 

When patients were asked, ‘‘What were the first 
changes in thoughts, feelings, or behavior that might 
have led you to believe that you were becoming sick 
and might have to go to the hospital?” there was little 
agreement. Among the symptoms mentioned were ten- 
sion, anxiety, nervousness, insomnia, and depression. 
Hearing voices was mentioned by 5 group B patients 
and 8 group A patients as the first change noticed. 

When asked whether the pattern of development of 
symptoms was similar for each episode, 50% of the 
patients answered ''yes'" and 50% answered ''no." 
Whether or not individual patients have the same se- 
quential pattern of symptoms each time they relapse is 
of great importance to the psychiatrist who plans the 
treatment strategy. 

Only Buffalo patients were asked, ‘Сап you tell me 
which of the following symptoms are present when 
you are feeling well?" Sixty percent stated that they 
had feelings of loneliness. This seems high considering 
that many of these patients lived with a relative. ‘A 
large number of neurotic symptoms, such as tension 
and nervousness, feeling sad or blue, and worrying 
were reported by 4896 of patients. A fewer number of 
psychotic’ symptoms, such as thought broadcast (re- 
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ported by 30%) and hearing voices (reported by 26%), 
were reported during a state of presumed stability. As- 
trachan and associates (13) reported similar findings 
after interviewing schizophrenic patients 2-3 years af- 
ter hospital discharge. | 


CONCLUSIONS 


Creer and Wing in England (14) took a survey of 80 
relatives of schizophrenic patients which revealed that 
virtually none of the relatives had received any sen- 
sible advice about the nature of the condition, about 
how to supervise medication, about the likely outcome 
of treatment, or about how to best respond to dis- 
turbed or disturbing behavior. Usually when a family 
member has a chronic physical disability, such as 
paraplegia or renal failure, management is worked out 
in detail and patients and relatives are taught to predict 
and prevent many problems and to know what to do in 
time of crisis. We recommend that the treatment of 
every schizophrenic patient include a major focus on 
teaching the patient arid family not only to recognize 
early signs of decompensation but also what steps'£o 
take to ensure the initiation of prompt and effective 
treatment. Because the prodromal period usually lasts 
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more than a few days, it should be possible to abort an 
incipient a@ute psychotic episode. It may even be pos- 
sible in some well-stabilized patients who are coopera- 
tive in treatment to use antipsychotic medication only 
when there are early. signs of relapse rather than the 
usual practice of maintaining such patients on drugs 
indefinitely. In either case, patients and families 
should be educated about the special value of antipsy- 
chotic medication during the relapse period. 
Our finding that there is usually a nonpsychotic pro- 
dromal period confirms Docherty and associates' re- 
sults (4). Our patients, however, did not report two 


distinct stages of symptoms during the prepsychotic : 


phase of relapse described by Docherty and associ- 
ates. Whether these prepsychotic stages have general 
validity could be determined from prospective studies 
while the symptomatology is unfolding. It may be that 
for the usual chronic schizophrenic patient who has 
little insight these stages are not recognizable. Further 
research is needed in order to differentiate when the 
appearance of nonpsychotic symptoms signals an im- 
pending relapse and when it does not. 

Our data on relapse in schizophrenic patients are 
based only on retrospective reports by patients and 
families; however, the data reported by Atlanta pa- 
tients and their families were later substantiated by re- 
ports from a second sample of patients in Buffalo. Fu- 
ture research in this area should be prospective rather 
than retrospective and should use patient and family 
interviews as well as psychophysiological and bio- 
chemical measures. 
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In an analysis of 22 cases of male rape in a community 
setting, the gender of the victim did not appear to be of 
primary importance to some of the rapists, but for 
others, males appeared to be specific intended targets, 
and the rapists’ assaults were an effort to deal with . 
unresolved and conflictual aspects of their lives. For 
all offenders the sexual assault was an act of 
retaliation, an expression of power, and an assertion 
of their strength and manhood. The impact of rape on 
the male victims was similar to that on female victims, 
disrupting their biopsychosocial functioning; however, 
male rape appears to be underreported due to the 
stigma associated with it. 








A the professional literature has increas- 
ingly focused on the clinical dynamics of rapists 
(1, 2) and the trauma of victims (3, 4), investigator$ 
have almost exclusively studied offenses committed 
against women and children. Except for a few articles 
on the sexual assault of male inmates in a prison set- 
ting (5, 6), little attention has been given to the fofcible 
sexual assault of adult males (7). 

Police statistics would appear to support this im- 
pression. For example, in Boston in 1976, of 355 re- 
ported rapes, only 4 male victims (1%) were 17 years 
or older.! In addition, a survey of the Philadelphia 
Women Organized Against Rape crisis center revealed 
that of the 382 client contacts over an 8-month period 
in 1977, 22 (6%) of the victims were male, but of these 
only 1 (0.3%) was over the age of 16.2 

In our clinical work we have had access to a number 
of male offenders who raped adult males or male age- 
mates and to a number of male victims of sexual as- 
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- and a white victim, were interracial. 
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sault. Although we are reporting on a small sample and 
thus cannot generalize any findings, we believe the 
data provide observations of interest to professionals. 
This paper focuses on 1) descriptive characteristics of 
the offense, the dynamics of the offender, and the im- 
pact on the victim, and 2) similarities and differences 
between male and female rape. 


METHOD 


Data were obtained from a total of 22 subjects— 16 
males who admitted having sexually assaulted other 
males and 6 additonal males who identified themselves 
as victims of rape. The rapists were convicted of- 
fenders referred for evaluation to the Center for the 
Diagnosis and Treatment of Sexually Dangerous Per- 
sons in Bridgewater, Mass.; the Whiting Forensic In- 
stitute in Middletown, Conn.; the Harrington Hospital 
Forensic Mental Health Program in Southbridge, 
Mass.; or the Connecticut Correctional Institution in 
Somers, Conn. The victims were either self-referred or 
referred to us by police or hospital personnel. None of 
the offenders was convicted of the sexual assault. This 
study's offender and victim samples, then, were inde- 
pendent and unrelated. 

Information about the nature of the offenses, the dy- 
namics of the assailants, and the reactions of the vic- 
tims was retrieved and recorded through interviews 
with the subjects. In addition, their available clinical 
records were examined. Informed consent was ob- 
tained from all of the subjects, and none refused to 
participate in this investigative study. 


Characteristics of the Offenders 


The offenders ranged in age from 12 to 41 years. 
Three were juveniles between the ages of 12 and 16, 
and the majority (N=13; 81%) were young adult 
males; the average age was 24. These 16 offenders sex- 
ually assaulted a total of 24 victims, who ranged in age 
from 10 to 30 (average age= 17!/2). 

Most of the offenders (N= 13; 81%) and their victims 
(N —23; 96%) were white. Three offenders and 1 victim 
were black. Only 2 assaults, involving a black offender 


The majority of the offenders (N=12; 75%) were tp- 
tal strangers to their victims. Three of the offenders 


.knew the victims casually, and 1 offender was the vic- V 


*’ fender worked. 
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tim's brother. Four offenders had codefendants; the 
other 12 һа acted alone. 

At the time of their offense all of the men in the of- 
fender sample were actively engaged in consenting 
sexual encounters or relationships. Eight men (5095), 4 
of whom were married, confined their consenting sex- 
ual activity to members of the opposite sex. Six of- 
fenders (38%), 2 of whom were married, engaged in 
consenting sexual encounters with both men and wom- 
en; 3 of these men were extremely conflicted over their 
sexual encounters with other males. Two of the men in 
this sample confined their consenting sexual encoun- 
ters almost exclusively to other men, but neither was 
committed to a permanent relationship. 


Characteristics of the Victims 


The 6 victims interviewed in this study ranged in age 
from 16 to 28 years (average age=17!/2 years). They 


were raped by men ranging in age from 16 to 30 years: 


(average age=22 years). All of the victims were 
white, as were all but 1 of their assailants. Half of 
these subjects were sexually assaulted by strangers. 
One was raped by a casual acquaintance, and 2 by 
close friends (in one case the offender was a classmate; 
in the other he was the victim's employer). One sub- 
ject was gang raped by 3 men; the rest were each sex- 
ually assaulted by 1 man. 

Three of the victims had a heterosexual lifestyle; 1 
was bisexually oriented; 1 was homosexually oriented; 
and 1 had not been sexually active before his victim- 
ization but subsequently adopted a homosexual life- 
style. 


CLINICAL OBSERVATIONS 


Combined data on 22 cases of male rape retrieved 
from both the offender and victim samples were ana- 
lyzed in regard to six major factors: access to the vic- 
tim, style of attack, type of sex acts committed, moti- 
vational components of the assault, history of sexual 
assault, and impact on the victim. 


Access to the Victim 


Men are assaulted where they live, work, travel, and 
relax. They appear to be at greater risk when engaged 
in solitary activities, such as hitchhiking. In 8 of the 
cases (36%) the victim was hitchhiking and the of- 
fender gained access to him by offering him a ride. In 1 
additional case the victim was a passenger in the of- 
fender’s car. In 8 cases (36%) the victim was engaged 
in an out-of-doors activity, such as swimming at a 
beach or hjking in the woods, when the offender ap- 
proached him, and in 2 instances the victims were 
"walking along the strget, headed for a specific destina- 
tiyn. Two other victims were in the offender's home, 
and 1 victim was a customer in the bar where his of- 
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The offender gained sexual control of his" Victifh 
through three major methods: entrapment, ірӣтійа- 
tion, and/or. physical force. In 3 cases the óffenders 
entrapped their victims by first getting them drunk and 
then taking advantage of the victim's intoxicated state 
to sexually assault him. У 


One victim, Мг. А. was at an office party and had too 
much to drink. His boss offered to drive him*home and 
passed out in the car. A short time later he awoke to find 
himself naked on the backseat being sodomized by*his 
boss. 


A more common style of attack, however, was 
through some type of intimidation. In 12 cases the of- 
fenders intimidated their victims into submission by 
threats of physical harm and/or by brandishing a weap- 
on. 


Mr. B was hitchhiking and was offered a ride by four 
men. He got into the back seat of the car, and as they 
drove off one of the men put a knife to Todd's throat and 
forced him to perform fellatio. 


An equally frequent approach was an unanticipated 
attack in which the offender approached the victim by 
suddenly striking or physically overpowering him. 


Mr. C was sleeping in his barracks when he was awak- 
ened by a man who punched him in the chest and stomach 
and choked him. He then held Mr. C's face down Оп the 
bed and sodomized him. 


Type of Sex Acts 


In little more than half of the cases (N=12; 55%) 
only a single type of sexual activity occurred during 
the offense, and in a little less than half of the cases 
(N=10; 45%) several types of sexual acts (oral, anal, 
and masturbatory) took place. In the majority of the 
assaults (N= 14; 64%) the offender sexually penetrated 
his victim in some fashion, whereas the offender ac- 
cepted penetration (that is, he performed fellatio on his 
victim) in only 7 of the cases (32%). The most common 
type of sexual act was sodomy; in 10 of the assaults the 
offender performed anal intercourse on his victim. Or- 
al penetration was the next most frequent act; in 8 of 
the cases (36%) the victim was forced to perform fel-: 
latio on his assailant. In 2 of the cases the offender 
made one victim perform sexual acts on another vic- 
tim. One case consisted of the victim masturbating the 
offender, and in another case the offender used a for- 
eign object to anally penetrate the victim. 

* What seems especially significant fs that in half of 
the cases the offender made an effort to get his victim 
to ejaculate. Two offenders masturbated their visti 
7 performed fellatio on their victims, and 2 force 
victims to fellate each other to the point of ejaculation. 
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motivational intent of the offender was analyzed 
бош the accounts and details of the offense. Five 
major Psychological components were prominent. 

1. Canquest and: control. All assaults served as an 
expression of power and mastery on the part of the 
offender. 

i Afterwards he had tears in his eyes and said something 
like, “I hope you're satisfied,” or, “I hope you got what 
you wanted," and I felt kind of funny because he was so 
upset. What was really exciting, though, was that all dur- 
ing the assault I felt in total control of him. 


2. Revenge and retaliation. In some cases of male 
rape, the offense is activated by the assailant's anger 
toward his victim and is regarded by him as a form of 
retaliation. 


I cornered him in the showers and said, You think I'm 
a punk? I’m going to prove you are what you called те.’ 
He was real scared and said, ‘‘Forget about what I said," 
and then he asked me if I wanted a hand-job. I said, 
“What do you think I am, a homo?” Then I told him, 
“You're going to give me some ass,” and I fucked him. It 
wasn't for sex. I was mad and I wanted to prove who I 
was and what he was. 


3. Sadism and degradation. For some assailants, 
aggression itself becomes eroticized, and they find ex- 
citement and gratification in the sexual abuse and deg- 
radation of their victim. 


I had the guy so frightened I could have made him do 
anything I wanted. I didn’t have an erection. I wasn’t real- 
ly interested in sex. I felt powerful, and hurting him ex- 
cited me. Making him suck me was more to degrade him 
than for my physical satisfaction. 


Sexual sadism may bé evidenced by bondage, ritual- 
istic torture, and coprophilic acts. In extreme cases it 
may lead to lust murder, but for a variety of reasons 
such male homicides may not be identified as sex-re- 
lated. 

4° Conflict and counteraction. Another component 
in some male rapes is the assailant’s attempt to punish 
the victim as a way of dealing with his unresolved and 
conflictual sexual interests. 


Mr. D, aged 20, drove around a city block where male 
hustlers cruised arid picked out a man about his own age. 
They drove to a roadside rest area and parked. “After І 
came, I dragged him out of the car and punched him out 
and called him a punk. I told him I was going to kill him. 
Then I threw his clothes out of the car and took off. I was 
angry af him. I*don't know why. At what I was doing, I 
guess, As what I was really angry at." 





. Such offenders seem caught in a bind: unable, on 
one hand, to admit their interests in sexual encounters 
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with other niales and unable, on the other hand; to 
abandon pursuing such encounters. They do not feel 
comfortable or secure with themselves in regard to 
their sexual identity or orientation. In some cases they 
project their feelings onto the victim and see him asa 
temptation. Then they become angry and attempt to 
punish him for arousing such interests or feelings in 
them. 

5. Status and affiliation. Some offenders feel pres- 
sured to participate in gang rape to maintain status and 
membership with their peers. In addition to other mo- 
tives, acceptance and recognition by one's peers be- 
comes a dynamic in group rape, and mutual participa- 
tion in the assault serves to strengthen and confirm the 
social bond among the assailants. 


History of Sexual Assault 


The current offense constituted the first conviction 
for a sexual assault for only 4 of the 16 offenders. (No 
dependable data were available in regard to the assail- 
ants of the victims interviewed). Of the 12 offenders 
who had a prior criminal record of sexual offenses, 6 
(38%) had previously committed sexual assaults 
against other males; 4 had committed sexual assaults 
against females and 2 had sexually assaulted both 
males and females. Seven of the subjects with prior 
offenses had sexually assaulted age-mates, 4 adult sub- 
jects had assaulted adolescents, and ] adult subject 
had assaulted a child. Apart from their sexual of- 
fenses, 9 of the offenders (56%) had no criminal rec- 
ord; 7 (44%) had a serious criminal history in addition 
to their sexual offenses. 


Impact on the Victim 


Male victims make it clear that 1) rape is stressful, 2) 
reporting the assault is difficult, and 3) one's lifestyle 
becomes disrupted. 

That rape is often life-threatening to male victims is 
validated through the terminology used to describe the 
rape (“I was terrified . . . thought he was going to do 
me in"). Victims experience a wide range of mixed 
emotions and disbelief (“I was flabbergasted and 
didn't know what to do"; “I wanted to kill the guy but 
in the same token was afraid"). 

The male victims felt pressured into not reporting 
the rape for several reasons: 1) societal beliefs that a 
man is expected to be able to defend himself against 
sexual assault (‘‘I don't think a lot of people believe it 
could happen. . . I'm 6'2” and weigh 220 pounds"), 2) 
the victim's sexuality may become suspect ("The po- 
lice asked me a lot of wild questions . . . reporting puts 
your masculinity in jeopardy”), and 3) telling is dis- 
tressing ("It's embarrassing to tell somegne you' ve 
been raped"). 

The disruption in male victims’ lifestyle could bé 
seen in terms of physical reactions (‘‘I couldit't eat'pr 
sleep for a while'"), psychological reactions (‘‘I think a : 
lot about it by myself’; “І had a fear of men for quite a, ` 
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ugs secial reactions (“Му friends kept asking 
what happened and I just felt they didn't believe me 
and I just got away from having friends’’; ‘‘Didn’t tell 
my, family. They are conservative and who knows 
what they would think"), and sexual changes (“Му 
sexual activity . . . ended"). 

Although male victims made concerted efforts to re- 
sume their usual lifestyle as quickly as possible (“І 
tried to get all organized. . . getto class . . . get every- 
thing done so don't get totally behind"), on long-term 
follow-up they reported unresolved issues when the 
rape was not adequately addressed as a trauma at the 
time it occurred. 


Even a couple of years after, whenever I'd feel de- 
pressed or tired or something, this whole incident would 
come back to me. I'd think .. . what could I have done to 
prevent it? 


Male victims also seemed to evidence considerable 
anger at having been raped and fantasized or planned 
retaliation against their assailants. 


I kept trying to figure out how I could get back at him. I 
thought of getting a gun and going cut to revenge myself. 


In those cases in which the offender attempted or 
succeeded in getting his victim to ejaculate, the victim 
was especially confused and concerned about this as- 
pect of the assault. 


I always thought a guy couldn't get hard if he was 
scared, and when this guy took me off it really messed up 
my mind. I thought maybe something was wrong with me. 
I didn't know what it meant and this really bothered me. 


DISCUSSION 


Since rape is commonly misconstrued to be a sex- 
ually motivated crime, it is generally assumed that 
males are unlikely targets of such victimization, and 
that when it does occur, it reflects a homosexual orien- 
tation on the part of the offender. However, the cases 
of male rape that we have had an opportunity to study 
do not lend much support to either assumption. The 
gender of the victim did not appear to be of specific 
significance to half of the subjects. They appeared, in- 
stead, to be relativelv indiscriminate with regard to 
choice of victim, that is, their victims included males 
and females, adults and children. This would tend to 
suggest an undifferentiated, or polysexual orientation. 
For the other half of these subjects, males appeared to 
be the specjfic targets of their sexual offenses. All of 
these offenders appeared to be sexually active with 
Other males, but only (2 of them led predominantly ho- 
mysexuat lifestyles, in which the selection of a male 
victim would constitute a counterpart to the selection 

*'of a female victim by a heterosexual rapist. The other 4 


tion of a male as the target of their, sexual assault cah 
be seen in part as an expression Of this Ru api as- 
pect of their lives. The victim may symbolize what 
they want to control, punish, and/or destroy; some- 
thing they want to conquer and defeat. The assault is 
an act of retaliation, an expression of power, and ah 
assertion of their strength or manhood. 

The selection of & male as a victim seemed even less 
significant than the choice of sex as the means of domi- 
nation and retribution. Rape is a complex, multi- 
determined act prompted more by nonsexual than by 
sexual motives (2). There are several close parallels 
between cases of male rape and female rape. The age 
of the offender is quite similar in both types of rape, for 
example. Adolescence and young adulthood appear to 
be times of stress that activate the potential in some 
males who are prone to rape. 

Although it is commonly believed that a male is 
powerful enough to defend himself from a sexual as- 
sault, he is in fact susceptible to the same techniques 
by which assailants gain control over their female vic- 


tims. In many cases a combination of entrapment, in- 


timidation, and brute strength were employed in the 
commission of the assault. 

A major strategy used by some offenders in the as- 
sault of males is to get the victim to ejaculate. This 


effort may serve several purposes. In misidentifying - 


ejaculation with orgasm, the victim may be bewildered 
by his physiological response to the offense and thys 
discouraged from reporting the assault for fear his sex- 
uality may become suspect. Such a reaction may serve 
to impeach his credibility in trial testimony and dis- 
credit his allegation of nonconsent. To the offender, 
such a reaction may symbolize his ultimate and com- 
plete sexual control over his victim’s body and con- 
firm his fantasy that the victim really wanted and en- 
joyed the rape. This fantasy is also prominent in the 


rape of females (8). 


As in the case of sexual assault of females, male 
rape (whether it occurs in the community or in an insti- 
tutional setting) does not appear to be motivated pri- 
marily by the need for sexual gratification. Satisfaction 
and pleasure in male rape appear to be experienced in 
the sense of power, the discharge of anger, and the 
erotization of aggression more than in sexual release. 
Offenders equate manhood with being in control, being 
aggressive, and being the penetrator in sexual acts. Of- 
fenders differ in their need for control. Some offenders 
wish to control, others to control and to degrade, still 
others to control, degrade, and destroy. Sex becomes 
an instrument of control, retaliation, degradation, and 
punishment. Ё , 

In conclusion, although we would not expe the in- 
cidence of male rape to approach that of female Т 
our culture, we believe it is not so rare an event as. 
would appear from reported incidents. We believe 
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offenders led bisexual lives but wgre соп ей ош 

their sexual involvement with other males. The splecy_ 
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existing шы EE Lom for males being re- 
Juctdnt to report rape; much as the attitude and atmo- 
sphere’ existed for female rape victims a decade ago. 
шч believe it is important for clinicians to be 
especially alert to suspected sexual trauma in males of 
all ages and to be sensitive to such victimization when 
it is reported. 
" The average age for the victims referred and inter- 
e viewed in this study was identical to that of the victims 
of the offenders interviewed. Both were 17'/2, an age 
that:represents a transition from adolescence into 
adylthood. We suspect that as males become older 


they become increasingly reluctant to acknowledge ` 


sexual victimization. Although some states have re- 
vised their criminal codes in regard to rape to include 
male victims, other states have not, and such assaults 
do not constitute rape but are dealt with as sodomy 
offenses. According to most such statutes, both partic- 
ipants in an act of sodomy are guilty of ‘‘an unnatural 
act" or “а crime against nature," and although the 
victim may persuade others that the sexual encounter 
was forced rather than voluntary, such an admission 
may lead others and the victim to feel that his man- 
hood has been tampered with. If the victim is gay, his 
sexual orientation may impeach his credibility in re- 
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gard to his victimization. Although federal guidelines 
have precluded the introduction of the fem&le victim's 
sexual reputation as a defense in rape cases, the sexual 
lifestyle of the male victim can still be used as a de- 
fense (9). As a result, then, of a combination of cultur- 
al, social, legal, and psychological issues, male rape 
remains one of the most unaddressed issues if our so- 
ciety today. 
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The Cqncept of Cultured in Psychiatric Residency жы 


BY, EDWARD F. FOULKS, M.D., PH.D. 





Diagnosis and treatment in psychiatry are heavily 
influenced by cultural factors. The author argues that 
the subject of culture warrants a place in the 
curriculum of psychiatric residency education. He 
outlines approaches to the teaching of cultural 
psychiatry that have been used successfully in several 
departments of psychiatry. He feels that although the 
medical model of understanding mental illness has 
demonstrated its effectiveness in chemotherapeutic, 
psychotherapeutic, and other treatments, the cultural 
model can often provide unique insights апа 
approaches in patient care. 





ore than in other branches of medicine, diagnosis 
M and treatment in psychiatry are never free from 
cultural factors. Clinical judgments, especially in psy- 
chotherapy, are never free from the influence of the 
therapist's cultural values. When the patient is from 
the same social class and ethnic group as the treating 
psychiatrist, therapy is often successful. Problems are 
encountered, however, when the psychiatrist attempts 
to use the standards of his or her background to eval- 
uate and treat patients from a different background. 
Psychiatry, and especially psychotherapy, can never 


be completely free of such biases. At best, psychia- ` 


trists can attempt to develop sensitivity to and aware- 
ness of cultural differences between themselves and 
certain patients and in this respect to develop an ap- 
preciation of the patient's point of view. Insight into 
another's cultural background often provides thera- 
peutic approaches that reduce the patient's misunder- 
standings and enhance a working doctor-patient rela- 
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tionship. Psychiatrists often obtain knowledge of and 
sensitivity to other cultures in their undergraduate 
education; sometimes these develop through personal 
experiences. In this paper I will argue that, in addition, 
the subject of culture warrants a place in the curricu- 
lum of psychiatric residency education. 

Culture is an important factor in many aspects of 
psychiatric practice and theory; yet faculty who are 
involved in psychiatric education have struggled with 
designing courses in cultural psychiatry that would 
prove relevant to the clinical experiences of residents 
and students. In this paper I will outline approaches to 
the teaching of cultural psychiatry that have been used 
successfully in several departments of psychiatry. The 
purpose of presenting this outline is twofold: 1) to dis- 
seminate ideas regarding unique training approaches in 
cultural psychiatry and 2) to suggest an approach to 
the development of a sequential core curriculum in 
cultural psychiatry that would apply to all four years sof 
psychiatric residency education. 

Until recently, anthropology has been only periph 
erally related to the practice of psychiatry and has 
cordingly played a small but interesting, if not exotic; 
role in education programs for residents. Residents' 
seminars centering on, for example, speculations re- 
garding the function of circumcision in primitive so- 
cieties and its relation to the Oedipus complex have 
provided intellectual delight to many programs. With 
the advent of the community mental health movement, 
many psychiatry trainees faced problems of dealing 
clinically with patients whose cultural background was 
different from their own. In this situation the relevance 
of understanding cultural values, beliefs about the 
causes of and cures for illness, differences in status, 
working in an intercultural setting, and the role of the 
psychiatrist-physician in relation to other kinds of 
healers became major problems of clinical importance. 
Cultural psychiatry, however, is not limited or rele- 
vant only to residency education in community mental 
health centers serving ethnically diverse groups; it is 
fundamental in the trzining of general psychiatrists 
working in any setting. 

Increasing efforts have been made recently in psy- 
chiatric residency education to develop an explicit cur- 
riculum. In this regard, the ‘work of thé American As- 
sociation of Directors of Psychiatry ResidencX Train- 
ing, the American Medical Association's Li son 
Committee on Graduate Medical Education, and othér. 
agencies has resulted in increasing uniformity in the 
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curribulum, and ‘tinea experience currently offered 
Эу г sidency educatfon programs. I hope that the sug- 
gestions offered in,this article will provide an impetus 
for loping a curticulum in cultural psychiatry as 
an intepral part of basic residency training in psychia- 
try. 
• In 1978 the American Psychiatric Association cre- 
ated a Task Force on Cultural and Ethnic Issues in 
+ Psychiatry under the direction of Dr. John Spiegel. 
This group is charged with heightening the awareness 


of the importance of understanding the specific cultur- - 


al, national, or ethnic backgrounds represented in our 
culturally diverse society. The task force is to empha- 
size the specifics of culturally differentiated diagnostic 
and treatment techniques for various ethnic groups. 
They are attempting to generalize and correlate a mul- 
ti-ethnic and culturally appropriate mental health ap- 
proach with other medical specialties. This group is 
also charged with conducting an inventory of the cur- 
ricula of residency training programs with respect to 
the inclusion of the subject of cultural psychiatry and 
to develop model courses and bibliographies for use in 
psychiatric residency programs in the future.! 

The need for training in this subject has long been 
recognized by residency accrediting agencies. The Li- 
aison Committee on Graduate Medical Education has 
clearly recommended the inclusion of cultural psychia- 
try in residency education: 


- ' The curriculum must include . . . sufficient material 
Nee the social and behavioral sciences, such as Psychol- 
gy, Anthropology, Sociology, to help the resident under- 
stand the importance of economic, ethnic, social, and cul- 
tural factors in mental health and mental illness. ... 
[Residents] must have experience in the care of patients 
.. . from a wide variety of ethnic, social, and economic 
backgrounds. . . . The residency program should provide 
its residents with instruction about American culture and 
sub-cultures. Many physicians may not be sufficiently fa- 
miliar with the attitudes, values, and social norms preva- 
lent among the various segments of contemporary Ameri- 
can life; therefore, the curriculum should contain instruc- 
tions about these issues adequate to enable the resident to 
render competent care to those patients from various cul- 
titral backgrounds for whom he has clinical responsibility 

in the course of his residency. (1, pp. 361-362) 


In spite of these recommendations, many training 
centers have had difficulty developing a formal ap- 
proach to the teaching of cultural psychiatry. This may 
represent difficulties inherent in the medical model of 
mental illness,’ which is sometimes interpreted as 
meaning that, for example, schizophrenia is schizo- 
phrenia and depression is depression, no matter what 
the patient's cultural background. There is, at times, 
an ethngcentric or at least a self-assured idea that an 

| icc. diagnosis determines and prescribes an inevi- 


. 


1John P. Spiegel, M.D.: Personal communication, Feb. 20, 1979. 
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table treatment process. Clinical “experience often 
demonstrates, however, that the way individuals ex- , 
perience, identify, interpret, and communicate psy- 
chic function is determined to a very large extent,by 
their culture. Furthermore, when, how, and from 
whom they seek relief, what treatments they under- 
stand and accept, and how long and to what extent 
they will comply are further functions of their back- 
ground and culture. The value of an accurate scientific 
diagnosis is diluted when a patient does not show up 
for a follow-up appointment or cannot take blue pills 
for a ‘‘cold’’ illness or feels that the malady is caused 
by being out of grace with God. 

Psychiatry training programs need to devote more 
attention to formalizing cultural factors in patient care 
and management. An increasing awareness of the plu- 
ralistic nature of our society has brought many of these 
issues to the fore. In addition, the advent of the com- 
munity psychiatry movement, with its increased 
awareness of minority group issues, has brought a spe- 
cial focus on the practical relevance of the concept of 
culture in providing health and mental health services 
to these populations. 

Culture plays a major role in shaping how people 
think, behave, and feel. Culture determines how and 
by whom children are raised, how they are cuddled 
and fed, how they acquire rules of behavior, how they 
are punished, and how they learn about sex, gender 
roles, and marriage. Culture may affect personal psy- 
chology and shape character. Culture provides stan- 
dards and values according to which one evaluates the 
self, one's group, and outsiders. Culture provides 
guidelines and rules for recognizing or diagnosing 
emotional illness and for its management and, some- 
times, treatment. When psychiatrists raised in one cul- 
ture encounter people raised in another, some conflict 
and misunderstanding may result regarding many is- 
sues, such as how children should be raised, rules of 
behavior, gender roles, marriage patterns, standards 
and values for evaluating self and others, and how 
mental illness is perceived and dealt with (2). ~ 


CURRICULUM APPROACHES 
Cultural Sensitivity Groups 


Sensitivity and insight into one’s own attitudes, re- 
actions, and biases toward others have always been 
important aspects of residency training. Many resi- 
dents seek or are directed to their own therapy or per- 
sonal psychoanalysis to gain a better understanding of 
themselves and to increase their degree of objective 
empathy with their patients. In a paper prgsented at a 
conference at Boston University in April 1979, Charles 
and Elaine Pinderhughes proposed the usefulness: of 
cultural sensitization and introspection in psychiatric 
residency training through the use of special short- 
term sensitivity groups in which each member is given Y 
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the opportunity to talk about and explere his or her 
own ethni#background and assumptions as well as the 
stereotypes attributed to other ethnic groups. Actively 
exploring one's own cultural heritage with its unique 
values often brings to the fore many attitudes toward 
members of other ethnic groups that had been implicit 
іп thought and action but out of the resident's aware- 
` ness. The group experience is designed to render resi- 
dents more sensitive and appreciative of differences 
between their own culture and that of their patients 
and others. As is usually the case with sensitivity 
groups of any kind, the group leader should be from 
outside the institution. Groups could be formed as a 
special retreat or for a short time and could use a vis- 
iting consultant whose purpose would be to create 
awareness of class and cultural stereotyping. 


Didactic Courses and Their Content 


Favazza and Oman (3) outlined major works in cul- 
tural psychiatry that relate the concept of culture to 
the practice of psychiatry and psvchiatric theory. The 
Scope of these studies inclüdes 1) cross-cultural com- 
parisons, 2) emics versus etics (culturally defined with- 
in-group definitions versus categories imposed by 
Western science), 3) subjective culture, 4) culture and 
personality, 5) culture, mental health, and mental ill- 
néss, 6) the culture of mental hospitals, and 7) folk be- 
liefs and rituals, which include folk classifications and 
etiology of mental illnesses, folk diagnosis, folk treat- 
ments, and folk healers, and 8) psychiatric epidemiol- 
ogy. 

In an effort to structure a course in cultural psychia- 
try, residency programs in Canada have developed a 
set of educational goals and objectives that includes the 
contributions of the sociocultural disciplines to psychi- 
atry (4). The final objectives determined most relevant 
to residency education included the following: 

1. To attain an understanding of some of the con- 
cepts of culture and the idea that cultures have arrived 
at a variety of greatly diverse solutions to the problems 
af survival and the achievement of satisfaction. 

2. To learn the range and diversity of marital and 
family patterns across cultures and the ecological 
forces that may determine them. 

3. To have an awareness of some of the research 
concepts related to the mental health aspects of cul- 
ture change and migration. 

4. To become familiar with some of the main con- 
cepts and terms used by sociology when considering 
psychiatric phenomena. 

5. To attain an understanding of what social class 
means and how it may be related to psychiatric dis- 
orders, psyghiatric treatment, and the attitudes of psy- 
chiatrists. 

*.6. To become famjliar with research findings con- 

cerhing relationships between various ecological fac- 

tors and differential rates and patterns of psychiatric 
2 ' disorders. 
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7. To attain an awareness of some of ne of ' 


studies concerning the social systems of psych trig 


wards and the implications of these findings Yor ré- 
form. e 

8. To have an awareness that all cultures £enesate 
psychiatric disorders but that their forms may vary 
from culture to culture in a way that is linked to cultur- 
al symbols, belief systems, or modal personalities. " 


- 9. To learn that the prevalence, age of onset, dura- . 


tion, and outcome of psychiatric disorders may vary 
across cultures and that variations are ofter best ex- 
plained in cultural terms. 

This outline, with accompanying enabling objec- 
tives, provides the initial framework for a basic sci- 
ence course in cultural psychiatry for residents. Such a 
course would obviously be more theoretical than clini- 
cal but would have application and relevance to the 
field of psychiatry. Further topics that might be devel- 
oped in a basic science didactic course include medical 
anthropology (5), basic theoretical approaches to un- 
derstanding disease and illness (6), social integration 
and disintegration in relation to psychiatric symptoms 
(7), sociocultural change, modernization, and psychi- 
atric disorder (8), poverty and psychiatric disorder (9), 
stress, coping, and adaptation in relation to class and 
ethnicity (10), alternative healing systems (11), and 
cross-cultural issues in psychiatric assessment and 


‘comparative studies of traditional healing and its re 


treatment (12, 13). A focus of the course should ck 


tionship to psychotherapy, indigenous drugs and the 
use of special states of consciousness, and cross-c 
tural epidemiological studies of mental illness. Cüftur- 
al influences on cognition, affects, and coping process- 
es should be studied as they influence culture-bound 
syndromes and manifestations of psychosis, depres- 
sion, and dissociative states. Videotapes and movies 
of healing rituals, trance states, and shamans' per- 
formances such as those developed by Simons? might 
prove useful in this regard. 

The Society for Medical Anthropology has recently 
published a curriculum guide of undergraduate, gradu- 
ate, and medical school courses in medical anthropolo- 
gy (14). Training programs, in liaison with colleges or 
universities, could provide opportunities for residents 
to take courses in sociology and anthropology. Inter- 
ested residents might pursue formal graduate work to- 
ward a master's degree or doctorate when this could 
be conveniently integrated with clinical rotations. 


Field Experiences 


Residents learn material best when it is closely re- 
lated to clinical experience. Therefore, it would be 


ideal if a didactic course in cultural psychiatry were 


accompanied or followed by an oppoftunity to apply 
the knowledge to a clinical setting. In a paper \present- 


2Ronald P. Simons: “Floating in the Air, Followed by the Жа” 
(16 mm. sound-color film). Gunter Pfaff, filmmaker. Indjana Univer* 
sity Audiovisual Services, 1974. Б 


ie. Ed AND RESIDENCY EDUCATION 


< 


‘ed a Boston Uhiv rsity School of Medicine i in April 
97% Alexander Lelehfon proposed guidelines for de- 
Velopitig clinical applications of cultural psychiatry. 
Suclexperiences aré intended to provide the resident 
with an"'understanding of culture and cultural process- 
es. Leighton's recommendations were to develop a 
curriculum in cultural psychiatry that would foster, 
among other things, learning to interview with a reluc- 
. tance to make assumptions based on one's own values 
without collaboration from the patient and learning to 
be sensitive in the interview to one's own cultural as- 
sumptions that might inhibit, embarrass, or intimidate 
the patient. 

Curriculum development should proceed first by 
identifying an ethnic group often encountered in a clin- 
ic situation and then reading scientific literature rele- 
vant to that group. Residents should spend time ac- 
quiring the language or idiom of that group with some 
fluency, or at least learning about the language. They 
should enter relationships and friendships with people 
representing the culture (for example, they could ar- 
range to live with or visit families from the culture). 
Residents might also be assigned to obtain from se- 
lected members of the cultural group the story of their 
lives; ideally, both men and women and young and old 
individuals should be interviewed. Some programs 
have provided opportunities for interested residents to 
spend time working within another culture in a foreign 
k rural area. 


bud Groups 

n^Philadelphia we have extended seminars through- 
out the entire four years of residency training by of- 
fering an elective weekly study group in cultural psy- 
chiatry. The group is composed of Anglo and Hispanic 
residents, staff psychiatrists, psychologists, social 
workers, and other therapists who work in clinical set- 
tings that serve a predominantly Puerto Rican popu- 
lation. Special topics related to clinical care, such as 
family structure, the role of women, eating behavior, 
management of acute excitement, and problems of in- 
tercultural psychotherapy, are subjects for ongoing 
discussion, study, and research. 


Clinical Experiences 


If cultural psychiatry is to attain a high level of edu- 
cational importance to residents, it should be directly 
linked to the problems they encounter in the actual di- 
agnosis, treatment, and management of psychiatric pa- 
tients. Psychiatric residents should treat some patients 
from cultural bàckgrounds other than their own. Spe- 
cial problems in the treatment of these patients are of- 
ten encountered. Initially, the psychiatric resident 
might profit from supervised experiences in inter- 
viewing/mentally ill patients from cultures other than 

- his.orfier own. Supervision of interviewing should fo- 
си on developing a style that is as free as possible 
from implications or subtle slips reflecting cultural 
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biases or bikie or racial оне Cultural dif- 
ferences between clinician and client often generate 
many misunderstandings in both parties. True under- 
standing of one another is made difficult not only by 
possible language barriers but also by the use of dif- 
ferent body postures and expressions, the holding of 
different value systems, and the different mades used 
to communicate distress and affect. 

The Anglo clinician might consider obesity in a 
Puerto Rican woman as a sign of emotional problems, 
but if the woman is married she might feel a certain 
pride and strength in her weight because it means she 
is a complete woman. What is considered an ataque de 
nervios in Puerto Rican culture, an expression of so- 
cial (usually marital) turmoil, might be misinterpreted 
by an Anglo clinician and misdiagnosed as an acute 
schizophrenic episode. The fact that a native Ameri- 
can patient does not reply to questions about how his 
mother or father might think or feel, which might be a 
manifestation of the patient's high regard and respect 
for his elders, might be interpreted by a non-native- 
American clinician as an inability to empathize with 
the feelings of his parents. The Western clinician treat- 
ing the Asian-American patient might interpret com- 
plaints of belching in the absence of organic pathology 
as hypochondria. The patient, on the other hand, 
might be expressing the loss of ch’i (‘life energy") and 
might more accurately be considered depressed. The 
American clinician treating a patient from a Middle 
Eastern background might also be impressed with the 
high degree of hypochondriasis, particularly com- 
plaints regarding the area of the heart, and not fully 
appreciate that the patient is directly communicating 
depression. The locus of affect in many people from 
Iran, for example, is in the heart and not in the mind. 

The congruence of the patient's explanatory model 
of iliness in relation to the clinician's explanatory mod- 
el of illness often creates misunderstandings that inter- 
fere with adequate treatment. Patients who believe 
that the cause of their problems and illness lies outside 
of themselves and their control are often considered as 
lacking insight and not easily reached in psychothera- 
py. Implicit in this situation is a real difference be- 
tween. the patient's model of illness and the physi- 
cian's model of illness. One maintains that the locus of 
causation is in the social situation or in the environ- 
ment, the other that the locus of causation is within the 
psyche of the patient. The converse situation also oc- 
curs in psychiatric practice. Patients feel that the 
causes of their problems are in their childhood experi- 
ences or in their current manner of relating to others 
and do not want to be "drugged, " but the physician 
recognizes symptoms of manic-depressive illness and 
prescribes lithium. 

Noncongruence of explanatogy models often leads 
to impasse in therapy and noncompliance and réin- 
forces patients' stereotypes of clinicians and clini- 
cians' stereotypes of patients. Many difficulties en- 
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countered,in psYchiatrié treatment relate precisely to 
the differences between the scientific medical model of 
diagnosis and treatment of disease based on the reali- 
ties of our modern empirical world versus other mod- 
els of the world and. human emotion and functioning 
that are often found in our patients. Many of these 
models аге not fully translatable into the medical mod- 
el. In fact, many are difficult for the physician to fully 
understand. At best, by explicating these models to 
their fullest, we should be able to appreciate the power 
of culture in determining what the patient feels is an 
illness, whom he calls on for help, and what modes the 
patient uses for treatment and in explaining why the 
patient will or will not comply with prescribed psy- 
chiatric treatments. 

When folk models of medicine are at gross concep- 
tual variance with standard psychiatric models, true 
understanding in the doctor-patient relationship will be 
precluded and treatment will be made more difficult. 
Cultural psychiatry provides possibilities for informed 
negotiation and for more efficient implementation of 
medical treatments in such populations. If the cogni- 
tive realities of the folk system are well understood, 
aspects of the folk system might actually be fruitfully 
used and incorporated into the delivery of adequate 
medical treatment. When discrepancies exist between 
the folk model and the medical model, programs might 
be instituted to better acquaint patients with the medi- 
cal model—to attempt to transform their systems to 
correspond more with those with which we are more 
familiar. 


Other Suggestions 


A list of psychiatrists with expertise in treating pa- 
tients from certain ethnic groups might be developed 
for purposes of special consultation or supervision. A 
more comprehensive consultant list might include cli- 
nicians from institutions other than the principal train- 
ing program. 

The works of Kleinman and associates (6, 15), Fa- 
brega (16), Snow (17), and others in medical anthropol- 
ogy provide a theoretical framework for designing ef- 
fective therapeutic approaches in cultural psychiatry. 
These approaches focus on the effect on diagnostic 
and therapeutic processes of patients’ conceptions of 
their illness, the psychosocial problems associated 
with their illness experience, patient requests and ex- 
pectations from specific clinical interactions, and ne- 
gotiations aimed at establishing therapeutic goals. 
These approaches have been found particularly useful 
to residents doing hospital consultation-liaison with 
patients with nonpsychiatric illnesses. 

Grand rounds might include detailed presentation of 
both psychiatric and sociocultural aspects of the pa- 
tient’s life situation. Formal discussants could include 
a‘Sociolegist and/or an anthropologist. 

A journal club could discuss journals that focus on 
ad cultural psychiatry. Important journals in this field 
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currently шиде Transcultural Psychiatry Research ` 
Review, Culture, Medicine and Psychiatry, Socid! Sci 
ence and Medicine, the Journal of Operational Psychi- 
atry, the Internationa! Journal “of Social Psygiiatry, 
Ethos, the Journal of Cross Cultural Psychology» the 
Journal of Nervous and Mental Diseases, the Journal 
of Psychological Anthropology, and the Psycho- 
analytic Study of Society. s 


MODELS OF MENTAL ILLNESS x 


Three models of understanding mental illness the 
medical, the cultural, and the ethnopsychiatric —are 
fundamental to a curriculum in cultural psychiatry. I 
recently discussed these models in another paper (18). 
The medical model assumes basic biological and cog- 
nitive universals and uses the diagnostic categories fa- 
miliar to psychiatry, the. cultural approach centers on 
the various manifestations of psychiatric disorders in 
different societies, and the ethnopsychiatric approach 
attempts to discover the folk classifications that are 
based on the particular realities and world view of a 
certain cultural group. The clinical value and informa- 
tion derived from each of these approaches is often 
quite different. However, from a clinical perspective 
each may provide unique approaches to the alleviation 
of a patient's symptoms. 


The medical model has demonstrated а" 


іп chemotherapeutic, psychotherapeutic, and of 
treatments of mental disease. The cultural Dole 
vides recognition of basic psychiatric disorders óccur- 
ring in the context of culture and manifested in unique 
and culturally stereotyped ways. The ethnopsychiatric 
model provides an approach that is concerned with de- 
fining what is wrong from the patient's point of view 
and giving these concerns an important position in de- 
veloping a treatment plan. This model also provides 
for consultation and liaison with healers and others 
from the patient's community in delivering treatment 
and follow-up care. 
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Beyond the Superego 


hat small child has not said to his parents, ‘‘It’s not fair"? Parents them- 
W selves can be heard to remonstrate with their young children, ‘‘Now, be 
fair!" or, on the other hand, “Life isn’t fair" Both children and parents seem to 
know what each other means by ''fair" —each tacitly agreeing to the concept of 
equitable treatment. Boszormenyi-Nagy and Spark have described in Invisible 
Loyalties (1) how parents act on the basis of their notions of fairness, which derive 
from their own experiences of just and unjust treatment. These legacies of trans- 
generational justice are passed on wittingly or unwittingly—perhaps leading to 
unfair or unrealizable claims on their offspring. 

In ‘‘Trust-Based Therapy: A Contextual Approach," which appears in this is- 
sue of the Journal, Boszormenyi-Nagy and Krasner assert that intrafamilial trust 
is the basis of mental health and the foundation of psychotherapy, a radical shift in 
our current thinking. Their implied assertion that an important aspect of human 
relating is an intuitive sense of justice is akin to John Rawl’s definition of ‘‘justice 
as fairness” as a basis of the social contract. This article—a summation of work 
with families over many years—integrates the insights of psychoanalysis and the 
concepts of systems theory as applied to families but proposes a more inclusive 
scheme based on intrafamilial ethics. 

The ethical dimension that Boszormenyi-Nagy and Krasner emphasize is nei- 
ther the superego of the Freudian model nor the traditional morality of religion. 
The authors refer to this dimension as ‘‘merited trust’’; it refers to the long-term 
balance of fairness between the generations and within couples and derives from 
the existential fact that human beings are born into some form of the family and, 
inevitably, must come to terms with what they deserve, can expect to receive, and 
what is expected of them within that institution. 

People act in ways they expect will gain them reciprocal behavior in return, and 
when they are treated in ways that they feel their past behavior has not merited, 
they feel treated unjustly. The bond of trust has been broken and the con- 
sequences are often mental ‘‘ill health.” Parents expect to be and feel accountable 
to both their children and society for their treatment of them and in turn expect a 
certain loyalty from their children. Children do feel and act ‘‘loyal’’ to their par- 
ents—whatever forms this loyalty assumes. Uniquely among psychiatrists, Bos- 
zormenyi-Nagy and his collaborators have observed, investigated, and ‘‘treated”’ 
the twisted and fractured bonds of trust within families. We agree that a sense of 
justice is a dimension of human affairs which transcends individual psychology 
and is the relational matrix within which people seek and find value in their lives. 

Researchers such as Bowlby have given us ample documention that ''attach- 
ment” is a fact of human existence. Students of object relations have provided 
clinical data and explanatory theories to this effect, perhaps best expressed by an 
abused child patient of Fairbairn's who said, when asked if she wanted a ‘‘new, 
kind mummy,” ‘‘No, Lwant my own mummy” (2). It is a human characteristic 
that we do have and need relationships and that each of us judges the ethical 
«quality of these relationships. 

The work of therapy is a “pragmatic strategy.” It consists of identifying the 
remaining resources of trustworthiness in troubled families and disentangling the 
“invisible loyalties” that have perhaps come to be expressed in distorted ways. 
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~ ` However, that parents are ‘‘accountable’’ to their children and that children are 


“Joyal” to their parents is accepted as a basic premise, whatever way these loy@l- 
ties are expressed. 

Just as parents are accountable to their children, фар are accountable to 
their patients and to the significant others who will be affected by changes in one 
individual. Therapists cannot be neutral but must rather be partial in a ‘‘multi- 
directional way’’—hearing each family member's claims on his or her own terms 
Primary relationships and loyalties continue even if actual relationships with par- 
ents and grandparents have been severed. They are based on ‘‘roots in common." 
These are not substitutable by any other relationship and ''contribute to an indi- 
vidual's uniqueness." Second, common bonds constitute an ‘‘ethical claim" re- 
quiring that relationships remain in fair balance and that trust be merited and 
maintained. Therapists have the opportunity to help a family to restore its unique- 
ness and integrity. 

What is important about this article is that it makes us sit up straight and reex- 
amine certain assumptions as we go about our work. It asserts that human beings 
are "entitled" to and do deserve a modicum of fairness, that '*mutual trust” 
based on consideration and caring accumulates ‘‘merits,’’ and that ‘‘merits’’ accu- 
mulated deserve to be recognized and repaid over the long term. This does not 
imply that life will always be ‘‘fair’’ in the short run or that people are ‘‘entitled’’ 
to all that they might wish. It does, however, maintain that long-term bonds of 
familial trustworthiness help people through periods of unfairness. It denies ‘ће 
trap of the contemporary observer of human relationships: in this view repayment 
of obligations emanating from procreation is optional and depends on the partici- 
pants’ feelings and a variety of power manipulations." 

Some questions come to mind: How does love enter the picture? What of giving 
that is motivated by the wish to give pleasure to someone one loves? Perhaps the 
authors are implicitly suggesting that the unconditional love between parent and 
child or in marriage exists as an aspect of roots in common while ‘‘merited’’ trust 
is a broadened conception of the semiconditional love of adult life. The com- 
plexities of how these dimensions of trust and love are worked out in human 


: families need further elaboration. 


In conclusion, however, we feel that this approach to helping people should 
enrich the work of all therapists, whether they choose to see individuals or fami- 
lies, and, we hope, further the already visible movement toward integration and 
an end to sectarian squabbles. It behooves all therapists to consider seriously their 
patients’ ‘‘loyalties’’: it suggests that even in work with individuals the enduring 
value of the individual’s family and social context must be appreciated or therapy 
may be merely temporarily palliative or even destructive. The overriding implica- 
tion is that civilization and decency in human conduct need not be a repressive 
force but can be, and often is, a liberating source of mental health and creativity. 
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Effect of Anticonvulsants on Plasma Haloperidol and 


Thioridazine Levels 


BY MARKKU LINNOILA, M.D., PH.D., MATTI VIUKARI, M.D., KYOSTI VAISANEN, 


AND JUHANI AUVINEN, M.SC. 





Patients who had therapeutic plasma levels of 
phenobarbital andlor diphenylhydantoin had 
significantly lower plasma levels of haloperidol and 
mesoridazine, the active metabolite of thioridazine, 
than patients who did not receive anticonvulsants. 
Plasma thioridazine levels per se were not affected by 
concomitant anticonvulsant treatment. Biperiden, an 
antimuscarinic, antiparkinsonian agent, did not affect 
the plasma levels of these three neuroleptics. 


henobarbital and diphenylhydantoin are well- 

known inducers of the cytochrome P44, enzyme 
system of the liver (1), which is responsible for the 
biotransformation of many drugs and hormones (2). 
The significance of the induction of this enzyme sys- 
tem for the metabolism of most psychotropic drugs has 
not been studied in man. 
= Neuroleptic drugs are initially transformed mainly 
by the cytochrome Ре system in the liver (e.g., halo- 
peridol) or both Р in the liver and the intestinal sul- 
foxidase, a different species of cytochrome Р (e.g., 
chlorpromazine and thioridazine) (3, 4). Therefore, the 
rate of metabolism and the plasma levels of different 
neuroleptics may be differentially affected by the in- 
duction of the cytochrome Ре system of the liver. 
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Since the. steady-state plasma levels of neuroleptics 
are probably related to the antipsychotic potency of 
these drugs (5), knowing the effects of enzyme induc- 
tion on the plasma levels of neuroleptics in man is clin- 
ically important. 

In the present study we investigated the effecte of 
concomitant treatment with phenobarbital and/or ©. 
phenylhydantoin on the steady-state plasma level 
haloperidol, thioridazine, and thioridazine's actiy 
metabolite, mesoridazine (6). -—' 


METHOD 


The subjects were 30 mentally retarded patients (21 
men and 9 women) from Vaalijala Hospital (range of 
WAIS IQs, 50-70) who suffered from agitation or ag- 
gressive outbursts that were severe enough to be 
treated with high doses of neuroleptics. Nine patients 
(7 men and 2 women; mean age, 23.3+4.4 years) who 
had a grand mal seizure disorder required anti- 
convulsant medication; 2 received phenobarbital, 3 re- 
ceived diphenylhydantoin, and 4 received a combina- 
tion of these drugs. All the other patients (7 women 
and 14 men; mean age, 26.8+7.4 years) required no 
anticonvulsant medication. All patients had been in 
Vaalijala Hospital for a minimum of 3 months and re- 
ceived a regular hospital diet. No medication other 
than the anticonvulsants, the neuroleptics, and an anti- 
muscarinic, antiparkinsonian drug were used during 
the study. Patients consented to participate in the 
study, which was accepted*by the committee of clini- 
cal investigations at Vaalijala Hospital. 

The experiment was designed as a double-blind . 
crossover, with 2-week washout periods between the 
treatments with psychotropics, which were adminis- 
tered in a random order. The duration of the treat: 


HALOPERIDOL, AND THIORIDAZINE И 
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was % weeks: each. The dose was increased to 
МЕ maintenance level-during the first week. 

We ihvestigated haloperidol, 10 mg t.i.d., thiorida- 
zine, 200 mg t.i.d., and placebo, all of which were ad- 
ministered in tablets with similar dissolution rates and 
identical appearance and taste. Biperiden, 2 mg t.i.d., 
was added to the regimen of 11 patients (mean age, 
25.7+8.3 years, mean weight, 61.65 14.1 kg) at the dis- 

-cretion of the clinical investigator when patients exhib- 

ited extrapyramidal symptoms; 19 patients (mean age, 
25.5:-7.6 years; mean weight, 54.52: 10.8 kg) were not 
given biperiden. 

Blood samples (5 ml) for the measurement of the 
anticonvulsants and neuroleptics were drawn from an 
antecubital vein at 8 a.m. on the 14th, 28th, and 42nd 
mornings, 11 hours after the previous drug dose. 

Plasma levels of anticonvulsants were quantitated 
by use of a routine gas chromatographic procedure (7). 
Haloperidol was measured with gas chromatography 
(8). Thioridazine was quantitated fluorometrically (9), 
and the level of mesoridazine was calculated by sub- 
tracting the thioridazine level from a fluorometrically 
measured combined level of thio- and mesoridazine 


(10). Significance levels were determined by analysis - 


of variance. 


RESULTS 


The mean (+80) anticonvulsant plasma levels of the 
9 patients requiring such medication were within the 
established therapeutic ranges for diphenylhydantoin 
(12.0+5.1 g/ml) and phenobarbital (16.4+4.1 g/ml). 
They were not affected by the concomitant administra- 
tion of haloperidol or thioridazine. 

On the contrary, mean (X SD) haloperidol levels on 
the 14th, 28th, and 42nd mornings were 5.9+6.4, 
6.63.2, and 19.45 5.7, respectively, in the patients re- 
ceiving anticonvulsants and 9.9+6.8, 23.2+9.8, and 
36.6+16.5 ng/ml in the patients not on anticonvul- 
sants. The patients receiving anticonvulsants had sig- 
nificantly lower plasma haloperidol levels on day 14 
(p<,05) and on days 28 and 42 (p<.001). 

Plasma thioridazine levels were not significantly dif- 
ferent between the two groups. The patients taking 
anticonvulsants had mean plasma thioridazine levels 
of 210+ 130, 430:- 220, and 580+280 ng/ml on days 14, 
28, and 42, respectively, and in the patients not taking 
anticonvulsants they were 360:-230, 5202210, and 
650+260 ng/ml. , 

Mean plasma mesoridazine levels in the patients 
taking anticonvulsants were 1250+580, 21702-1070, 
and 2310+ 1070 ng/ml on days 14, 28, and 42, respec- 
tively, and in the patients not taking anticonvulsants 
they were 2230+ 1200, 2870— 1110, and 3080 1100 ng/ 

'ml..The patients taking anticonvulsants had signifi- 
cantly lower plasma mesoridazine levels on days 28 
and 42 (p.05). 
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Biperiden did not affect plasma levels ofthe neuro- 
leptics. Mean plasma haloperidol levels in {Ае patients 
taking biperiden were 9.22+5.67, 16.50+12.33, and 
27.82+20.23 ng/ml on days 14, 28, and 42, respective- 
ly, and in the patients not taking biperiden they were 
8.3847.50, 19.18-10.95, and 31.21-16.97 ng/ml. In 
patients taking biperiden mean thioridazines plasma 
levels were 350+ 100, 540—230, and 680-270 ng/ml on 
days 14, 28, and 42, respectively, compared with 
290+ 230, 460-210, and 600-260 ng/ml in the patients 
who were not. Mean plasma mesoridazine levels 
on the 14th, 28th, and 42nd days were 910-760, 
2510-1100, and 2600-1160 ng/ml, respectively, in 
the patients receiving biperiden and 18801380, 
2630+ 1130, and 3060+ 1330 ng/ml in those not receiv- 
ing biperiden. 


DISCUSSION 


We found that concomitant anticonvulsant medica- 
tion significantly reduced the plasma levels of halo- 
peridol (p<.001) and mesoridazine, the active antipsy- 
chotic, sulfoxide metabolite of thioridazine (p<.05) 
compared with an age- and sex-matched patient popu- 


ation with similar mental disorders and diets. Thio- 


ridazine levels did not differ significantly between the 
groups. Haloperidol doses need to be increased 200%- 
300% and mesoridazine doses 2596-4096 (assuming lin- 
ear kinetics) in patients on anticonvulsants to produce 
plasma levels comparable with patients not on anti- 
convulsants. К 

This pharmacokinetic report is part of an investiga- 
tion to elucidate the necessity of chronic high dose 
neuroleptic medication to control agitation and aggres- 
sion in an institutionalized mentally retarded patient 
population. The rationale for choosing haloperidol and 
thioridazine was to provide a comparison between a 
drug that was relatively free of autonomic nervous sys- 
tem side effects but had a significant potential to in- 
duce extrapyramidal symptoms and a drug that had the 
opposite pharmacologic profile. 

The lack of an effect of anticonvulsants on plasma 
thioridazine levels may indicate that the sulfoxidation 


"of this drug, which leads to the formation of mesorida- 


zine, is the rate-limiting step of its biotransformation in 
man. The same step is probably rate-limiting also in 
the biotransformation of chlorpromazine (11). A given 
plasma level of mesoridazine is likely to have more 
neuroleptic activity than thioridazine because meso- 
ridazine has a low degree of binding to plasma proteins 
(12). High levels of this metabolite are produced dur- 
ing oral therapy with thioridazine; therefore, it may be 
worthwhile to increase the dose of thioridazine in pa- 
tients taking anticonvulsants whe do not respond td a 
usual dose of the neuroleptic. 

Earlier findings that trihex phenidyl, lithium, and, 
aluminum ion (13-17) lowered asma chlorpromazine, . 

\ 
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levels could not be extended to the combinations of 
biperiden 4nd haloperidol and biperiden and thiorida- 
zine in this study, perhaps because haloperidol is not 
sulfoxidated in the intestinal wall and thioridazine per 
se is a potent antimuscarinic agent (18). The anti- 
muscarinic potency of thioridazine may be strong 
enough *o abolish any effects of biperiden on gastric 
motility, the slowing of which by trihexyphenidyl, lith- 
ium, and aluminum has been suggested as the cause of 
the reduced bioavailability of chlorpromazine (13-17). 

We conclude that anticonvulsants profoundly re- 
duce plasma levels of neuroleptics whose biotransfor- 
mation is primarily dependent on the cytochrome Р, 
enzyme system in the liver. To sustain therapeutic 
plasma neuroleptic levels, patients taking anticonvul- 
sants may require doses of haloperidol that are 200%- 
30026 higher than those required by patients not taking 
anticonvulsants; for patients taking mesoridazine and 
anticonvulsants, a 2095-4096 dose increment of the 
neuroleptic may be required. The effect of anti- 
convulsants on haloperidol is similar to their effect on 
tricyclic antidepressants, which have been reported to 
induce low plasma levels in patients taking phenobar- 
bital (19). 
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Each year as many as one out of four medical students 
experience sufficient emotional pain to seek 
psychiatric consultation. In many cases the 
precipitating stress relates to specific stresses 
associated with the phase of training. In the third year 
increased clinical responsibility may evoke feelings 
centered on caretaking, sexuality, and aggression that 
cannot be contained by an as yet fragile emerging 
professional identification. The authors present four 
case histories of third-year medical students to 
illustrate the complex interaction between family 
background, motivations to enter medicine, and the 
specific patient experience that resulted in sufficient 
distress to require psychiatric consultation. 





ы s many as one-quarter of medical students seek a 
fom consultation before graduation from 
е ч school (D). Although students' reasons for 
seéing a psychiatrist differ, each year of medical 
school has distinctive patterns of stress (2). Character- 
istically, first-year students experience anxiety or de- 
pression in response to confronting a mass of informa- 
tion that cannot be learned in its entirety. This situa- 
tion contrasts with the student's earlier undergraduate 
experience, in which specific guidelines were provided 
regarding the material to be mastered. Alternatively, 
the student finally in medical school may feel free for 
the first time to question his or her motivation for en- 
tering medicine. In the second year, the student's ini- 
tial experiences with death and pathology often result 
in hypochondriacal fears and preoccupation. In the 
third year, patient contact often provokes a crisis re- 
lated to issues of intimacy and closeness. Increased 
responsibility and anticipation of yet greater responsi- 
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bility may produce sufficient emotional discomfort in 
fourth-year students to result in a psychiatric consulta- 
tion. 

Although this phase-related scheme is of some val- 
ue, its application requires caution. The interaction be- 
tween premorbid personality and the stresses of a par- 
ticular year may not be simple. This scheme does, 
however, draw attention to the possible importance of 
school experiences to a student's request for psychiat- 
ric help (3). 

In this paper we will describe four medical students 
who received treatment during their third year. Our 
purpose is to focus on the complex interactions be- 
tween premorbid personality, life experience, and the 
particular stresses of the clinical year of medical 
school. 


CASE REPORTS 


Case 1. Mr. A, a 27-year-old man, sought treatment after 
receiving a low but passing mark in medicine that severely 
depressed him because it seemed unfair. He emphasized that 
the grade did not reflect his devotion to patients. In particu- 
lar, he described intense involvement with a preadolescent 
female patient who had leukemia; he said that unlike other 
students he was spending an extraordinary amount of time 
with his patient, and at times could not study or complete 
written work because of a need to see how she was doing. 

Initially treatment focused on Mr. A's belief that he was 
entitled to special treatment despite his not having accom- 
plished the expected work. This expectation was related to 
his becoming the ‘тап of the house” at age 10 when his 
father died. His wish to become a physician also appeared 
then, partially as a result of an identification with a well- 
known uncle. This feeling of entitlement was accompanied 
by intense guilt, which Mr. A began to appreciate when he 
realized that he frequently provoked people in authority to, | 
reprimand him. 

After mentioning that he had once again unknowingly pro- 
voked an attending physician, Mr. A reported the following 
dream: ''I have a bar in my head. It extends from temple to 
temple. It is removed by a plastic surgeon in the OB-GYN 
operating suite." Mr. A associated the bar in pis head with 
the devil's horns and related the dream to his belief that he 
was ап evil person with evil wishes. The psychiatrist sug- 
gested that perhaps the horns represented sexual wishes tmd 
that his need to punish himsel&for them might have been 
responsible for his having provolled the attending physiciart « 
to rebuke him. Mr. A became silekt and then X “I guess'I* 


і 
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might as мей tell yòu.” He reported an encounter with an 
11-year-old @irl whom he had befriended that had sexual 
overtones which disturbed him. , 

Мг. A justified his interest in the girl on the basis of his 
wish to become a specialist in adolescent medicine. In sub- 
sequent sessions it emerged that during his adolescence he 
had become overwhelmed by intense sexual feelings toward 

B $ B Н Mid 2 . 
his younger sister. Reaction formation toward these feelings 
emerged as a central determinant in his decision to become a 
physician. Being closer to this goal during his medical clerk- 
ship intensified these latent sexual urges and the guilt attend- 
ing them. This intensification resulted in his symptomatic 
preoccupation with caring for the young female patient, 
which resulted in his neglecting his academic work and seek- 
ing therapy. 


Case 2. Ms. B, a 27-year-old engaged woman, had an in- 
tense anxiety reaction during her psychiatry clerkship. The 
precipitant was not clear. As treatment proceeded Ms. B 
spoke of her wish to be a ‘‘superwoman.”’ By this she meant 
that she should be very successful as a wife and mother as 
well as a physician. The anxiety attack occurred while she 
was caring for a patient whose mother was a professional. 
She feared that her own professional strivings might result in 
her proving to be an inadequate mother. Her own mother 
had abandoned a promising career to devote herself to rais- 
ing a family and Ms. B felt that a woman's primary responsi- 
bility was her family and that only men were entitled to a 
profession. This conflict over role also appeared in the se- 
vere crisis she had had in choosing her specialty. She wanted 
to be a cardiologist but felt that a woman should be a psychi- 
atrist. 

While on a medicine rotation, Ms. B was complimented on 
her work and encouraged to become a cardiologist. That af- 
ternoon while at rounds she felt isolated and had the follow- 
ing fantasy: ‘‘It was like they were players on a football team 
in a huddle drawing diagrams of the next play and I could 
never join the huddle.” The therapist related this to previous 
feelings that she could not be successful at what she wanted 
because she was not a man. Ms. B recalled that she had al- 
ways felt this way. As a preadolescent she would go horse- 
back riding with friends and they would always play Indian 
boys because ‘‘Indian girls did not get to ride horses and did 
not have fun like Indian boys.” She felt she could not be- 
come a cardiologist unless she became a man, which caused 
her anxiety in anticipating her future role as a wife and 
mother. She had long felt that she would have to become a 
psychiatrist or a pediatrician because those were the parts of 
medicine that were for the ''squaws.'' It was now easier for 
Ms. B to examine her envy of men and the privileges and 
excitement that they seemed to have, as well as her feelings 
of inadequacy as a woman. The reasons behind her previous 
rejection of a career as a nurse became clear; it was a wom- 
an's profession and one primarily involved with caring. The 
only good professions were those that belonged to men. The 
anxiety attack during her psychiatry clerkship was deter- 
mined by multiple conflicts over professional and sexual 
roles that were triggered by the specifics of a particular clini- 
cal relationship. 


'Càse 3. Ms. C, a 24-ygar-old woman, entered treatment 


` early in hesthird year because of the acute onset of anxiety 


and depression. Her motherfhad given up her career on the 


"birth of her first child. Her father was marginally successful 
апа had been i to givd up greater aspirations when Ms. 
k 
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C was an infant. Her mother felt she hàd ^'come down i ( 


world” as a result of her husband's failure and therefore th 
sacrifice of her own career became particularly difficult to a 
accept. 

Ms. C's parents often argued. The arguments were gemer- ~, 
ally initiated by the mother, and the father would withdraw 
from her anger with a tolerant and long-suffering air. Be- 
tween these arguments the mother would appear depressed 
and resentful, sometimes withdrawing into her room for 
days. The ''crazy'' behavior of her mother frightened Ms. C 
profoundly, while the father's distant attitude areused her 
contempt, a feeling she now frequently felt toward men. 

During her childhood Ms. C played the role of the trouble- ' 
some scapegoat, drawing her parent's blame and rage on 
herself. Inside she felt empty, bad, and ineffective. Away 
from her home for the first time, during college she reacted 
to these feelings by use of drugs and sexual behavior out of 
keeping with the conventional values held by her family. Her 
decision to go to medical school represented a dramatic 
change in this rebellious pattern. However, in medical 
school she joined organizations that sought to protest in- 
justice in medical care for the poor. Although she found 
close women friends, partly through these political activi- 
ties, her relations with mən were sporadic, distrustful, and 
vaguely contemptuous. A victim-victimizer pattern charac- 
terized her intimate relationships and was accompanied by 
vacillations between intense anger at intimates and guilty de- 
pression. 

In contrast to her competence in clinical situations, Ms. C 
appeared frightened, disorganized, and fragile in treatmeix. 

At other times she complained that her male therapist was - 
critical, harsh, and cold. One session she arrived acutely та  * 
severely depressed. She had barely slept for three nights, : 
which she had spent at the bedside of a young mother dving 
of a brain tumor. She was preoccupied by the thought of the 
dying woman's children, who would never really know their 
mother. Her feelings toward the patient were less painful, 
although complex; at times horror and pity that one could die 


> 


' so young, sometimes rage, at times survivor guilt (the patient 


and she were the same age). Her long bedside vigils, which 
were inappropriate, appeared to represent an attempt to res- 
cue the child-patient with love where medication failed. For 
the next three days Ms. C's depression mounted, culminat- 
ing in her taking a nonprescription sleep medication in what 
she recognized to be a suicidal gesture. 

For this borderline woman, intellectual achievement arid 
identification with various social ideologies had permitted a 
superficially adequate level of vocational and social function 
in spite of the disruptive rage she experienced in close inter- 
personal relationships. The choice of medicine as a career 
was a final ideological commitment, an altruistic defense 
against her own demandingness and rage. As long as she. 
could cavil at the coldness and technological alienation of 
ber fellow students and house officers, she could maintain 
her posture of being aloof and uniquely virtuous. However, 
the alternation of her identification with the abandoned chil- 
dren of the dying woman with guilt over her failure to as- 
suage the mother's suf'ering appeared to evoke feelings pre- 
viously dissociated from her professional life. 


Case 4. Mr. D, a 24-year-old medical student, had a his- 
tory of panic attacks and depression, which began during his - 
OB-GYN clerkship. He had suicidal ideation, which seemed 
to be precipitated by a letter from his girlfriend ending their. 
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ad never had a sexual relationship with her and suspected 
that she was homosexual. 

As a child, Mr. D's older sister was always considered 
sickeand required psychiatric treatment. He remembered 
that she would throw temper tantrums which gained her par- 
ents' attention; he unsuccessfully attempted to gain their fa- 
vor by being the ''good child." When Mr. D was ready to at- 


, tend college both his parents sought additional professional 


. 


training. This left no money for Mr. D's education at the pri- 
vate college he had wished to attend. He accepted the situ- 
ation without complaint and attended a local college. He 
could not recall why he decided to enter medicine, only that 
his family was not impressed when he was admitted to a 
medical school. 

Mr. D described his mother as incredibly bitter and he re- 
sented her confiding to him about his father's sexual in- 
adequacies and her suspicion that he was having an affair. 
Mr. D was also angry that his mother saw herself in her pro- 
fession as a caring and nurturing woman, which he saw as 
incongruous with her harshness, bitterness, and castrating 
attitudes toward his father. He also had disturbing memories 
of how his mother punished his sister when they were young, 
and he thought these experiences were somehow responsible 
for their problems. 

When Mr. D began his pediatric rotation, he found that he 
often became enraged at children's families. This would then 
trigger suicidal thoughts. He related this anger to his own 
family's neglect during his childhood and during his recent 
psychiatric difficulties, when they refused to be involved in 
hi$ treatment. 

Mr. D realized that the вше! thoughts related to guilt 
‘regarding his ‘‘annihilating anger” and that his decision to be 
‘*goad’’ as a child was not related to a passive acquiescence 
to his parents' wishes but rather to competition for the atten- 
tion of his mother, first with the sister and later, during col- 
lege, with his father. This anger at his mother may have been 
intensified during his OB-GYN rotation when he had to care 
for older women, but this hypothesis was never directly con- 
firmed. The loss of his girlfriend at this time did, however, 
evoke similar feelings of rage, which Mr. D was unable to 
contain by being the ''good little boy” or the good and caring 
doctor. 


DISCUSSION 

These four patients experienced anxiety during their 
third-year clerkship. The anxiety was occasioned by 
their work with patients whose situations resonated 
with the unconscious conflicts associated with becom- 
ing a physician. These conflicts were related to child- 
hood conflicts over sexuality (patients 1 and 2), anger 
at maternal deprivation (patients 3 and 4), and sibling 
rivalry (patients 2 and 4). During the clerkship year 
they found it particularly difficult to contain their anx- 
iety and had to seek psychiatric care. It is apparent 
that their decisions to enter medicine were partially 
determined by insufficiently sublimated conflicts. 

The clerkship year may specifically stress those stu- 
dents whose motivation for entering medicine is to 
provide for others what they felt they did not them- 
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selves receive as children. Vaillant (4) found that phy- 
sicians appear to be more vulnerable to psy@hiatric dif- 
ficulty if they experienced their childhood as unhappy 
and deprived. If in caring for their patients these physi- 
cians were unable to obtain care for themselves they 
were particularly vulnerable. Closely related to this 
problem is channeling the intense anger at the depriv- 
ing parents into behavior toward patients, families, 
teachers, or toward the self, as happened in the sui- 
cidal impulses of patients 3 and 4. Although issues of 
being cared for.and mothering were important for all 
the patients, for patients 1 and 2 other issues were also 
involved. 

In the case of patient 1 unresolved sexual problems 
were predominant. In the case of patient 2 guilt over 
her aggressive wishes to be able to compete and her 
envy of men were central. 

In each case conflicts contributed to the career 
choice of medicine. Although one assumes that such 
conflicts often contribute to career choice, these four 
patients were unable to maintain the adaptive aspects 
of their attempted conflict resolution. During the pre- 
clinical years they had minimal difficulty; their ideas of 
the doctor-patient relation were still idealized, not yet 
subject to the intimate confrontation that actual care of 
patients requires. 

The doctor-patient relationship for these students 
evoked feelings that centered predominantly on care- 
taking, sexuality, or aggression rather than on profes- 
sional concerns. Many medical students struggle with 
such neurotic determinants of career choice and use a 
wide variety of adaptive maneuvers, both group and 
individual, to successfully master the conflicts that are 
stirred up by patient contact. Chronic detachment, the 
depersonalization of the patient to a diseased organ, 
overinvolvement with nonmedical aspects of the pa- 
tient, and identification with a house officer are ex- 
amples of common adaptive maneuvers. All of these 
four students were acutely aware of this usual process; 
they experienced part of their problem as a sense of 
isolation from their peers, of being unable to treat pa- 
tients in the way their peers seemed to. By paying at- 
tention to the student's struggle with a fragile sub- 
limation, the therapist who treats the third-year stu- 
dent can help him or her understand the fantasies and 
anxieties that working with patients produces. 

When medicine is chosen to resolve insufficiently 
sublimated personal conflicts, specific clinical experi- 
ences may so resonate with intrapsychic problems that 
the adaptive aspects of the choice are lost and symp- 
toms appear. While this may in part be phase-related, 
it is also particular to the individual student and life 
experience. While phase-related aspects оф the clinical 
clerkship are perhaps most important for the treatment 
of the healthy student who experiences difficulty, it is 
critical not to overlook the importance of ihdividual 
conflicts in students with mdre serious pathology. If 
these are not adequately deaif\with in treatment, they 
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are likely te recur periodically during practice, too of- 
, ten to theedetriment of patients, physician, and the 
profession. 
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Adult Psychiatric Disorders in Parents of Hyperactive Children 


BY JAMES MORRISON, M.D. 





The family histories of 140 children and adolescents 
with hyperactive child syndrome were compared with 
the family histories of 91 psychiatrically ill, age- and 
sex-matched patients who had a primary diagnosis 
other than hyperactive child syndrome. Parents of 
hyperactive children were more likely to have 
antisocial personality and Briquet’s syndrome 
(hysteria) than were parents of nonhyperactive 
children; 11% of the hyperactive children had a parent 
with such a diagnosis. Parents of nonhyperactive 
children were more likely to have endogenous 
psychosis. The diagnosis of alcoholism did not 
significantly differentiate parents of the two groups of 
probands. These data support earlier studies and 
suggest a specific association between hyperactive 
child syndrome and the personality disorders of 
antisocial personality and hysteria. 





LE the early 1970s two studies (1, 2) were published 
on the family histories of children with hyperactive 
child syndrome. These studies found a high prevalence 
of antisocial personality and Briquet's syndrome (hys- 
teria) among parents of hyperactive children, and this 
finding has provided the cornerstone for the argument 
that the hyperactive child syndrome is in some way 
related to personality disorders in adults. One objec- 
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tion to this conclusion is that no study has compared 
the family histories of hyperactive children with the 
family histories of nonhyperactive psychiatric pa- 
tients. This study will report such data. 

I compared the family histories of a group of hyper- 


active children with the family histories of a group of. 
psychiatrically ill children seen in a private-practtce - 
setting. In essence, this study replicates the two earlier * 


family investigations of hyperactive child syndrome 
and at the same time tests the findings of these two 
studies for specificity. 


METHOD 


Over a 6-year period, 391 children and adolescents 
were seen as part (30.1%) of a general private psychi- 
atric practice. Patients and their parents or guardians 
were administered a structured interview, which cov- 
ered symptoms, family histories, and demographic afid 
social data (3). From these interviews I selected 140 
case histories of children who manifested hyperactive 
child syndrome. These patients met the criteria of 
Stewart and associates (4), were not adopted, and had 
at least normal intelligence. Family history did not 
serve as a criterion for this diagnosis. For the non- 
hyperactive comparison group I selected 91 case his- 
tories of patients, who were generally diagnosed ac- 
cording to DSM-II criteria, were psychiatrically ill, 
nonadopted children, and were matched for sex and 
age (within 2 years). In both groups only 1 child was 
selected from each fzmily. 

Diagnosis of adult psychiatric disorders in the fami- 
lies of these patients was based on the criteria of 


Feighner and associates (5). In a few instances, partic- 
ularly those involving divorced parents who were not, 
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* Parents of Hyperactive Children (ъ= 140) Parents of Nonhyperactive Children (N91) 
I ecd : Mothers Fathers? Mothers? Fathers? e? 
Diagnosis · N % N % N % N % 
Affective disorder T 20 14 4 3 16 18 8 . 9 
ScHizophrenia, schizophreniform ` 
psychosis 0 1 { 1 4 4 4 5 
Alcoholism 19 14 30 2 8 9 14 16 
Briquet’s syndrome 6 4 0 1 1 0 
Antisocial personality 2 1 9 7 1 1 0 
Drug abuse 2 1 1 1 0 0 
Undefermined^ 26 19 19 14 `9 10 9 11 
No adult disorder 65 46 71 53 51 57 50 59 


*No information available for 5 fathers of hyperactive children, 1 mother of a nonhyperactive child, and 6 fathers of nonhyperactive children. 


>Psychiatrically ill, but no specific diagnostic information available. 


available for interview, the criteria had to be modified 
as suggested by Andreasen and associates (6). When- 
ever there was doubt about the diagnosis of a parent, 
the tendency was to err on the conservative side. This 
may have resulted in a number of undiagnosed psy- 
chotic and nonpsychotic illnesses, even among inter- 
viewed parents. Because of the great subjectivity and 
many meanings attached to hysteria, I made no diag- 
nosis of Briquet's syndrome without full research cri- 
teria. 


RESULTS 


Of the 140 hyperactive children, 111 (79%) were 
boys; of the 91 nonhyperactive children 73 (80%) were 
boys. Mean ages were 11.8 years and 13.1 years, re- 
spectively. Ten percent of the children in each group 
were not white. 

Definite and probable diagnoses of the non- 
hyperactive children were as follows: 31 (34%) had af- 
fective disorder, 11 (12%) had schizophrenia/schizo- 
phreniform psychosis, and 11 (12%) had situational ad- 
justment reaction, 8 (9%) had personality disorder, 6 
(7%) had organic brain syndrome, 6 (7%) had habit 
pattern disturbance, 5 (5%) had alcohol or drug abuse, 
1 (1%) had school phobia, and 1 (1%) had anorexia ner- 
vosa. Eleven (12%) of these children were psychiatri- 
cally ill, but the type of illness could not be diagnosed. 

Psychiatric diagnoses of the parents of both groups 
of children are given in table 1. Parents of hyperactive 
children were slightly more likely to have a psychiatric 
diagnosis and to: have affective disorder. Schizophre- 
nia and schizophreniform psychosis were more com- 
mon (x?—7.63, р<.01) in the nonhyperactive group. 
Somewhat more parents ofshyperactive children were 
psychiatrically ill, but the specific illness was undiag- 
.nosed. 

Antisocial personality and Briquet's syndrome were 
encountered far more often in the parents of the hyper- 
active group (x? for the combined personality dis- 


orders=5.52, p<.02). Sixteen (11%) of the hyperactive 
children had at least one parent with Briquet’s syn- 
drome or antisocial personality; only two (2%) of the 
parents in the comparison group were so affected 
(x?=5.32, р<.05). 

To determine if the high prevalence of personality 
disorder in the parents of the hyperactive children 
could be correlated with previously undetected con- 
duct disorder in the children, these children’s records 


were reviewed again. Even applying DSM-IH criteria - 


retrospectively, no conduct disorder could be identi- 
fied in these 16 children. In fact, on closer inspection 
these children looked like typical hyperactive chil- 
dren: their mean age, 9.9 years, was somewhat below 
the group mean, and 14 (88%) of them responded in 
typical fashion to psychostimulants or to tricyclic anti- 
depressants, compared with 69% for the hyperactive 
group as a whole. 

Alcoholism was found to exist slightly more often in 
the parents of the hyperactive group than in the par- 
ents of the nonhyperactive group (y?=1.84, p>.10). 


DISCUSSION s 


Dubey (7) has discussed several suggestions for in- 
vestigators studying possible organic etiologies of the 
hyperactive child syndrome, including a comparison 
with deviant control groups to demonstrate specificity. 
In this study the family histories of a group of hyperac- 
tive children were compared with the family histories 
of psychiatrically ill children seen in a private practice 
setting. The problems of nonblind diagnosis remain, of 
course, although they are mitigated to some extent by 
insistence on adhering to strict diagnostic criteria 
whenever possible. This study replicates the two ear- 
lier investigations (1, 2) and tests their findings for, 
specificity. • І vu 

The most important finding, of the previou$ studies 
was the high prevalence of antisocial personality and. 


Briquet’s syndrome among pafents of children with , 


am 


e 
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hyperactive child syndrome. This is the third study 
that conchedes that personality disorders of antisocial 
personality and Briquet’s syndrome are found in ex- 
cegs in parents of hyperactive children. The argument 
is thus strengthened for a specific relationship between 
hyperactive child syndrome and these two personality 
disordere. 

The opposite conclusion must be drawn regarding 
alcoholism. The two earlier studies found a significant 
excess of alcoholism among the parents and extended 
families of hyperactive children, but the data reported 

- here cast doubt on the importance of the previous find- 
ings. Although in this study alcoholism was nearly as 
prevalent among parents of hyperactive children as it 
was in the previous two studies, these figures only 
slightly exceed the incidence of alcoholism in parents 
of nonhyperactive children. 

The near absence of schizophrenia and schizophre- 
niform psychosis in parents of hyperactive children as 
compared with parents of nonhyperactive children 
supports my earlier speculation (8) that hyperactive 
child syndrome and endogenous psychoses may be 
negatively associated. However, as schizophrenia 
does occur in formerly hyperactive adults (9), the two 
conditions cannot be considered mutually exclusive. 

A genetic mechanism has been proposed for the 
transmission of childhood hyperactivity from one gen- 
eration to another; support for this hypothesis was re- 
viewed by Cantwell (10) and earlier by Omenn (11). 
Although the data presented here cannot support a ge- 
netic etiology for this condition, they strengthen the 
view that the syndrome is a familial condition that is 


specifically related to the personality disorders of anti- ` 
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social personality and Briquet S syadrome: E ^ 


tive child syndrome is probably- unrelated to affective 
disorder and to schizophrenia. The specificity of a 
relationship between hyperactive child syndrome and 
alcoholism reported in earlier studies now appears 
questionable. Heightened awareness of a specific asso- 
ciation between hyperactive child syndrome and the 
personality disorders described may provide the basis 
for further scrutiny of the symptomatology, patho- * 
physiology, and treatment of this common childhood 
disorder. 
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CA Comparison of Came Impairment Due to Benzodiazepines 


"nd to Narcotics 


BY NELSON HENDLER, M.D., M.S., CINDI CIMINI, M.S., TERENCE MA, 


AND DONLIN LONG, M.D., PH.D. 





In an attempt to determine the source of cognitive 
impairment in i06 consecutively admitted patients at 
the Johns Hopkins Chronic Pain Treatment Center, 
EEG, the Wechsler Adult Intelligence Scale, Memory 
Quotient, and Bender Gestalt tests were administered. 
Patients receiving benzodiazepines alone 
demonstrated alterations in cognitive functioning and 
EEG evidence of a sedative effect. Patients receiving 
narcotics alone and a group of patients not receiving 
medication did not show signs of cognitive 
impairment. The effects of benzodiazepines on sleep 
and perception of chronic pain, in combination with 
the cortical chenges that they produce, imply that 
these drugs should not be used in most patients with 
chronic pain. 


У 


he use of benzodiazepines has become widespread 
Tia the clinical practice of medicine, to the point 
that 97% of physicians in general practice prescribe 
drugs in this category (1). While benzodiazepines have 
been used to treat anxiety, insomnia, headaches, hy- 
pertension, and other psychophysiological problems, 
their efficacy in the treatment of chronic pain has, to 
our knowledge, never been demonstrated. Nonethe- 
less, in a recent study conducted at the Johns Hopkins 
Hospital Chronic Pain Treatment Center,! 43% of the 
patients were found to be taking benzodiazepines by 
prescription from the referring physician. In fact, the 
use*of benzodiazepines in patients with chronic pain 
would theoretically be ill-advised because they reduce 
the turnover of serotonin (2), thus interfering with nat- 
ural sleep and lowering the tolerance to chronic pain 
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(3, 4). However, the most significant problem that ben- 
zodiazepines create seems to be cognitive impairment 
with associated EEG changes, which mimic the pat- 
terns seen with other sedative and hypnotic drugs (5). 
Acute, single-dose administration of diazepam does 
seem to produce impairment in learning, memory, and 
psychomotor functioning (6). 

While the long-term use of narcotic agents in pa- 
tients with chronic pain is also contraindicated, ap- 


- proximately 80% of the patients admitted to the 


Chronic Pain Treatment Center of Johns Hopkins 
Hospital were also receiving these drugs (7). How- 
ever, the evaluating psychiatrist noted that a great deal 
of cognitive impairment seemed to occur more often in 
patients using benzodiazepines than in patients using 
only narcotics. The following study was conducted in 
an attempt to verify this impression. 


METHOD 


Data were collected from 106 consecutively admit- 
ted patients at the Chronic Pain Treatment Center at 
Johns Hopkins Hospital. In an attempt to assess each 
patient's drug intake for the one month prior to admis- 
sion, a history was obtained from the patient, the pa- 
tient's family, the referring physician, and/or a qualita- 
tive drug screen for benzodiazepines, sedatives, hyp- 
notics, and narcotics. Cognitive impairment was 
studied by administering both the verbal and perform- 
ance scales of the Wechsler Adult Intelligence Scale 
(WAIS). If the difference between the two scale scores 
exceeded 12 points, it was considered abnormal. In ad- 
dition, a Memory Quotient was obtained, and if the 
score was 15 points below the total WAIS score, it was 
considered abnormal. Finally, the Bender-Gestalt test 
was administered, and scores greater than 70 were 
considered indicative of psychomotor impairment. 

EEG recordings were obtained from the laboratory 
at the hospital and were considered compatible with a 
sedative or benzodiazepine effect only if a Breat deal of 
12-20 cps or 15-30 cps (beta) activity was reported Бу 
an objective observer, who wa$ unaware of the pa- 
tients’ medication intake, ERGs with moderate or fair 
amounts of beta activity were considered normal. It is* « 
important to note that at no time were any pf the EEGs « 
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TABLE 1 TABLE 3 ; eE . 
Number of Chfonic Pain Patients with Cognitive Impairment Number of Chronic Pain Patients with EEG сн | - 
Not , EEG 
1 Impaired Impaired Changes Normal 
Drug (N=16) (N=15) Drg. (N=8) 4 018). 
Benzodiazepines alone (N= 13) 10° 3 Benzodiazepines alone (N —13) 8* t 5 
Narcotics alone (ЇЧ —13) 4 9 Narcotics alone (ЇЧ = 13) 0 13 
No drugs (@=5) 2 3 8у2=11.2, p<.001. ý 
2y*—6.0, р<.05. 
TABLE 4 . 
Number of Chronic Pain Patients with Both Altered EEG and Cognitive 
TABLE 2 Impairment . 
Number of Chronic Pain Patients with Impaired Cognitive Testing 
Alone (Regardless of EEG) Either EEG Change 
7 Both EEG Change or Cognitive 
Impaired Normal and Cognitive Impairment 
Drug (N=14) (N=12) Impairment or Neither 
Benzodiazepines alone (N= 13) 10° 3 Drug (N=7) (N=19) 
Narcotics alone (N=13) 4 1-9 Benzodiazepines alone 
ау®=5,6, p<.02. (N=13) 72 6 
Narcotics alone 
(N13) 0 13 
3x?z:9.6, p<.002. 
interpreted as having a pattern indicative of narcotic 
toxicity. Any patient having an EEG with an epilepto- 
genic focus, or any indication of slowing compatible TABLE 5 MERE Р m : 
with arteriosclerotic cardiovascular disease or the ef- Number of Chronic Pain Patients with EEG and Cognitive Alterations 
fect of psychotropic medication, was eliminated from Both EEG Both 
the study. Change and Only Only EEG and 
: Cognitive Cognitive Altered Intellect 
Patients below the age of 21 and above the age of 70 Impairment Impairment EEG- Norma" 
were not included in the study. The average age for the рь (N=21) (N=13) (N24 (№0) 
group of patients taking just narcotics was 43.4 years Benzo diazepine 
(range of 22-69), while the average age for patients with or 
taking just benzodiazepines was 41.8 years (range of without 
26-65). Patients with a history of alcoholism or barbi- Е ad 
turate, hypnotic, or stimulant use were not included in AEN 2 9 4 3 
the study. Narcotic alone 
(N=13) 0 4 0 9 
ау2.:24.3, df=3, р<.001. 


RESULTS 


Of the 106 patients, 64 (60%) were taking ben- 
zodiazepines. This represented the patients admitted 
during a 6-month period (February through July 1979). 
Only 6 patients were not taking any medication for 1 
month prior to admission; 21 were taking narcotic 
agents alone; and 18 were taking benzodiazepines 
alone. Thirteen of the 18 patients taking ben- 
zodiazepines alone had an EEG, as well as the full bat- 
tery of psychological tests (WAIS, Memory Quotient, 
and Bender-Gestalt); 13 of the 21 patients taking nar- 
cotics alone also completed the same battery of tests. 
Finally, 5 of the 6 patients not taking any medication 
were also able to complete the entire battery of tests. 
When these $1 patients were compared using a chi- 
square analysis (see table 1), there was a significant 
. impairment in cognitive functioning among the per- 

sons taking benzodiazepines compared with the pa- 
wtients not taking drugs or narcotics. When this finding 


was further assessed, using the measures of cognitive 
b 
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functioning alone, regardless of the EEG outcome, it 
was found that 10 of the 13 patients taking ben- 
Zodiazepines had signs of cognitive impairment, com- 
pared with: 4 of the 13 patients taking narcotics alone 
(p<.02, chi-square analysis; see table 2). None of the 
13 patients taking narcotics alone exhibited any EEG 
changes, while 8 of the 13 patients on benzodiazepines 
had 12-20 cps or 15-30 cps diffuse fast-wave activity 
present in a large amount. The difference between 
these groups of patients was significant (p<.001; see 
table 3). Finally, it was found that none of the patients 
taking narcotics demonstrated both EEG changes and 
impairment in cognitive functioning, compared with 7 
of the 13 patients taking benzodiazepines (p<. 002; see 
table 4). 

It is significant that 46 of the 106 patients were tak- 


ing both a benzodiazepine and narcotic at the time of . 


admission. Of these 40 patients, 37 completed:the bat- 


tery of tests; when 'they were compared with the. 13. 
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, patients taking narcotics without benzodiazepines or 
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«ау ather sedative drugs, a highly significant dif- 


ference (p<.001) was found (see table 5). 


DISCUSSION 


The pronounced sedative effect produced by ben- 
zodiazepines on EEG activity is well-documented in 
the literature (8), but unless toxic proportions are 
reached, narcotics do not produce any measurable 
EEG effects (with the possible exception of alpha peak 
slowing) (5, 9, 10). In addition, when narcotics are giv- 
en at the dosages commonly seen in clinical practice, 
they do not impair cognitive functioning, memory, or 
performance of visual and motor-perceptual tasks (5, 
11). By comparing the two populations that were mu- 
tually exclusive, that is, the patients receiving ben- 
zodiazepines alone versus those receiving narcotics 
alone, one could conclusively state that ben- 
zodiazepines were far more likely to produce cognitive 
impairment, with concomitant EEG changes, than 
were narcotics. Finally, it is apparent that any cogni- 
tive impairment noted in the patient receiving both 
narcotics and benzodiazepines is far more likely to be 
due to benzodiazepines than to narcotics. 

While neither narcotics nor benzodiazepines should 
be used on a long-term basis, cognitive impairment 
was far more apparent with the làtter class of drugs. 
The question of the reversibility of the benzodiazepine 
effect is the subject of current research, but at this time 
one may only underscore a recent suggestion by the 
Food and Drug Administration (12) that ben- 
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zodiazepines be limited to short-term use (ie., 4 
months). . 
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BY STEVEN 5. SHARFSTEIN, M.D., M.P.A., AND HARRY W. CLARK, M.D., M.P.H. 





The authors examine the ejfect of economic forces on 
the income of psychiatrists and compare the economic 
position of psychiatry with that of the rest of medicine. 
Since 1970 the income of psychiatrists has been losing 
ground compared with that of other medical 
specialists, although recent data suggest a possible 
improvement in the economic position of psychiatry. 
The authors believe that psychiatrists’ incomes are 
important as a sign of the value of psychiatric care 
and as one measure of the economics of practice, that 
is, the incentives related to the distribution of scarce 
technology and labor in the service delivery system. 





n May 1975 at the 128th annual meeting of the Amer- 
Diss Psychiatric Association, Dr. Bertram Brown, 
then Director of the National Institute of Mental 
Health, predicted, ‘‘Psychiatry will continue to grow 
in size and diversity” (1). In recent years, however, 
the number of American medical graduates selecting 
psychiatry has declined and the percent of all gradu- 
ates has decreased. Since 1970 psychiatrists in private 
office practice have consistently earned less than other 
medical practitioners. This paper will examine the ef- 
fect of economic forces on the income of psychiatrists 
and relate the economic position of psychiatry to that 
of the rest of medicine. There are some recent signs 
that the precarious situation of psychiatry is being im- 
proved through better coverage under health insur- 
ance, better peer review, and an enhanced status as a 
medical subspecialty. 


THE ECONOMIC POSITION OF PSYCHIATRISTS 


Since 1968 the American Medical Association has 
systematically collected data on the income of U.S. 
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physicians. Since 1970 psychiatry has been losing. ` 


ground compared with the rest of medicine.. Table 1 
shows the change within the years 1970-1976. It was 
during this time that psychiatry lost the most grourtd. 
The average net income of office-based psychiatrists 
increased less than 4% from 1970 to 1974, while the 
average net income Ёст all U.S. physicians increased 
more than 20%. As compared with 1970, those con- 
templating a career in psychiatry during the years 

1971-1976 could expect substantially lower earnings 
than most other medical specialists. In fact, in 1973 
and 1974 psychiatry was the lowest-paid medical spe- 
cialty, with family practice (i.e., both general practice 
and family practice) and pediatrics being slightly ahead 
of psychiatry. In 1975 and 1976 psychiatry managed to 
gain some ground compared with family practice and 
pediatrics but remained substantially behind internal 
medicine and the surgical specialties. To be truly com- 
parable, income should be tracked for physicians in 
the same cohort over time to compare relative produc- . 
tivity rates. The American Medical Association data 
(2) do not allow for this analysis. Subsequent collec- 
tions of data are necessary to develop a more rigorous 
analysis. 

Another factor to be considered when comparing 
average income is the influence of the entry of a dis- 
proportionate number of physicians into a given spe- 
cialty in any one year. This situation would occur if 
situational factors encouraged a large number of new 
graduates to select a given specialty. Factors that en- 
courage a large number of existing specialists to re- 
duce their practice or otherwise decrease their produc- 
tivity are also important, for these developments 
would slow the growth of the average income for Ше 
affected specialty. Furthermore, if a significant num- 
ber of physicians in a given specialty tended to switch 
after a decline in productivity, this would leave that 
specialty with a higner average income. There is no 
reason to. believe that a larger number of individuals 
selected psychiatry as a specialty during the years ad- 
dressed by this paper. In 1970, 10.3% of all U.S. and 
Canadian first-year residents were in psychiatry pro- 
grams, but this figure dropped to 7% in 1974 and 5.6% 
in 1976. 

. However, the relative positions of pediatrics and 
family practice may have been affected by an ihflux of 
new graduates in the early 1970s, causing a slowing of 
income growth rates for those two specialties. | 

The impact of technology, labor, investments, апа“ 
the state of the economy are all critical variables when . 
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' one attempts to comprehend the Changes, both long- 


‹, term and short-term, observed in any income trend. In 


е 1972 and 1973 wage and price controls for medicine 
were ín effect. According to the Congressional Budget 
Office-£bbm August 1971 to April 1974 the average an- 
nual рейсешаре change for physicians' fees was 3.2%. 
The impact of the economic stabilization period on 
psychiatrists’ income was basically negative. The most 
negative year for psychiatry, 1971, was a time when all 
specialties seemed to be enjoying a positive year. Fur- 
ther; 1971-1973 was a poor period for psychiatry com- 
pared with other specialties. These three years are im- 
portant to consider. It could be assumed that the wage 
and price controls of 1972 and 1973 had a significant 
impact on the income of all medical specialties. How- 
ever, in 1971 psychiatrists experienced a significant 
decline in income from 1970. What this means is not 
quite clear, since it predated the imposition of wage 
and price controls. The cloudiness appears because in 
1970 there was a 17.996 increase in the incomes of psy- 
chiatrists over 196%; this represents a significant rise in 
fees in 1969. By 1971 wage and price controls made it 
more difficult to raise fees significantly, so that psychi- 
atry was basically stuck at the 1969 level. Insurance 
companies, which ratify ‘‘usual and customary” fees, 
helped keep the fees low during 1971-1973. By 1971 
psychiatry began its slide in relation to pediatrics and 
family practice, as well as the rest of medicine. 

One must be careful about drawing cause-and-effect 
conclusions about the relationship between the income 
of physicians and the economy. However, it would ap- 
pear to us that psychiatry is more sensitive to a de- 
pressed economy than are the other medical special- 
ties. This might suggest that people view assistance 
from psychiatrists as more discretionary than most 
medical care and even a luxury during a period of eco- 
nomic recession. 

This finding contrasts directly to studies done by 
Professor N. Harvey Brenner of Johns Hopkins Uni- 
versity (3), which show that admissions to mental hos- 
pitals rise in times of unemployment and decrease dur- 
ing periods of economic upturns. Clearly, there are 
more mentally ill individuals during these periods of 
economic downswing who are unable to afford private 
psychiatric care, and there is a shift of psychiatric pa- 
tients from the private sector to the public sector. 


ECONOMIC DISADVANTAGES FOR 
PSYCHIATRISTS 


Psychiatry is both labor-intensive and time-inten- 
sive. It has not been ablesto keep up with high-tech- 
nology rhedicine and has not been able to divide its 


. Services into discrete technological elements for which 
.there can be individual charges. Perhaps the one ex- 


Ception to this occurs in general hospital psychiatry, 
where insurance coverage is better and provider and 
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Percent All U.S. Percent 
Year Psychiatrists Change _ Specialists Change 
1970 $39,986 $41,789 
1972 39,124 —2.1 47,240 „ +127 
1974 41,258 +SS 51,997 T9.9 
1976 47,565 +15.3 59,544 +14.0 


?Data are from Profile of Medical Practice (2). 


facility charges can be broken down into various units 
such as individual therapy, group therapy, and milieu 
therapy.! Psychiatrists are paid for their direct time 
spent with the patient, and this makes psychiatry less 
profitable than surgery, anesthesiology, radiology, and 
internal medicine. 

Further, private health insurance usually continues 
to place special limits on coverage for psychiatric 
treatment, especially outpatient psychotherapy. These 
limits consist of higher copayments, lower numbers of 
visits, and lower dollar limits than for other illnesses. 
Fees (usual and customary) paid by third parties have 
remained fairly stable over time. One economic analy- 
sis? indicated that in 1973 if the copayment rate for 
psychotherapy had been 20% across the board, the av- 
erage fee would have been $74.20 instead of the pre- 
vailing fee, which was $35.00. In the rest of medicine 
third-party insurance has increased the income of 
medical specialists, so physicians’ incomes—by and 
large—have been able to outstrip the rate of inflation, 
which since 1970 has been considerable. Physicians 
earning $33,000 in 1970 would have had to earn 
$58,000 in 1978 to keep pace with the economic 
changes caused by inflation and taxes. Psychiatrists 
have clearly not kept pace with their medical col- 
leagues or with the rate of inflation (4). 

The most recent data (for the years 1974-1976) sug- 
gest that psychiatry is improving its economic posi- 
tion. Since psychiatry has been placing increased em- 
phasis on peer review and accountability, insurance 


benefits have slowly but surely expanded in the private 


sector, and serious consideration is being given to in- 
clusion of psychiatric benefits under national health in- 
surance and expansion of psychiatric coverage under 
Medicare. If these trends continue, the early 1970s 
might in fact be considered an aberration in the long- 
term growth and health of psychiatry. 

Productivity factors such as the number of hours of 
practice per week, the number of weeks of practice per 
year, the total number of patient visits, and the num- 
ber of hours of direct patient care per week are impor- 
tant elements in a productivity calculation. In each of 
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‘Milieu therapy has been successfully challenged by s@veral insur- 


ance companies as a discretely billable item. 
2T. McGuire: The market for psychiatric services, unpupsued 
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these categoriés, psychiatry is below the national aver- 
age for medicine and below both pediatrics and family 
' practice. While it is clear that the average number of 
total patient visits for psychiatrists should be low, giv- 
en'the 50-minute-hour service unit, the other factors 
that contribute to an apparent lower level of productiv- 
ity:may either be inherent in the practice of psychiatry 
or in the work characteristics of those who select psy- 
chiatry as a specialty. 

Competition from nonmedical mental health profes- 
sionals has intensified in recent years. In many states 
psychologists have won recognition as independent 
practitioners and do not need physician referral in or- 
der to receive reimbursement for psychotherapy. Ef- 
forts to gain similar recognition are being made by so- 
cial workers and psychiatric nurses. Success of such 
efforts would lead to some price or market competition 
for psychiatrists, although the latent demand for psy- 
chiatric and other mental health services is so great 
that there are more than enough patients to go around. 
The larger issue is the impact on the financing mecha- 
nism of a large supply of practitioners. CHAMPUS 
data (5) show that clinical psychologists usually charge 
the same fees as psychiatrists, so that there is no price 
competition with psychiatrists. Social workers, on the 
other hand, charge less and price becomes a factor in 
the supply and demand issue. 

In Canada the introduction of national health insur- 
ance improved the economic position of psychiatrists. 
Psychiatric income rose 70% over a 7-year period, 
compared with an average for all medical specialties of 
62%. Yet psychiatry is the lowest-paid medical spe- 
cialty in Canada. Liptzin (6) concluded, ‘‘Psychiatrists 
simply could not generate the additional or more ex- 
pensive services that other specialists could."' 

Some policymakers have asserted that if psychiatric 
treatments had proven their effectiveness, there could 
be greater third-party coverage and more value as- 
cribed to these treatments. Although the effectiveness 
of many medical/surgical treatments (such as coronary 
bypass surgery) is in doubt, there is excellent third- 
party reimbursement. The problem, then, is that along 
with psychiatric patients, psychiatric treatments are 
stigmatized, given less value, and underfinanced. 

One area that requires further study is the impact on 
the psychiatrist of raising his or her hourly fee. This 
**fee-countertransference'' often takes the form of 
guilt feelings on the part of psychiatrists, who do not 
feel themselves worthy of $75-$100 per hour remuner- 
ation. Hourly fees (in 15-minute segments) for law- 
yers, on the other band, are in the $100-$200 range, 
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and surgeons think'nothing of charging several theu- 
sand dollars for one operation. These professionals 
feel that they are entitled to such payments for tlie 
services they render. Psychiatric care is тоге open- 
ended and a continuous drain of money fo ients, 
and the outcome is less certain. The psychiatrist's 
relationship with the patient is a key issue, and fees 
play an important role in the definition and structure óf 
the relationship (7). 

A final issue is equity. The highest earnings for psy- 
chiatrists are located in the private sector; often in 
communities with large numbers of psychiatric pragti- 
tioners, such as Washington, D.C. Currently, most 
psychotherapy is used by college-educated upper- 
middle-class white persons. 

This pattern of usage is reinforced by the current 
distribution of insurance coverage. It must be con- 
vincingly demonstrated that psychotherapy treatments 
are valuable and relevant to the lower socioeconomic 
classes so that expanded third-party coverage through 
national health insurance would not be a subsidy of the 
rich by the poor. A recent study of federal employees 

;in Washington, D.C. (8), showed that 26% of patients 
‘were grade 9 ($17,000-S22, 100) or lower and 59% were 
grade 12 ($24,700-$32.000) or lower. This would in- 
dicate that a substantial number of middle-class indi- 
viduals use psychotherapy when insurance coverage is 
‘adequate. 


Psychiatrists’ incomes, therefore, are important as a’ 


sign of the value of psychiatric care and as one mea- 

sure of the economics of practice, that is, the incentive 

related to the distribution of scarce technology and la- 
_bor in the service delivery system. 
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Because there have been reports suggesting that 
patients who receive lithium are at risk for renal 
damage, the authors carried out extensive noninvasive 
testing of renal function in 43 patients who had been 
taking lithium for from 1 to 120 months. Their only 
abnormal finding was that the urine concentrating 
ability of these patients was moderately but 
asymptomatically impaired. They suggest that 
although patients receiving lithium should be carefully 
evaluated and tested, there is not enough evidence to 
justify not initiating or continuing lithium use in 
patients who might benefit from it. 





he use of lithium has revolutionized the treatment 
Teo manic-depressive (bipolar) illness and is, with- 
out a doubt, the single most effective method of treat- 
ment and prevention of this disorder (1), although use 
of carbamazepine (2, 3) and spironolactone (4) is under 
investigation. Three decades of experience with lith- 
ium have found it to be well tolerated and to have few 
apparent side effects when given in a well-controlled 
manner (5). Recent reports of possible serious reno- 
toxicity have cast some doubt on the apparent safety 
of lithium. Since approximately 1% of the general pop- 
ulation has bipolar (manic-depressive) disorder, and a 
larger number have recurrent unipolar depression that 
might be responsive to lithium (6), the possibility of 
serious side effects raises an important public health 
question. At the heart of all such treatment versus risk 
questions lies the trade-off of the ratio of another or no 
tregtment to the risk inherent in the treatment. 
A, wide range of renal side effects associated with 
lithium have been known for many years. One of the 
most striking is the incidence of polyuria and poly- 





Received July 2, 1979; revised Dec. 10, 1979; accepted Feb. 8, 
1980. 

From the Neuropsychiatric Institute, University of California, 
Los Angeles (Dr. Gerner), Case Western Reserve University, 
Cleveland, Ohio (Dr. Psarras), and the Nephrology Division, Uni- 
versity of California, Los Angeles (Dr. Kirschenbaum). 

Address reprint requests to Dr. Gerner, 760 Westwood Plaza, Los 
Angeles, Calif. 9002. 

This work was supported in part by Biomedical Research Grant 
RR-07576 from NIH. 

The authors thank Ms. Miriam Mulder for her help in preparation 
of this manuscript. 

Copyright© 1980 American Psychiatric Association 0002-953X/ 
оа 50. 


Results of Clinical Rénal Function Tests in Lithium Patients . 


M.D., AND MICHAEL A. KIRSCHENBAUM, M.D. 


ү Am J Psychiatry 1374, July 1080 „ 
| E 
. 


dipsia associated with lithium treatment, which was 
originally reported by Schou (7). Many other non- 
pathological effects of lithium on renal physiology 
have been reported (8-14); these have been reviewed 
by Jenner and Eastwood (15). More recently, several 
authors have suggested that lithium therapy may result 
in chronic, irreversible alterations in renal function 
and perhaps in structural renal abnormalities shown by 
biopsy (16-23). However, others have reported no dif- 
ference in abnormalities obtained by biopsy in patients 
about to start taking lithium compared with those who 
had been taking it for an average of 5.5 years (24). 

Because these reports suggested a risk to patients 
receiving lithium, we carried out extensive non- 
invasive testing of renal function in 43 patients at the 
Affective Disorders Clinic of the University of Califor- 
nia, Los Angeles. Renal biopsy was not done because 
it carries a morbid risk. We felt it important to deter- 
mine if there were clinically reliable and safe tests that 
might differentiate patients at risk for diminished renal 
function on lithium. In addition, we thought it impor- 
tant to conduct tests that could feasibly be carried out 
in most patients who are taking lithium rather than 
concentrate on those tests which require an extraordi- 
nary degree of time and technical support. 


METHOD 


We studied 43 patients (23 women and 20 men aged 
17-67). All were bipolar I or П as diagnosed by the 
Research Diagnostic Criteria (25). Patients had been 
taking lithium for 1 to 120 months (mean, 26.8 
months). All patients were euthymic at the time of 
urine collection, and none had diabetes, hypertension, 
autoimmune diseases, or renal disease before starting 


.lithium. Patients were given detailed written instruc- 


tions and an oral explanation by a physician to facili- 
tate compliance. On day 1 at 7:00 p.m. the patients 
took their final dose of lithium and then ceased oral 
intake of food and fluid. A specimen of urine was taken 
12 hours later for determination of urine osmolality to 
assess concentrating ability. The patients then started 
a 24-hour urine collection. At the end of the collection 
period, a blood sample was collected to determine lith- 
ium level, creatinine, blood urea*nitrogen (BUN), ujic 
acid, electrolytes, and osmolality. A spot ufine was 
obtained for aming acid chromatography. Complete, 
history regarding the patient's use of lithium; side ef; , 
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fects; use oNother medications, alcohol, and medica- 
tions knowreto affect renal function; and medical his- 
tory was obtained at this time. Glomerular filtration 
rates were estimated by endogenous creatinine clear- 
ance. Ideal creatinine clearance (C,,) for each individ- 
ual was calculated according to the method of Cockroft 
and Gaulte(26) (we used lean body weight to deal with 
differences in muscle mass that may affect creatinine 
levels): 


Cc. = (140— аре) (lean body weight in kg) 
* ' 72xblood creatinine (mg/100 dl) 


The ideal creatinine clearance for women was calcu- 
lated at 9096 of that derived using the formula for men. 
Chemical determinations were performed using stan- 
dard laboratory techniques. 


RESULTS 
Glomerular Filtration Rate 


Plasma creatinine (normal range, 0.7-1.3 mg/dl) was 
obtained for 42 of the patients (mean, .97, SEM, .025). 
Only 1 patient, a husky 25-year-old man who had been 
taking lithium for 24 months, had a plasma creatinine 
level greater than normal (1.4 mg/dl). His creatinine 
clearance was within normal limits (134 ml/minute). 
Creatinine clearance could be calculated for only 40 
patients because of laboratory errors. Three patients 
were not included because their urine collections were 
incomplete and they therefore had extraordinarily low 
creatinine clearances. No statistical differences were 
noted when the actual creatinine clearances (mean, 
93+5 ml/minute) of these patients were compared with 
their ideal creatinine clearances (mean, 86+4 ml/min- 
ute) by group or paired t test. When the ratio of the 
ideal to the observed creatinine clearance was calcu- 
lated, 10 patients were found to have a ratio of less 
than 1, suggesting a decrement in their creatinine 
clearance. In 8 of these patients the decrement was 
greater than 1076 and the duration of their lithium 
treatment, which ranged from 1 to 120 months, did not 
differ from that of the other patients. There was no 
significant correlation of decrement in creatinine clear- 
ance and duration of lithium treatment in these individ- 
uals, nor in the group as a whole. The plasma creati- 
nine levels of these patients was normal (range, 0.7 to 
1.0 mg/dl). None of these patients had a documented 
history of lithium overdose, although 1 patient had 
overdosed on barbiturates and tricyclic antidepres- 
sants. No patients in this group had proteinuria. 

When the greatinine clearance was calculated by 
age, the expected decrease with age was observed. 
However, this age-related decrease was less in our 
lithium-tredted patients than was predicted, and the 
Slope of the observed lithium/age correlation (r=—.10) 
was less (p<. 10) than the ideal slope (t= —.68), show- 
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ing that lithium did nòt exacerbate the well-known de- 


- 


crease in creatinine clearance associated with aging. PELA 
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24-Hour Urine Proteins 


t 
Three patients had minimally elevated levels-ofpro- > 


tein: 1 woman and 2 men (aged 28, 31, and 37, respec- 
tively; all had received lithium for 24 months). They 
excreted 1.24, 1.03, and 1.07 g protein/24 hours, re-" 
spectively. Creatinine clearances in these patients 


were not low (actual/calculated ideal: 95/97, 139/105, - 


and 141/71). No other abnormalities were present-on 
any of the other tests except for dehydration og- 
molality, which was quite low in 2 of the patients (383 
and 395 mosmol/liter}, while in the 37-year-old man it 
was 773 mosmol/kg Н,О. 

Blood urea nitrogen (normal, 8-20 mg/dl) was slight- 
ly elevated in 4 patients, whose ВОМ were 21, 22, 23, 
and 25. All 4 of these patients had normal creatinine 
clearances and no proteinuria. 


Uric Acid 


Serum uric acid was slightly elevated in 2 women 
(6.4 and 8.6 mg/dl) and 4 men (7.5, 7.5, 7.7, and 7.9 mg/ 
dl) (norms: men, 4.2-7.4, and women, 2.7-6.1 mg/dl). 


Urine Lysozymes 


Urine lysozymes were not elevated in any of our pa- 
tients (mean, 1.14+.16, norm, 0-4.6). 


Amino Aciduria . 


Urine amino acid chromatography revealed minor 
elevations in methylhistadine in 2 patients and glycine 
in 5. In 4 patients who had repeat examinations, no 
sustained elevations in amino acids in the urine could 
be detected, suggesting. that dietary factors contrib- 
uted to the original mild abnormal findings. 


Maximal Urine Concentrating Ability 


As has been reported consistently in the past, our 
patients appeared to have a defect in maximal renal 
concentrating ability; their mean urine osmolality was 
602 mosmol/kg H,O (range, 100-965). None of the pa; 
tients was hypernatremic. There were no significat 
(r=—.22) correlations of urine osmolality by duratión 
of time on lithium. 


Lithium Levels 


Lithium levels in all of the patients ranged from 0.6 
to 1.2 mEg/liter. Two patients who had a history of 
overdose with lithium had normal values for all tests. 
Virtually all of the patients had received other psycho- 
active medications, including neuroleptics, tricyclic 
antidepressants, and MAO inhibitors. 


DISCUSSION 


Our findings confirm those of previous investigators 7 


that urine concentrating ability is moderately but usu- 
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ally asymptomatically impaired in patients receiving 
lithium. This is the.only abnormal finding in our pa- 


* "tienfsasa group. We did not find any elevation in urine. 
= lysozymes, which’ miay be elevated early in the pres- 


М ' -enee-ofparenchymal kidney disease, nor did we find 


amino ecids in the urine, which might reflect proximal 
tubular dysfunction, as in the Fanconi syndrome. 


“Creatinine clearance for the entire group was slightly 


better than predicted. A few patients had low creati- 
-nine clearances (6396-9496 of that predicted). Al- 
though the most likely reason for these values is in- 
accurate collection, this finding suggests that a few pa- 
tients taking lithium may have a decrease in the 
glomerular filtration rate; this is not necessarily due to 
lithium, however. The mild proteinuria experienced by 
3 of our patients suggests a defect in glomerular per- 
meability, although it was not demonstrated that this 
was associated with lithium in these patients. We did 
not find an associated abnormal creatinine clearance in 
those patients with slightly elevated plasma creatinine 
or BUN, suggesting that these elevated values were 
not related to abnormal renal function. All of the pa- 
tients who had slight elevations of these tests had 
creatinine clearance levels that were better than ex- 
pected. There was no relationship between duration of 
lithium treatment and creatinine clearance or age-re- 
lated changes in creatinine clearance. 

Our findings suggest that noninvasive clinical testing 


- of patients taking lithium does not reveal consistent 


abnormalities suggestive of seriously impaired renal 
function. It appears from our limited data that plasma 
creatinine and BUN alone are not sensitive enough to 
use as screening tests for patients receiving lithium be- 
cause they do not correlate well with the slight abnor- 
malities in creatinine clearance or 24-hour urine pro- 
tein excretion that were observed in a few patients. 
Renal biopsy was not warranted in any of our pa- 
tients. Rather, we feel that those patients who have 
proteinuria and/or a decrease in their creatinine clear- 
ance should continue receiving lithium and have the 
test repeated to correct for possible collection or labo- 
tory errors. If the findings are still abnormal, the pa- 
t should have a more extensive evaluation and be 
followed at intervals of 6 months to 1 year. It is not 
possible at this time to make a judgment on how fre- 
quently such tests should be performed on individuals: 
who do not have an initial abnormal value. It is very 
important to note, however, that the calculation of the 
ideal creatinine clearance must be done with care be- 
cause in many individuals with low muscle mass nor- 
mal uncorrected creatinine clearance values may be 
lower than those commonly perceived as normal. 
Because of the considerable difficulty in obtaining 
consistent and reproducible urine collections, we have 
the following recommendations for collection of urine 
for protein and creatinine clearance that may facilitate 


‘outpatient as well as inpatient screening. We suggest 


that urine collection be done while the patient is at the 
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clinic or office, much as they would be fr a glucose 
tolerance test. Valid calculations for creaáinine cleàr- | 
ance and urine protein concentration can be gathered 
by having patients come to the clinic, void, and collect 
all subsequent urine for the following 4-6 hours. En- 
couraging patients to drink ample amounts of fluid dur- 
ing this time will result in a greater urine ogtput and 
more accurate results. All of our patients were quite 
cooperative with the study; no one stopped taking lith- 
ium because of fear of kidney problems. After testing 
and having the results explained to them, virtually all 
of the patients expressed relief and gratitude at the in- 
terest that was being taken in them and the seriousness 
with which their condition was being viewed. 

In conclusion, we feel that the tests used, which in- 
clude many that are generally available as well as spe- 
cialized tests, did not reveal gross clinical impairment 
іп renal function in patients who had been receiving 
lithium for from 1 to 120 months. We did not find a 
decrement in function by duration of time on lithium in 
any of the tests. Although caution and careful psychi- 
atric evaluation of all patients taking lithium need to be 
maintained, there does not at present appear to be suf- 
ficient evidence to justify not initiating or continuing 
lithium use in patients who might benefit from it. Until 
the issue is more fully resolved, it may be prudent to 
obtain, if feasible, creatinine clearance and urinary 
protein values in patients before or soon after initiating 
lithium treatment and to retest them 1 year later and 
periodically thereafter. We agree with Vestergaard 
(27) that it would not be wise to alter current treatment 
practices of manic-depressive patients on the basis of 
preliminary reports of renal toxicity until large-scale 
investigations are available that will help the physician 
weigh the benefits and hazards of lithium treatment. 
Future studies should control for the many other medi- 
cations most bipolar patients have been exposed to 
and, additionally, should consider possible renal ef- 
fects of manic-depression per se. 
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Board Certification Anxiety 


BY FRANKLIN G. MALESON, 





The authors discuss how stress influences the 
candidate's capacity to effectively prepare for and 
fully demonstrate his or her abilities in the oral 
examination in psychiatry given by the American 
Board of Psychiatry and Neurology. They highlight 
subtle misconceptions about examiner priorities, 
attitudes, and evaluation methods and note common 
errors that reflect both anxiety and these 
misconceptions. They offer some advice and 
information to aid the candidate in coping with these 
examination difficulties. 
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ublished reports (1-3) in addition to personal ac- 
P counts suggest that the average candidate takes the 
American Board of Psychiatry and Neurology certifi- 
cation examination in a state of intense and occasion- 
ally disorganizing anxiety. Endless anecdotes attest, 
such as keys being lost, pipestems crunched, and eye- 
glasses broken in the simple process of wiping. Inthe 
examination, word reversals, amnesias for fundamtn- 
tal information, the assumption of bizarre interviewing 
postures, and the like are common. One author some- 
what hyperbolically describes this state as a ‘‘pseudo- 
delirium’’ (1). 

Although some candidates may have neurotic diffi- 
culties in taking examinations, the conscious and gen- 
erally shared sources of oral Board examination anx- 
iety are well known. Preparation requires major per- 
sonal sacrifice, which candidates and their families are 
loath to repeat. Pride, reputation, andeacademic and 
professional opportunity are often considered to be at 
stake. These anxieties are brought into a test situation 


that offers its own unique stresses. Oral examinations, i 


have a potential for subjectivity and lack of uniformity 
in grading. The candidate may fear that his patient will. 
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` be highly unusual or uncooperative and that the result- 


Ф 


ы 


, 8 difficulties will be marked against him. He may fear 
* that the examiners will be capricious, sadistic, or un- 
duly focused on their own narrow clinical or research 


interests. In short, a helpless anticipation that “апу- 


thing сай happen” prevails. A recent call for a morato- 
rium on the oral examination by more than 200 APA 
members reflects these concerns (4). 

As Board examiners, we have witnessed a variety of 
performance impairments seemingly derived from 
stresses specific to the examination situation.! Suc- 
cessful candidates are not immune, and it is likely that 
some who are unsuccessful would be found qualified 
were it not for examination-specific difficulties. Most 
of us know colleagues whom we regard as highly com- 
petent and yet who have at one time failed or condi- 
tioned Part II. Most examiners are familiar with the 
seemingly adequate candidate whose entire perform- 
ance disintegrates after he is stumped by one or sever- 
al questions. About 18%. of the candidates who take 
Part II pass on a second or later attempt (5). Undoubt- 
edly some of these successful repeaters correct genu- 
ine clinical deficiencies identified in the first examina- 
tion—an ideal examination function. It is likely, how- 
ever, that a large number of successful repeaters do 
not become more competent in any substantive way 
but rather develop better test-taking strategies, prac- 
tice more under simulated test conditions, or have 
lower levels of anxiety as a result of knowing better 
what to expect. These speculations have been support- 
ed by preliminary analysis of free response data in a 
recent APA survey designed by the 1977-1978 Ad Hoc 
Committee to Implement the 1976 Referenda on Psy- 
chiatric Certification.? 

The following information and remarks, offered to 
aid the prospective candidate by highlighting some 
typical misconceptions and stress reactions that inter- 
fere with maximal demonstration of capability, pertain 
to the make-up and modus operandi of the examining 
teams, the preparation process, and the psychological 
and interactional phenomena in the actual test situa- 
tio (especially the 30-minute question and answer pe- 
riod when the candidate feels most vulnerable). 


THE EXAMINER’S PERSPECTIVE 


In the instructions to examiners the following para- 
graph appears: '' Avoid discussion of abstract, obscure 
matters of questionable importance. If areas are un- 
covered in which the candidate is not informed, do not 


s . . e + * + 
‘Dr. Fink has been an assistant and associate examiner for nine 
years. Dr. Field has been an assistant examiner twice, and Dr. Male- 


. son once. They have observed and conducted numerous examina- 
` tions. 


‘a S.K. Quick, Associate Director, Office of Education, American 
Psychiatric Association, Washington, D. s 1979 (personal com- 
munication).- 
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dwell exclusively on these topics. Find ‘ow what else 
he may know. . . . Do not restrict the examination to 
one type of philosophica] orientation’’ (6). 

All the examiners we have observed have essem- 
tially followed this instruction and failures do not re- 
sult from the candidate's ignorance of ‘‘minutiae.”’ 
Occasionally a highly technical question is asked but 
rarely out of context. Sometimes examiners ask such a 
question to find redeeming areas of special compe- 
tence in a candidate whose performance is otherwise 
poor. For example, a candidate who was weak in his 
discussion of differential diagnosis and hospital man- 
agement of bis manic patient was asked about the sig- 
nificance of platelet monoamine oxidase activity. Al- 
though this was a seemingly narrow point, he seemed 
to know about psychopharmacology and was given an 
opportunity to demonstrate a deeper knowledge in this 
area. 

Examiners are very concerned with how a candidate 
thinks about a patient, i.e., how he weighs and sorts 
clinical evidence. Some candidates experience diffi- 
culty organizing and articulating case summaries, 
presenting differential diagnoses, and discussing treat- 
ment; rambling and vagueness in these areas have 
been noted elsewhere (1). To some extent such diffi- 
culties may be related to anxiety and may abate after 
the candidate has had practice in simulated examina- 
tions. 

It is helpful for a candidate to avoid a guarded or 
reticient posture and to talk openly about what he 
knows and how he has reached his conclusions; for 
example, ‘‘The patient’s vagueness and history of 
head trauma made me suspect an organic brain syn- 
drome, but I was surprised when he did so well on 
mathematical and memory tests.” Similarly, there ap- 
pears to be no reason for a candidate not to mention 
areas that he may have neglected to explore during the 
course of his patient interview. This at least demon- 
strates an awareness of what was missed, which ts ob- 
viously preferable to the examiner's having to extract 
such information or concluding that it would never 
have occurred to him. (Some typical examples in- 
clude eliciting a family history of mania with a de- 
pressed patient and exploring amphetamine use with 
evidence of a transient paranoid psychosis.) It is also 
advantageous for the candidate to acknowledge areas 
of unfamiliarity, to comment on issues felt to be con- 
troversial, and to request clarification of an examiner's 
question when necessary. What examiners are seeking 
is competence (3, 7, 8) not brilliance or some hypo- 
thetically perfect interview. 


e 
IMPROPER EMPHASIS IN PREPARATION 
е / 
The candidate must enter the examinatfon with 
broad expectations of the range of psychopathology he, 
may encounter and the kinds of issues he will be asked 
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to discuss\With the prospect of seemingly endless 
possibilities, some may have subtly and unconsciously 
narrowed their mental set, much to their disadvantage. 
A number of candidates seem surprised to encounter 
patients who are not overtly psychotic, brain dam- 
aged, or addicted; it appears thev are not prepared to 
considew less profound degrees of impairment. One 
candidate was startled when he belatedly realized that 
he had not included hysterical conversion in his dif- 
ferential diagnosis, in spite of highly suggestive symp- 
toms and his familiarity with this diagnostic entity. An- 
other candidate, who incorrectly assumed that her pa- 
tient was hospitalized, wasted more than 10 minutes of 
precious interview time in a confused misinterpreta- 
tion of the man’s history and never regained her com- 
posure after an examiner told her about the patient’s 
outpatient status. (This last anecdote confirms the wis- 
dom of the candidate orienting himself fairly early, in 
a graceful fashion, to the specifics of the patient's 
overall situation.) 

Many candidates do not seem geared to apply such 
familiar topics as psychodynamics, principles and 
problems of psychotherapy, and hospital management 
to their patients. In contrast, almost all are well versed 
in the use of psychotropics, particularly lithium, and 
biological psychiatry in general. Insufficient expertise 
in the more purely psychological matters could cer- 
tainly account for some of this trend. Nevertheless, 
most psychiatrists have had considerable exposure in 
their training and daily activities to nonbiological is- 
sues, so it is possible that these matters are harder to 
talk about, particularly for those who are not very ar- 
ticulate. Or some candidates may harbor an unwar- 
ranted expectation of examiner bias against psycho- 
dynamics and psychotherapy, as if these were un- 
fashionable. They may thus be caught by surprise or 
perhaps even fear being drawn into statements that 
will prejudice the examiners against them. Others may 
be overconfident about their ability to verbalize ideas 
in familiar areas and prepare disproportionately in 
areas in which they feel vulnerable to factual error. 

It is useful to test and practice the presentation of 
one's skills in multiple clinical reference frames: psy- 
chological, biological, diagnostic, therapeutic, and 
prognostic. Difficulties in discussion of fundamental is- 
sues are a much greater source of failure than the 
feared questions about psychiatric obscurities. 


THE EXAMINATION CLIMATE 


Another instruction to examiners states, ‘‘There is 
no place for sarcasm or humor at the candidate's ex- 
pense, or attitudes of condescension or cool hostility. 
| Make every effort to put the candidate at ease and to 

encourage his best performance"' (6). 

.. Although it is likely there are examiners who are un- 
willing or unable to adhere to theselguidelines, our ex- 
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perience and that of others (1, 9) ja that nost 
examiners struggle for clarity -an 

questions and privately empathize with the can- " 
didates. Many primary examiners are not far E 
from their own stressful experiences as candidatessand g 
note a recrudescence of their anxieties during their ori- 
entation. They report feeling quite uncomfortable. 
when their fellow physicians stand terrified befor& 
them. Candidates with such overwhelming anxiety are 
a minority but are by no means rare, and it is often 
difficult to calm them. 

The problem is intensified by the requirement that 
feedback and reassurance, the responses so needed by 
the especially anxious candidate, be minimized during 
the examination in order to avoid excessive steering or 
suggestion of answers. In addition, any adverse exami- 
ner comment during the examination, however deli- 
cately worded, risks inflaming existing anxiety. Even 
when a candidate appears to be doing well to one ex- 
aminer, the need to consult other examiners before ar- 
riving at a final grade requires caution in any offering 
of reassurance. There may not be general agreement 
among examiners about a candidate’s performance 


‚апа to reassure someone who later fails would only 


heighten postexamination resentment. 

Thus, with many subtle variations, most examiners 
attempt the difficult task of being friendly and at the 
same time pointedly neutral. Some could be described 
as inscrutable; others limit feedback to barely per- 
ceptible nods of the head or other cautious agree- 
ments. It is easy to understand how the anxious can- 
didate in search of positive signs can interpret such 
strained postures as cool hostility, condescension, or 
even impending failure and why it has been a source of 
resentment and criticism (3, 10). If the candidate does 
not anticipate a great deal of examiner responsiveness, 
he may be less flustered by its absence. 

This unavoidable limitation of candidate-examiner 
rapport was exemplified by the reluctance of a number 
of candidates to revise statements or diagnoses that 
they themselves had made untenable by their later re- 
marks. It is not always easy for examiners to десе 
whether this phenomenon reflects deficient clinjcal 
ability or an examination artifact, such as fear of being 
tricked by the examiner, stress-induced rigidity, or a 
notion that any retraction reveals a fatal indecisive- 
ness. In these situations the candidate was usually not 
given the benefit of the doubt. 


THE EVALUATION PROCESS 


Different examiners tend, to agree on the scores of 
the same candidates, although the backgrounds and 
fields of interest of examining team members are var- . 
ied. Private practice, administration, teaching, and re- ' 
search are all represented. Expertise ranges from psy* 


. choanalysis to psychopharmacology (7). Although dif- 
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` ferent examiners can „obviously assess some areas 
e more critically thah others, it is clear that the examiner 
team functions with a satisfactory operational defini- 
btn of competence. | 
The candidate is not likely (at least on a statistical 
basis) to be discriminated against by assignment to one 
. eam or another. Over the years there has been good 
Team-to-team scoring agreement, with approximately 
* the same number of candidates passing regardless of 
the leadership of the team and the clinical setting in 
which the examination takes place (7).3 

Candidate performance is treated conscientiously 
during the evaluation process (1, 9). Examiners usual- 
ly do not differ in grading by more than 1-2 points, a 
difference that is crucial only when it occurs around 
the scores of 70 and 75 (the minimum grades for condi- 
tioning and passing, respectively). In such marginal 
cases the several examiners who have observed the 
candidate typically spend extra time and energy iri vig- 
orous and sometimes agonized debate. This provides a 
measure of safety through a system of checks and bal- 
ances (1, 9). 

When examiners confer, views appear to be stated 
with independence and mutual respect. In general, the 
senior examiners, who usually spend no more than 10 
or 12 minutes with any candidate, are willing to defer 
to the primary examiner when this is warranted. For 
example, one candidate had been doing quite well until 
he gttempted to pretend knowledge about the contri- 
butions of some major researchers whose work per- 
tained to his case. At this awkward moment the chief 
examiner of the section entered the room. Observing 
the confused and labored discussion he soon departed, 
convinced that the candidate would fail with little de- 
bate. During the evaluation, the other examiners ex- 
plained that despite this apparent bluff the candidate's 
overall performance was good; he passed the examina- 
tion. 

Our remarks about the grading procedure will not 
satisfy those who question the existence of any uni- 
formly acceptable or meaningful standard of ex- 
сеҚепсе, at least as measured by such an examination 
(3, 11, 12). We hope that our description of the essen- 


tial fairness of the grading process within the existing - 


3R.1. Shader, Boston, Mass., 1978 (personal communication). 


* 
эзе 


g І 
Am J Psychiatry 1347, July 1980 * 
testing conditions will provide some reassufance to the 
candidate. . 


ANXIETY OR LACK OF CLINICAL COMPETENCE? 


We hope that some of our comments will not bein- 
terpreted as useful strategems for the creation of a fa- 
cade of competence by poorly qualified candidates. It 


- is doubtful that any strategy could carry a truly weak 


candidate very far. Regardless of what one may think ' 
of the validity of the test as a measure of safe clinical 
competence, in order to pass it, there is no substitute 
for good. training, extensive study, and practice under 
simulated test conditions. Our advice should aid the 
prospective candidate in coping with the stresses of 
the test situation so that his or her abilities are demon- 
strated to maximum advantage. Such a salutory effect 
would also aid the examiners. As examiners, we have 
often been in the dilemma of trying to distinguish be- 
tween the effects of anxiety and insufficient clinical 
ability and have had the unwelcome and saddening 
task of flunking some candidates who we suspected 


‘were more knowledgeable than they were able to dem- 


onstrate. 
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This section contains 1} new research findings, including preliminary data from pilot studies, either clinical 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new , 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call. 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in 
"Information for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the 


author. 


Anaclitic Depression in a Three-and-One-Half-Month-Old Child 


BY THEODORE J. GAENSBAUER, M.D. 


Since the classic studies of Spitz (1), it has been gen- 
erally assumed that anaclitic depression does not oc- 
cur in infants before the age of six months. Infants 
younger than this age have been though: to: lack the 
maturity and specific attachment to the mother neces- 
sary to produce a depressive picture in reaction to her 
loss (2, 3). The infant described below, who had been 
referred to the author for a psychosocial evaluation by 
her social services careworker, has brought this as- 
sumption into question. The information to be present- 
ed in this report is based on social service and hospital 
records, including psychiatric evaluations of the par- 
ents; interviews with the mother, both foster mothers, 
and social service and hospital personnel; and direct 
observation of the infant. 


Case Report 


Jenny was the product of a normal pregnancy and deliv- 
ery. Although her mother treated her at times more like a 
doll than a person, she was breast-fed, actively cared for, 
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and almost constantly in her mother's presence. Jenny's fa- 
ther was affectionate but had a severe temper. When 2 weeks 
old, Jenny was found by her pediatrician to have fractured 
her arm; at 7!/2 weeks a small bruise was noted during a well 
baby clinic checkup, and at 3 months she was hospitalized < 
with a second broken arm and a nondepressed skull fractüre. 
On each occasion, the injuries occurred while Jenny was 
alone with her father. In spite of this severe abuse, neighbors 
and health care professionals who saw Jenny before her hos- 
pitalization and observers in the hospital described Jenny as 
a happy, highly sociable baby who smiled readily and 
showed no evidence of withdrawal. Bonding and eye contact 
with her mother were noted to be good. During Jenny's hos- 
pitalization, the only observable effects of the recent abuse 
were visual hypervigilance, a tendency to squirm when held 
by unfamiliar people, and increased fussiness, which was no 
doubt partly related to pain from her injuries. 

After a 5-day hospitalization, Jenny was taken to a foster 
home. This resulted in an abrupt weaning, loss of contagt 
with her mother, and a significant decrease in attention fi$m 
those caring for her. The foster mother provided Jenny with 
minimally adequate physical care, but she left Jenny in her 
crib for long periods without stimulation. 

During the next 3 weeks, Jenny and her mother were 
brought together by the Department of Social Services on 
three occasions. Her mother commented later, ‘‘Each time I 
saw her, the mere out of touch she seemed to be.” The first 
visit, 10 days after Jenny's transfer to the foster home, con- 
firmed the positive relationship between Jenny and her 
mother. An onlooker noted that Jenny immediately recog- 
nized her mother's face and ‘‘lit up like a Christmas tree” 
with broad smiling and excited'activity. One week later Jen- 
ny seemed more subdued during her mother's Visit. Her 
mother observed that she cried more easily, was less active, 
had lost interest in her toys, and smiled less readily. 

The third visit took place when Jenny was 3 months, 25 
days old; she and her mother were evaluated at our play- 
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гбот laboratory.!, When they were brought together, Jen- 
« hy's mother and À caseworker noted that Jenny failed to 


** greet her mother positively and that it was difficult to get 


Jenny's attention. Jehny's appearance during the one-hour 
evaluation was that of a depressed child. Her hunched-over 
posture gave the impression that it was an effort for her to 
hold up her head. She seemed apathetic and disinterested in 
her environment and could not be engaged in play. Smiling 
was almost absent. She was easily upset and fussed when 
she was overstimulated. Jenny's facial expression during 


` most of the session ranged from subdued to definitely sad. 


Ат independent videotape analysis of Jenny's facial ex- 
pressions, utilizing objective scoring systems for the facial 
expression of discrete emotion (4, 5), confirmed the presence 
of a sad facies; specific facial components of sadness that 
were present included a drawing together and raising of the 
inner corners of the eyebrows and a downturning of the cor- 
ners of the mouth. The rater observed the most clear-cut fa- 
cial expressions of sadness during those times when her 
mother was present. The rater also noted that throughout the 
visit Jenny avoided eye-to-eye contact with her mother; gaze 
aversion was particularly unmistakable when her mother re- 
turned to the room after a brief separation. Viewers of the 


videotaped session, including several experienced clinicians, . 


have consistently described Jenny's affective state as "sad," 
“ршщ,” and ‘‘painful to watch." 

Immediately following the playroom visit, at the request of 
the first foster mother, who felt overburdened by 3 other fos- 
ter children, Jenny was placed in a new foster home with a 
warm and sensitive foster mother. The first day Jenny seemed 
subdued with a ''kind of unhappy look." Her new foster 
mother also observed that Jenny tended to avoid face-to-face 
interaction. However, Jenny responded quickly to the opti- 
mal mothering during the next couple of days; she began to 
smile more readily and vocalized in response to her new fos- 
ter mother's attention. 

Five days after Jenny was transferred to her new foster 
home Jenny visited her mother at her mother's apartment. 
Jenny was now 4 months old. During the visit, Jenny was 
apparently quite fussy and her mother had great difficulty in 
soothing her. When she was returned to the foster home, the 
foster mother noticed that Jenny acted *'coldly, like she was 
mad.” The subdued facial expression, disinterest in people, 
gaze aversion, and lack of smiling that had characterized 
Jenny’s first day in the foster home persisted for the remain- 
dgr of the evening. She awoke that night crying, whereas the 
previous two evenings she had slept through the night. 

Two weeks after her initial visit Jenny was evaluated again 
in our laboratory when she was 4 months, 8 days old. On this 
occasion she was evaluated with her new foster mother. Jen- 
ny’s appearance at this time reflected a normally responsive 
4-month-old child. She was engaging, alert, and curious 
about her environment; she smiled frequently and scored 
well on developmental testing. Her sad facies had dis- 
appeared. She still showed intermittent gaze aversion and a 
propensity to fuss when overstimulated, although these oc- 
curred in much more subtle forms. 


Discussion . . 


Jenny's history provides evidence that a depressive 
picture is possible in children at a much earlier age 


Т.Ј. Gaensbauer, R.J. Harmon: Clinical assessment in infancy: 
recent developments (unpublished manuseript). 
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than has previously been assuméd. Pafhognomonic 
signs of anaclitic depression that were pfesent in her 
case included a sad facies, withdrawal, apathy, psy- 
chomotor retardation, absence of pleasure, and a,ten- 


.dency toward irritability and distress (6). Jenny's 


mood disturbance was not a transient one; it emerged 
over a 3-week period and persisted for seweral days 
after adequate caretaking was reestablished. 

The precipitating events for Jenny’s depression, 
consistent with those previously described for anaclit- 
ic depression, involved a triple loss: separation from 
her actual mother, abrupt weaning, and affective and 
stimulus deprivation. The crucial factor in Jenny's de- 
pression was the loss of the mothering function rather 
than the specific loss of her mother. This is indicated 
by the prompt improvement in Jenny's depressive pic- 
ture after her caretaking environment improved. Yet 
the evidence suggests that the loss of Jenny's relation- 
Ship with her mother contributed to her depression. 
Jenny showed a clear and positive recognition of her 
mother during their first visit after their separation. 
Only as time passed did she develop depressive-with- 
drawal symptoms and specific avoidance of her 
mother's face. Further evidence for specificity in Jen- 
ny's reaction to the loss of her mother includes the 
finding that during the first laboratory visit Jenny's sad 
face was specifically associated with her mother's 
presence and the fact that after her visit with her 
mother following her placement in the second foster 
home there was a transient reoccurrence of the depres- 
sive-withdrawal picture. 

It is likely that the sight of her mother's face awak- 
ened in Jenny, at some level of recognition, the af- 
fectively painful experience of her loss, resulting in 
sadness and fussiness whenever her mother was pres- 
ent. If this hypothesis is correct, Jenny's avoidance of 
eye-to-eye contact with her mother could be explained 
as a defensive measure used to avoid experiencing the 
depressive-affective state (7). 
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Halopeis ol and an Unrelated Sudden Death 


BY ROBERT E. SMITH, M.D., NANCY N. LOW, M.D., AND HENRY A. NASRALLAH, M.D. MD 


"When sudden, unexpected deaths occur in psychiat- 
ric patients, the psychotropic medications the dece- 
dent had been receiving are often suspected of causing 
or contributing to the fatality. If the autopsy report 
does not fully explain the cause of death, there is fur- 
ther suspicion for a drug-related death. As a result, 
neuroleptics have been implicated in some sudden, un- 
expected deaths. In those cases when an autopsy does 
not support a definitive cause of death, the postulated 
mechanisms for neuroleptic-induced deaths include 
cardiac toxicity, vasodilatation and hypotension, hy- 
perpyrexia, and the production of unspecified neuro- 
logic dysfunction. 

We report below the case of a sudden, unexpected 
death in a young man who had received only moderate 
doses of haloperidol for control of extreme agitation. 
An autopsy was performed, but the cause of death was 
not determined until a detailed reexamination of the 
patient’s heart was undertaken. The autopsy finding 
prevented this case from being another sudden death 
with no demonstrable cause of a patient who was tak- 
ing neuroleptics. 


Case Report 


Mr. A, a 30-year-old married man, was first admitted to 
the hospital because of obsessions with homosexual 
thoughts. Multiple stresses preceded and surrounded the on- 
set of his illness. As an outpatient, Mr. A had treatment that 
included psychotherapy and the administration of antipsy- 
chotic medications, which gave him some relief. By the time 
of his admission, however, his clinical condition had deterio- 
rated to a severely anxious and, at times, psychotic state. 
While hospitalized, Mr. A was treated with antidepressants 
and psychotherapy. He was discharged after 8 weeks with 
his condition improved but tenuous. At the time of his dis- 
charge he was instructed to take 200 mg/day of amitriptyline 
h.s. 

Three days after his discharge Mr. A was readmitted be- 
cause of severe anxiety, poor sleep, suicidal ideation, arid 
increasing impulses to harm his wife. In the hospital he con- 
tinued to be very agitated. The amitriptyline was discontin- 
ued on the day he was admitted, and antipsychotic medica- 
tion was reinstated. However, his condition continued to 
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worsen, and he developed catatonia with bizarre posturing. 
These symptoms alternated with periods of extreme авї ау 
tion. Because he made repeated attempts to injure himself, 
during his periods of agitation, it was necessary to inter- 
mittently use four-point restraints. Throughout his hospital- 
ization Mr. A was fully oriented, with an intact sensorium. 

Two days after nis admission the treating physicians rfoted 
clonic-type movements in his upper extremities. A neurolog- 
ical consultation ruled out seizure activity. Four-point re- 
straints continued to be used during his periods of extreme 
agitation. 

At 9:00 the next morning it was noted that Mr. A had res- 
piratory difficulties. His heart rate was very rapid and his 
blood pressure was unmeasurable. An examination damon- 
strated no evidence of upper airway obstruction. Mr. A de- 
veloped cardiopulmonary arrest, and resuscitation was im- 
mediately instituted. A cardiac team arrived and implemen-- 
ed full resuscitative measures, including placemeni of en 
endotracheal tube and intravenous pacemaker. Despite 45 
minutes of ceaseless efforts, however, Mr. A's heart failed to 
respond and he was pronounced dead. During the 3-day peri- 
od before Mr. A’s sudden, unexpected death he had received 
a total of 47 mg of haloperidol. On the day preceding his 
death he was given 25 mg of haloperidol. 

A preliminary autopsy examination revealed congestion 
and edema of the patient's lungs, liver, spleen, and Brain. 
These аге. nonspecific findings, and although consistent with 
acute congestive heart failure, they do not explain the cause 
of death. Further pathology studies of the heart were under- 
taken to rule out the possibility of a conduction tissue d»fect 
or other disease that would not be grossly evident, and this 
examination determined the pathologic basis for Mr. A's 
death. 

The left anterior descending and circumfiex coronary ar- 
teries showed focal atherosclerotic narrowing to 50% 'oss of 
internal diameter. The coronary circulation was right domi- 
nant with focal narrowing to nearly complete obstruction of 
the right coronary artery from 4 cm to 8 cm from its ostium. 
Step sections through the right main coronary artery at, the 
level of the most obstructed areas showed severe atMero- 
sclerotic narrowing with only a slit-like lumen гета ning. 

Microscopically, the upper and middle septum showed 
large areas of stretched myocardial fibers with ürst-, second-, 
and third-erder waviness. The fibers were variably eosino- 
philic, and a rare fiber showed flocculated cytoplasm. How- 
ever, cross striations were present and nuclei were only min- 


'imally pyknotic. The waviness extended into the area noted 


grossly to be thickened beneath the aortic valve ring. The 
conduction tissue of the AV node and immediately below it 
showed fragmented small fibers with pyknotic muclei and 
congested small blood vessels. Some contraction tands were 
present. The muscle fibers high in the interventricular sep- 
tum were enlarged with a tendency to whorl. These are diag- 
nostic findings of early myocardial ischemic change (1, 2). . 

Mr. A’s death, which occurred during acute congestive 
heart failure, was caused by acute myocardial ischemia with , 
severe segmental coronary atherosclerosis pres=rf. 


* 
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s **Sudden, unexpected deaths are not unique to the 
psychiatric patient ‘population. The age-specific rate 
Noor gudden, unexpected death in apparently healthy in- 
“ dividuals aged 20 years to 39 years is estimated to be 
47 deaths per 100,000 population (3). Several studies 
"Kive examined the causes of sudden, unexpected 
. deaths in apparently healthy, young adults (3, 4). In 
one study (4) the most frequent causes of death were 
asymptorhatic coronary heart disease and untreated 
infections. Twenty-eight percent of these patients died 
from coronary heart disease with or without recent oc- 
clusion. Another study (3) found that 61.4% of all sud- 
den deaths were due to coronary heart disease. Be- 
cause coronary heart disease is the leading cause of 
sudden death, it must be carefully ruled out before one 
reports a death as having no demonstrable natural 
cause and before one questions whether previously ad- 
ministered medications contributed to the death in an 
unspecified manner. 
There are numerous problems inherent in the pa- 
thology of sudden death due to coronary heart disease. 
It has been estimated that routine autopsies under- 
report the correct proportion of occlusive coronary ar- 
tery disease by more than half (5). However, even 
when occlusive arteriosclerotic disease is found, it is 
reported as an incidental finding unless evidence for 
myocardial ischemia or infarction is also present. De- 
finifive histologic evidence may be difficult to find in 
many cases of sudden death because of the rapidity of 
the terminal event. Recent advances in the histopatho- 
logical findings in early myocardial ischemia (1, 2) now 
permit a diagnosis of early myocardial infarction to be 
made. Such was the case in this patient. We suggest, 
therefore, that previously reported sudden, unexpect- 
ed deaths in patients receiving neuroleptics may repre- 
sent cases of occlusive coronary heart disease with 
myocardial infarction. 
Psychiatric patients with asymptomatic coronary 


n 
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heart disease may be at an increased risk Tor sudden 
death because of agitation and heightened afousal sec- 
ondary to their psychotic state (6). Neuroleptics may 
be indicated to reduce this risk. Haloperidol for seda- 
tion has been reported to be safe in moderate dosages 
(5 mg i.m. every 4 hours to 6 hours) for patients with 
acute myocardial infarction (7). Thus, it appears that 
haloperidol does not further impair a compromised 
coronary circulation. 

To our knowledge, the literature contains only one 
report of a sudden, unexpected death in a patient re- 
ceiving haloperidol and no other psychotropic medica- 
tion (8). An autopsy of that patient reported no demon- 
strable cause of death. The authors suggested that an 
idiosyncratic response to haloperidol may have oc- 
curred. A similar conclusion may have been reached in 
this case if a reexamination of the decedent’s heart had 
not been undertaken. Because asymptomatic coronary 
heart disease is the leading cause of sudden, natural 
death in young adults, this diagnosis must be carefully 
ruled out in any sudden, unexpected death involving a 
patient receiving psychotropic medication. 
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DeficiendProiaetin Response to Morphine in Depressed Ре l PERI - 


BY IRL EXTEIN, M.D., A.L.C. POTTASH, M.D., MARK S. GOLD, M.D., DONALD R. SWEENEY, ‚Мә. PH.D., 


DAVID M. MARTIN, AND FREDERICK K. GOODWIN, M.D. 


е 

The discovery of opioid receptors and endogenous 
opioid peptides (endorphins) in the brain (1) has kin- 
dled interest in the possible role of endorphin systems 
in psychiatric disorders (2, 3). The analgesic, eu- 
phoric, and calming effects of exogenous opiates sug- 
gest that decreased functional activity in endogenous 
opioid peptide systems could be linked to the patho- 
physiology of depression. Opiate receptors and endor- 
phins are widely distributed in limbic and hypothalam- 
ic areas thought to be involved in depression. Endoge- 
nous opioid peptides may modulate noradrenergic and 
dopaminergic neuronal systems that are implicated in 
the etiology and pharmacotherapy of depression. 

There are anecdotal reports from the pre- 
psychotropic era of the efficacy of opiates in treating 
depression. Researchers have observed significant de- 
pression in opiate addicts after detoxification. Some of 
these patients have been successfully treated with 
opiates and tricyclic antidepressants, suggesting that 
opiate discontinuation resembles the discontinuation 
of effective psychopharmacologic maintenance treat- 
ment. Administration of B-endorphins has amelio- 
rated depressive symptoms in some patients (3). These 
data support the hypothesis that endogenous opioids 
influence the maintenance of pathological mood states. 

We used a neuroendocrine challenge paradigm to 
study in vivo endogenous opioid systems in depressed 
patients. The normally pronounced increase in serum 
prolactin produced by morphine (4) was markedly 
blunted in patients with major depressive disorder. 


Method 


We studied 5 male and 5 female inpatients diagnosed 
as having major depressive disorder (9 unipolar pa- 
tients and 1 bipolar patient) according to Research Di- 
agnostic Criteria (5). Their mean age was 44-5 years; 
the range was 22-62 years. The control group con- 
sisted of 2 normal volunteers and 4 inpatients (4 wom- 
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en and 2 men) with a primary diagnosis of personality 
disorder. Their mean age was 33+8 years; the range . 
was 19-62 years. All subjects gave written informed 
consent to participate in the study. Seven df the pa- 
tients with major depression had used psychotropic 
medication during the 6 weeks before the study. Most 
of this use consisted of brief trials at low doses: 5 pa- 
tients received neuroleptics alone; 2 patients received 
neuroleptics plus antidepressants. (During this time 
the control subjects had remained drug free.) Patients 
received no other medication except flurazepam for at 
least 1 week before the study. The patients fasted 
overnight; an indwelling venous catheter was inserted 
at 8:30 a.m. and kept open with normal saline. At 9:00 
a.m. we infused 5 mg of morphine sulfate over 60 sec- 
onds through the catheters. We obtained small sam- 
ples of blood through the catheters before and 30, 60, 
90, 120, and 180 minutes after the morphine infusion 
for assay of serum prolactin in duplicate by radioim- 
munoassay (2). We calculated the maximum prolactin 
response for each patient by subtracting the baseline 
prolactin from the maximum prolactin level after mor« 
phine infusion. Values are expressed as mean + SEM. 
Statistical significance of differences between means 
was determined by two-tailed t test. Patients filled out 
an adjective checklist self-rating form before the mor- 
phine infusion and at the time of each blood drawing. 


Results 


The control subjects and the depressed patients did 
not differ significantly in age or sex distribution. Mor- 
phine infusion produced marked, significant increases 
(p<.05) in serum prolactin 30, 60, 90, 120, and 180 
minutes after infusion in the control subjects. There 
was no significant difference in the increase in pro- 
lactin levels in the patients with personality disorders 
compared with the normal volunteers. In the patients 
with major depressive disorder morphine infusion pro- 
duced only small, nonsignificant increases in serum 
prolactin (see table 1). Mean baseline prolactin levels 
of 9.01.4 ng/ml in the control group did not differ 
from those of 10.5 +1.9 ng/ml in the depressed group. 
Mean prolactin levels in the depressed group were sig- 
nificantly lower than those in the control group at 60 
(p<.01), 90 (p<.02), 120 (p<.02), and 180 (p«.05 
minutes (see table I). The mean maximal prolactin re- 
sponse of 7.2+2.7 ng/ml in the depre$sed group was 
significantly lower than that of 31.9+9.5 ng/ml in the 
control group (p<.01). There was no significant corre- ^ 
lation between maximal prolactin responses and base- 
line prolactin levels. The morphine infusionzgtoduced 
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TABLE 1 * E 
e Serum Prolactin Levelt of Depressed Patients and Control Subjects 
e After Infusion of 5 mg of Morphine 


P = mere 
N. 








Serum Prolactin Levels (ng/ml) 











UU Control Depressed 
Міне, Subjects Patients 
ter (N=6) (N= 10) 

nfusion Mean SEM Mean SEM Significance 
* 9 9.0 1.4 10.5 1.9 n.s. 
~ 30 22.7 5.7 14.6 2.6 n.s. 

60. * 33.0 4.8 15.0 2.3 р<.01 

90 34.8 8.9 14.7 2.8 р<.02 

120 26.8 4.6 11.6 3.0 p<.02 

180 26.1 8.9 10.0 1.4 p<.05 

Change? 31.9 9.5 7.2 2.7 p<.01 





*Determined for each patient by subtracting the baseline prolactin level from 
the peak prolactin level after morphine infusion. 


only small, nonsignificant subjective antidepressant 
and antianxiety effects in both the depressed and con- 
trol groups. 


Discussion 


Both exogenous opioids and endogenous opioid 
peptides are potent stimulators of secretion of the pitu- 
itary hormone prolactin in animals (6) and man (2, 4, 
7). Morphine in the dosage range we used has been 
reported to produce large and reliable increases in 
‘serum prolactin in normal subjects (4). Prolactin secre- 
tion is controlled in part by the dopaminergic tuberoin- 
fundibular tract, which exerts an inhibitory effect over 
the secretion of prolactin (8). Serotonergic neurons 
have a stimulatory effect on prolactin secretion and 
other neurotransmitters and neuromodulators, includ- 
ing norepinephrine and epinephrine, have been report- 
ed to modulate prolactin secretion as well (8). Re- 
searchers have located opioid receptors on dopaminer- 
gic neurons (1). When these opioid receptors are 
activated, they inhibit the dopaminergic tonic inhibi- 
tion of prolactin secretion. Such opioid receptor acti- 
vation would therefore allow increased secretion of 
prolactin after administration of opioids (6). 

Thus the absent or blunted increase in serum pro- 
lactin occurring after morphine infusion in our patients 
with major depressive disorder may reflect abnormal- 
ities in central endorphin, dopamine, serotonin, or oth- 
er neuroregulatory systems. Possible abnormalities in 
endorphin systems that could account for a blunted 
prolactin response to morphine in major depression in- 
clude an opioid receptor deficit, an excess of endoge- 
nous opioid antagonist, or elevated endorphin levels 
with compensatory down-regulation of opioid recep- 
tors. Although there was no significant difference in 
baseline prolactin levels between the control subjects 
and the patients with major depressive disorder, subtle 

" changes in baseline prolactin secretion or diurnality 
"might partially explain the blunted prolactin response 
to morpkine exhibited by the patients with major de- 
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pressive disorder. Halbreich and associates reported 
increased secretion of prolactin in depressed patients 
during the afternoon apd evening (9). An increased 
prolactin secretion at some time of the day in the pa- 
tients with major depressive disorder could conceiv- 
ably have decreased the sensitivity of the prolactin 
system to stimulation. Possibly the use ofe psycho- 
iropic medication by some of the depressed patients in 
the 6 weeks before the study may have influenced their 
prolactin response to morphine. If this were the case, 
however, one would probably expect a significant dif- 
ference between mean baseline prolactin levels of pa- 
tients with major depressive disorder and those of con- 
trol subjects, or correlation between maximal pro- 
lactin responses and baseline prolactin levels. We 
observed neither of these. Researchers should explore 
other factors that might influence prolactin response to 
morphine in depression, such as corticosteroid or thy- 
roid axis abnormalities or pharmacokinetic changes. 
While we observed significant miosis, we noted only 
a small, nonsignificant subjective antidepressant effect 
in the depressed patients. This lack of antidepressant 
response to morphine parallels the lack of neuroendo- 
crine response in depressed patients. Perhaps higher 
doses of morphine or other opioids are needed to stim- 
ulate prolactin secretion in depressed patients than in 
control subjects. Preliminary work shows elevation of 
serum prolactin in depressed patients after infusion of 
5 mg of methadone, which is about twice as potent as 
morphine (10). Investigators should continue to ex- 
plore the role of endorphin systems, including the pos- 
sible antidepressant effects of exogenous opioids and 
endorphins and their analogues in depressed patients. 
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Kraufhammer and Klerman (1) recently reviewed 
the literature for reports of mania secondary to medi- 
cal and/or pharmacological antecedents. They used 
operational diagnostic criteria for mania and excluded 
patients with a previous history of affective disease or 
accompanying symptoms of acute organic brain syn- 
drome. The authors, who were able to find numerous 
cases meeting their criteria for secondary mania, con- 
cluded that mania should be considered a syndrome 
with multiple causes. Do these case reports also reveal 
information about the particular mechanism or neu- 
rophysiology involved? Most episodes occurred fol- 
lowing a generalized disruption of cerebral function- 
ing. In light of previous reports, we feel the following 
case report is suggestive of a specific mechanism. To 
our knowledge, this is the first report in the English 
literature of recurrent mania associated with localized 
cerebral psychopathology. 


Case Report 


Mr. A, a 59-year-old, right-handed man. had been in good 
health until the fall of 1974 when he suffered a subarachnoid 
hemorrhage. Evidence of a right temporal lobe hematoma 
was obtained from angiography, radionuclide scan, and CT 
scan. He initially manifested a left hemiparesis and left 
homonymous hemianopsia, but gradually improved so that 
by the time he was discharged 3 weeks later he had only 
minimal neurologic residua. 

In February 1977 Mr. A was admitted for psychiatric care 
after an 8-week history of irritable mood and constant wak- 
ing activity. His sleep time had become shortened and frag- 
mented. His speech was described by relatives as loqua- 
cious, loud, grandiose, and tangential. He had begun driving 
his car at high speeds, buying expensive commodities, and 
investing his business capital irresponsibly. A mental status 
examination revealed that Mr. A was elated and irritable and 
had abortive episodes of tearfulness, with pressured speech 
and flight of ideas. No delusional or hallucinatory material 
could be elicited. His cognitive functions, including memo- 
ry, orientation, serial sevens, and general fund of informa- 
tion, were found to be intact. He was diagnosed as suffering 
from manic-depressive illness, manic type, and lithium car- 
bonate treatment was begun. Mr. A's condition gradually 
improved during the next 15 days, at which time he was dis- 
charged as euthymic. His lithium level was 0.93 mEg/liter. 

During an outpatient follow-up visit that spring, Mr. A 
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manifested some relapse of;symptoms, which correlatec 
with poor medication compliance. However, his symptorge*s 
abated 2 months later and the lithium was discontinued.  . 

Mr. A was symptom free until July of the following year," 
when he was hospitalized after 3 to 4 weeks of*symptoms 
similar to those that cccurred in his first episode. Over a 3- 
week period he again responded to lithium and was *dis- 
charged with a serum lithium level of 1.14 mEg/liter. While 
he was euthymic, neuropsychometric testing revealed that 
Mr. A had an average intelligence with intact verbal abilities, 
verbal memory, and abstract reasoning, but he had impaired 
visual perception, nonverbal sequencing, and nonverbal 
memory. 

Approximately 1 year and 2 months later Mr. A was ad- 
mitted to the hospital with his third episode of mania, which 
had apparently developed over the preceding 2 months. A 
repeat EEG was consistent with a residual focal right hemi- 
sphere lesion. He was again treated with lithium and gradu- 
ally improved during the next month. Mr. A attained a peak 
lithium level of 1.62 mEg/liter. As an outpatient, he ccntin- 
ued to do well while taking lithium. 

Each of Mr. A’s three episodes of psychopathology met 
both the Feighner and associates’ (2) and Spitzer and associ- 
ates’ (3) criteria for mania. Despite extensive interviewing of 
Mr. A as well as many family members, we could find no 
history of affective disorder in him or his family. 


Discussion 


We believe Mr. A’s mania is not coincidental to his 
cerebral dysfunction. The onset of mania at age 61 
without a personal or family history of affective dis- 
order is suggestive of a causal relationship (1, 4). Mr. 
A also met Krauthammer and Klerman’s operational 
criteria for secondary mania. 

In the English literature there are four reports of 
mania secondary to localized cerebral lesions (5-8). A 
striking similarity exists between our report and the 
case described by Rosenbaum and Barry (5). Their pa- 
tient was undergoing neurosurgery when his right tem- 
poral lobe was traumatized and its anterior two ‘cen- 
timeters resected. In the succeeding months, the pa- 
tient developed a left homonymous hemianopsia and 
jacksonian seizures in his left arm. An EEG revealed a 
dysrhythmia involving the right posterior temporopa- 
rietal area. Five months later the patient developed 
mania, which was responsive to lithium. A later at- 
tempt to discontinue lithium resulted in recurrence of 
the mania. 

Oppler (6) reported a case of mania that abated 
with the removal of a parasagittal ‘meningioma in- 
volving the right frontoparietal area. Following the op- 
eration, there was transitory weakness of the left arm- 
and leg. Stern and Dancey (7) reported a case of unre- 
mitting chronic mania in a patient who, afautopsy, 
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` was found:to have a tumor occubying the right dien- 
Р керв, 
* Most recently Jamieson and Wells (8) reported a pa- 
tient with four mass lesions in the right occipital, tem- 
AE and. parietal lobes. Although this patient was 
manic before surgery, it is notable that following par- 
tial right parietal occipital lobectomy the patient devel- 
Thed left-sided weakness and left unilateral neglect. 
. The patient's performance IQ was substantially more 
"effected than the verbal IQ. This patient's mania also 
responded to lithium. There was no recurrence of the 
mania after lithium withdrawal, but the patient died 2 
to 3 months later. 

Evidence reviewed by Flor-Henry (9) suggests that 
the organization of the cerebral mood system in dex- 
trals may be lateralized to the right hemisphere. We 
can now add that our case, as well as the four pre- 
viously reported cases of mania secondary to localized 
cerebral impairment, demonstrates predominant right 
hemisphere dysfunction. As Flor-Henry has speculat- 
ed (9), perception of our own movement, so nécessary 
for biological survival, may be an important psycho- 
physiological component in the generation of our 
moods. These case reports support a close association 
between motility and visuospatial defects and second- 
ary mania. 

For diagnosis and treatment, justified emphasis has 
been placed recently on dividing mania into functional 
(primary) versus organic (secondary) categories. How- 
ever, the etiological distinction may be somewhat arbi- 
trary. Dalen's study (10) of hospitalized manic patients 
showed that those patients who apparently lacked a 
hereditary predisposition had had a greater frequency 
of exposure to perinatal events that involved a risk of 
brain damage and a greater frequency of EEG abnor- 
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malities. Our patient, as well'as other secohidary man- 
ics, showed a typical time course and response to lith- 
ium. He manifested the classic pattern of remission 
without medication and periodic recurrence. RES 

These reports suggest that it may be possible to de- 
velop an animal model of mania secondary to surgi- 
cally or chemically induced right temporoparietal dys- 
function. Development of this model would require 
awareness of a latency period between cerebral insult 
and the onset of mania. 
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Haloperidol Excretion in Human Milk 


BY RONALD B. STEWART, M. 


Infornfation concerning the excretion of specific 
psychotropic drugs in human milk is limited, although 
much concern for the potential hazards has been ex- 
pressed in the literature (1-4). Psychotropic drugs are 
used irequently during pregnancy to treat nausea and 
vomiting and after delivery to treat anxiety, depres- 
sion, and, occasionally, psychotic episodes. In this pa- 
per we present a case report documenting excretion of 
haloperidol in human breast milk and discuss the im- 
plications of this finding. 


Case Report 


Ms. A, a 33-year-old woman, entered our hospital with the 
complaint, ‘І killed my baby.” This, in fact, was not true. 
Five days before her hospitalization she reportedly engaged 
in bizarre behavior that consisted of screaming and lying on 
the floor. She was diagnosed at this time as suffering from a 
major depressive disorder with psychosis. Ms. A had experi- 
enced a brief psychotic episode 1 year earlier and another 
one 1'/2 years earlier. 

Five weeks before her hospitalization Ms. A had given 
birth to a girl, and she had breast-fed the infant until she was 
admitted to the hospital. Ms. A wished to continue nursing 
her child after she was discharged so she expressed milk 
from her breast three or four times daily during the hospital- 
ization to maintain lactation. Because of her psychotic 
symptoms we prescribed 20 mg/day of haloperidol and in- 
creased the dosage as needed. 

We were unable to find any definitive information con- 
cerning the excretion of haloperidol in human milk, so we 
decided to collect samples of Ms. A's breast milk and mea- 
sure it for levels of haloperidol. Ms. A expressed the milk by 
hand; we collected samples in vacutainer blood tubes and 
then froze them. Concentrations of haloperidol were mea- 
sured at the National Psychopharmacology Laboratory in 
Knoxville, Tenn., by using a gas chromatograph equipped 
with a nitrogen detector. 

After 6 days of haloperidol therapy with a mean daily dose 
of 29.2 mg, 5 ng/ml of haloperidol were detected in Ms. A's 
breast milk. This level was obtained 11 hours after her halo- 
peridol dose. On day 12, 9 hours following 2 12-mg dose, her 
breast milk levels were 2 ng/ml. From day 13 to 19 we pre- 
scribed 7 mg/day of haloperidol (2 mg in the morning and 5 
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mg in the evening). We reduced the dose to 2 mg/day on day 

20, and the next day we discontinued the drug. Concentra* 
tions of haloperidol levels in the breast milk were not detect- > E 
able 3 days after the last 7-mg dose. These breast milk levels" 
are similar to the therapeutic plasma levels that have been 
Observed in pharmacokinetic studies in man (5). 


Discussion 


To our knowledge, this is the first report of haloperi- 
dol excretion in human breast milk. One study showed 
that levels of haloperidol in the milk of lactating cows 
and ewes were approximately 6596 of those levels 
found in the animals' serum (6). 

The pharmacokinetics of haloperidol have been ex- 
tensively studied in man and animals (5, 7, 8). Halo- 
peridol is eliminated primarily by metabolism in the 
liver and no active metabolites are produced. Bioavail- 
ability of haloperidol after oral administration is esti- 
mated to be 60%, and a serum half-life from 12.6 hours 
to 22.0 hours has been observed. Serum concentra- 
tions of haloperidol reach a steady-state level after av- 
proximately 6 days of treatment, and levels may va-y 
up to tenfold in individuals given the same dose., 
Steady-state serum levels of haloperidol were shown 
to range from 3 ng/ml to 20 ng/ml in a study of 11 pa- 
tients who were each given 6 mg/day of haloperidol 
(5). 

Levels of haloperidol in the breast milk of our pa- 
tient were 5 ng/ml after an average dose of 30 mg/day 
and 2 ng/ml following a 12-mg dose. This is a very 
small concentration of haloperidol in the milk. An in- 
fant normally ingests from 1/2 to 11/2 liters of milk daily 
(9). Using this approximation, we calculated that an 
infant could receive a maximum of 0.0075 ng/day of 
haloperidol. The effect of these small concentrations 
of haloperidol on an infant is not known. Therefore, 
physicians should carefully assess the need for agti- 
psychotic drug therapy in a mother nursing her infant. 
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- Oculogyric Dystonia in Tardive Dyskinesia 


BY HENRY A. NASRALLAH, M.D., NICHOLAS J. PAPPAS, 


Dystonia is an acute extrapyramidal side effect of 
neuroleptic drug treatment. In one study (1) it was 
found that approximately 1096 of the patients receiving 
neuroleptic drugs developed dystonia, which is usually 
associated with such high-potency neuroleptics as 
haloperidol and the piperazine phenothiazines. Dys- 
tonia usually occurs shortly after neuroleptic drug in- 
gestion: 9096 of patients experience dystonia within 
the first 4 days of drug treatment (1), or after an in- 
crease in drug dosage. It is characterized by tonic 
contraction of any skeletal muscle or muscle group, 
commonly involving the face, mouth, neck, and extra- 
ocular muscles in a painful and frightening oculogyric 
dystonic reaction. Dystonia usually occurs in young 

"males and mainly in the initial phase of neuroleptic 
treatment. - 

We report here the appearance of an oculogyric 
dystonic reaction in a chronically medicated patient 
with severe tardive dyskinesia of several years' dura- 
tion. This was our first observation of these symptoms 
in a patient with tardive dyskinesia, and to our knowl- 
edge such an occurrence has not been reported. Be- 
cause the mechanism of dystonia and tardive dyski- 
nesia is hypothetical and rather vague, the coexistence 
of these two symptoms and the circumstances leading 
to the coexistence may shed some light on the under- 
lying neuropharmacological correlates of the symp- 
tams. 


Case Report 


Mr. A, a 42-year-old single man, was admitted to the hos- 
pital for management of severe buccolingual tardive dyski- 
nesia, which he had had for several years. It was gradually 
interfering with his speech, eating, drinking, and even 
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breathing. He had been diagnosed as suffering from chronic 
paranoid schizophrenia at age 22, when he was first treated 
for psychosis. Mr. À was repeatedly hospitalized over the 
next 20 years, with the same diagnosis, and was maintained 
almost continuously on neuroleptics —chlorpromazine, thio- 
ridazine, trifluoperazine, fluphenazine, and haloperidol. 
Buccolingual dyskinesia was first noted at age 30. At age 40 
Mr. A was hospitalized for the first time for management of 
his tardive dyskinesia, mainly severe mouth opening and 
tongue movements. He failed to show any improvement with 
a test dose of 2 mg of i.v. physostigmine, a cholinergic ago- 
nist, but he showed partial improvement with 1250 mg/dav of 
sodium valproate, a y-aminobutyric acid agonist, without a 
neuroleptic. However, Mr. A became psychotic again and 
manifested many first-rank symptoms; he was placed on 800 
mg/day of thioridazine with good results. 

During the current hospitalization, Mr. A received 800 mg/ 
day of thioridazine and continued to suffer from severe tar- 
dive dyskinesia. He was given a trial of up to 40 mg/day of 
diazepam and improved somewhat for about 2 weeks. Diaze- 
pam was then gradually discontinued, and we decided to 


.give him a trial of reserpine. However, Mr. A asked that 


another neuroleptic be substituted because thioridazine had 
made him impotent for the past several months. Thioridazine 
was gradually discontinued and 15 mg/day of trifluoperazine 
was started; we increased the dose to 50 mg/day within 5 
days. Mr. A's involuntary movements did not change during 
this transition, and .1 mg of reserpine t.i.d. was started. 
Three days later Mr. A suddenly developed an oculogyric 
dystonic reaction at night; that day he had received tri- 
fluoperazine, 10 mg orally t.i.d. and 20 mg h.s., and reser- 
pine, .25 mg orally t.i.d. and .75 mg h.s. Mr. A's eyes were 
fixed in an upward gaze and his neck was stiff, but he contin- 
ued to have his buccolingual involuntary movements. Imme- 
diately 50 mg of i.v. diphenhydramine were given to Mr. A; 
he had prompt relief of his dystonic symptoms and, accord- 
ing to him, a transient subjective relief of his dyskinetic 
movements. During the next 36 hours Mr. A had two mild 
recurrences of upward gaze and still neck, which were 
promptly relieved with 25 mg-50 mg of i.v. diphenhydramine. 
He continued to take 50 mg/day of trifluoperazine for the next 
3 weeks and up to 6 mg/day of reserpine, with no further dys- 
tonic reaction and with partial improvement eof his tardive 


dyskinesia symptoms. 
. M NC 


The mechanism of sieuroleptic: induced dystonias is , 
still unknown, and there is no animal model of dys- 


Discussion 
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tonia. However, due to the efficacy of anticholinergic 
drugs in treating dvstonia, it has been suggested that 
dystonia may be due to the sudden decrease in do- 
paminergic activity and the relative increase in cholin- 
ergic activity following the dopamine-blocking effects 
of neuroleptics. Reversal of dystonia with dopamine 
agonists such as methylphenidate (2) and apomorphine 
(3) also supports this hypothesis. However, other 
drugs such as caffeine (4), diazepam (5), meperidine 
(6), and barbiturates (7) have been reported to relieve 
dystonia as well. Hypocalcemia and hypomagnesemia 
have also been shown to predispose patients to dys- 
tonia (8). 

Another hypothesis by Marsden and associates (9) 
proposes that dystonia may be due to an increase, 
rather than a decrease, in dopamine activity due to the 
initial and transient compensatory increase in dopa- 
mine synthesis and turnover at the beginning of neuro- 
leptic therapy. Support for this view also comes from 
Garver and associates (10). They found that dystonia 
appeared after the red blood cell concentration of a 
single dose of neuroleptic had peaked and was de- 
creasing, possibly reflecting a decreased blockade of 
dopamine receptors. 

The possibility that dystonia may be due to in- 
creased dopamine activity is of particular significance 
in this patient because his dystonia was superimposed 
on tardive dyskinesia. It is also believed that tardive 
dyskinesia is caused by dopamine hyperactivity and 
relative cholinergic hypoactivity (11) due to dopamine 
receptor supersensitivity secondary to a chronic dopa- 
mine receptor blockade by neuroleptics. Is it possible, 
then, that dystonia is the acute, transient, extra- 
pyramidal manifestation of increased dopamine hyper- 
activity through a rebound increase in dopamine re- 
lease? Is it possible that at the same time tardive dyski- 
nesia is the chronic, persistent extrapyramidal 
manifestation of increased dopamine hyperactivity 
through the increased number of dopamine receptors, 
1.е., hypersensitivity? If so, then could acute dystonia 
early in the course of neuroleptic treatment predict fu- 
ture predisposition to tardive dyskinesia? 

In our patient the addition of reserpine to tri- 
fluoperazine 2 days before the dystonic reaction is 
consistent with Marsden's hypothesis of dopamine hy- 
peractivity preceding dystonia. Reserpine is a neuro- 
leptic that releases dopamine until the neuronal stores 
are depleted. Thus during the first 2 days our patient 
took reserpine, there was probably a massive increase 
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in synaptic dopamine concentrations’ in’ the préSenee 
of dopamine receptor hypersensitivity, which was A 
ly partially blocked by trifluoperazine. This could have * 
resulted in a sudden, exceptionally high dopamine ac-^ 
tivity above that which exists, hypothetically, ih tar- 
divé dyskinesia. This sudden surge in dopamine hyper- 
activity may have allowed the dystonic symptoms. 
emerge against the background of tardive dyskinesia. 

Finally, reserpine given alone is known to produce 
various extrapyramidal side effects but not dystoriia, 
even when reserpine is given in high dosages (9). On 
the other hand, neuroleptics that block dopamint re- 
ceptors can produce dystonia even in very small dos- 
ages. This suggests that a dopamine receptor blockade 
may be an important step in the neurophysiological 
mechanism of dystonia. It would be quite important to 
note wh<cher reserpine given with or without a neuro- 
leptic that blocks dopamine receptors, such as tri- 
fluoperazine in our patient, may have a differential ef- 
fect on dystonia and/or tardive dyskinesia. 
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AND STEPHEN I. ABRAMO WITZ, PH.D. 


Parental deprivation is commonly noted in the child- 
оа histories of self-mutilating patients (1). Feelings 
þf isolation or separation anxiety often trigger self-mu- 
tilation (244), and some patients seek physical or sex- 
ual contact when tension mounts. 

Recently, investigators have linked physical abuse 
during childhood to later episodes of self-mutilation 
(4-6). In two cases Gréen found a relationship between 
physical abuse and self-destructive behavior in chil- 
dren (6, 7). Roy (5) also found that more self-mutilating 


patients recalled excessive physical punishment in. 


childhood than control subjects did. 

The outward expression of anger may be severely 
restricted or punished in the families of self-mutilating 
patients, so that as children these individuals learned 
to turn their aggressive feelings inward (8). Other 
childhood histories of self-mutilators note eating prob- 
lems (2, 3), accident-prone behavior (3, 7), family vio- 
lence (1), and open displays of sex and aggression by 
the parents (4). 

Most of the early data on the family backgrounds of 
self-mutilators are based on clinical impressions and 

| case studies. Interview-based research has focused оп 
present behavioral features, population character- 
istics, and management issues. Through a structured 
interview we explored aspects of early experience im- 
plicated but not yet systematically investigated in the 
self-mutilation literature. 


Method 


Our study included 14 self-mutilating patients and 14 
nonmutilating, nonsuicidal control subjects from the 
same.public psychiatric population. АП self-mutilating 
patients reported at least one deliberate act of self-in- 
flicted injury that was nonsuicidal in intent, and most 
had а history of several similar incidents. Their mean 
age was 28.1 years, with a range of 21-41 years. Six 
self-mutilators were inpatients (nonpsychotic at ad- 
mission). Ten of the 14 self-mutilators were women, 
reflecting the sex ratio reported for this population (9). 
The control group was matched for age, inpatient/out- 
patient status, and sex. 
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Two of us (J.C. and C.S.) interviewed the Subjects 
(one of us is a third-year clinical psychology graduate 


student, the other a third-year resident in psychiatry). . 


We elicited information about aspects of behavior and 
history noted in the literature as relevant for self-muti- 


lating, suicidal, or violent patients and nominally cate- 


gorized responses. 
Results 


The results of Fisher exact probability tests in- 
dicated whether the criterion variables were more 
characteristic of the self-mutilating patients than of the 
control subjects. We found significant between-group 
differences for major separations before age 10, family 
violence, physical abuse, and anger prohibition by the 
family. Differences were not significant for birth order, 
sexual abuse, symptoms of triad for violence, accident 
proneness, eating problems, socioeconomic class, or 
family psychiatric history. In every instance, how- 
ever, there was a trend consistent with a clinical for- 
mulation about self-mutilation. 

Major separations from parental figures occurred 
more frequently in the childhood histories of self-muti- 
lating patients. More self-mutilators than control sub- 
jects lost at least one parent before the age of 10 
(p<.05). 

Other coded data less amenable to reliable classifi- 
cation suggested a disparity in self-mutilators’ parental 
relationships. Self-mutilating patients described a 
good relationship with one parent and a sharply nega- 
tive relationship with the other more often than control 
subjects did. 

Violent behavior or physical fighting occurred more 
often in the families of self-mutilators than in the fami- 
lies of control subjects. Two self-mutilating patients 
and 3 control subjects reported some family violence, 
while 10 self-mutilating patients and no control sub- 
jects reported excessive family violence. Self-mutilat- 
ing patients were disproportionately represented 
among those who reported either some or excessive 
violence in the home during childhood (p«.01). . 

We also found a strong relationship between phys- 
ical abuse by parents and self-mutilation. Four self- 
mutilating patients and 1 control subject recounted 
some or moderate abuse, while 8 self-mutilating pa- 
tients and no control subjects described excessive 
physical abuse. Self-mutilating patients reperted phys- 


\ 


ical abuse strikingly more often iban control iso m 
* 


did (p<.005). 
Sexual activity with an older Bas member tended 
to occur more often in the childhood histories of self- - 


mutilators. Three female self-mutilating patients and F , 
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female Xontrol subject experienced some sexual 
abuse, whfle 2 female self-mutilating patients and no 
control subjects described excessive sexual abuse. 

* The self-mutilating patients differed from the control 
subjects in regard to how anger was handled at home. 
Thirteen self-mutilating patients and 2 control subjects 
stated tifat expressions of anger were not allowed in 
their families, 1 self-mutilating patient and 9 control 
subjects stated that expressions of anger were some- 
times allowed, and 3 control subjects stated there were 
no prohibitions against expressing anger in their fami- 
lies. More self-mutilating patients than control sub- 
jects reported strong restriction of anger in their fami- 
lies (р<.005). 


Discussion 


The higher frequency of major separations from par- 
ents experienced bv self-mutilating patients as chil- 
dren supports the notion that separation anxiety and 
the threat of abandonment are significant themes. This 
is consistent with reports that a threatened or actual 
separation from an important relationship can precipi- 
tate self-mutilation (2-4). 

The high incidence of family violence reported by 
the self-mutilating patients suggests disharmony in pa- 
rental as well as child-parent relationships. The sheer 
extent of the family violence supports the theory that 
intrafamilial hostility precipitates the self-mutilating 
syndrome. Another precipitating factor was physical 
abuse during childhood, which empirical research has 
only recently related to mutilation (5, 6). 

All but one of the self-mutilating patients were 
abused as children, either physically or sexually; pro- 
hibitions against expressing angry feelings may have 
led these individuals to seek other ways of coping with 
intense feelings. A conflictual formulation consistent 
with the data is that parental hostility fosters develop- 

' ment of a punitive superego that, under stress, over- 
whelms ego defenses and triggers self-mutilation. Typ- 
ically, self-mutilation is followed by a sense of calm, 
relief, and decreased tension and thus may promote a 
reintegration of ego defenses. The lack of maternal 
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handling in early childhood reported by self-mutiffting 
patients (3) also suggests a precónflictual componens, 
Self-mutilators may come to associate physical.abuse “ч 
with contact that satisfies the need for physical touch- 
ing and attention; the need for contact may override 
the unpleasant sense of pain or the self-mutilators may 
associate pain with need satisfaction and thus not ex- 
perience it as pain. ^7 
We can also view self-mutilation in terms of a self > 
theory, in which the impulsive self-destructive act be- 
comes an attempt to overcome intense ‘‘depletion anx- 
iety,” i.e., fear of fragmentation or destruction of the 


-self. Narcissistic patients who have been deprived of 


gratifications required for the development of a cohe- 
sive self may exhibit such behavior (10). 

We recommend that researchers define the self-mu- 
tilating syndrome more precisely and conduct studies 
that incorporate nonmutilating suicidal control sub- 
jects and methods of subclassifying self-mutilating pa- 
tients according to the type and the extent of self-in- 


jury. 
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` Тїйїйтїпє? in Imipramine Therapy 


Ms x JOHN RACY, M.D,, AND E. ANN WARD- RACY, M.D. 
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- Tinnitus (ringing in the ears) is a well-known side 
effect of certain medications (1, 2), but it is rarely re- 


. ported in psychotropic drug use. The 1979 Physician's 


Desk Reference lists tinnitus as the last among neuro- 
logic side effects of tricyclics, yet we found no mention 
of st in any of the standard reference books on psycho- 
pharmacology (3-7). Our thorough search of the litera- 
ture failed to reveal a single reference. In a report com- 
paring two tricyclics, Melitracen and imipramine, 
Biros and associates (8) mentioned tinnitus as a side 
effect of Melitracen but not of imipramine. (Melitracen 
has not been marketed and is currently unavailable.) 


In 1960 Barker and associates (9) reported two cases of. 


transient deafness in patients receiving imipramine. 
Although the results of our literature search would 


lead us to recommend dropping tinnitus from the for- . 


midable list of tricyclic antidepressant side effects, our 
recent experience with four patients suggests other- 
wise. 


Case Reports 


Case 1. Ms. A, a 37-year-old woman, came to the clinic 


^ e. . " " . М 
with manifestations of neurotic depression. She gave no in- 


dication of psychosis or any suggestion of a schizophrenic 
disorder. Ms. À had never received psychoactive drugs. Her 
therapist (E.A.W.-R.) prescribed imipramine, 50 mg/day. 
After 1 week of this regimen, Ms. A reported that ringing in 
her ears had started 2 to 3 days after she had begun taking 
imipramine. The tinnitus was so unpleasant that Ms. A did 
not want to continue treatment. When Ms. A's therapist per- 
suaded her to continue taking the imipramine at the lower 
dose of 25 mg/day, her tinnitus stopped. Her clinical state 
improved, and she was maintained on the same dosage. 


Case 2. Rose, a 15-year-old girl, exhibited predominantly 
depressive symptoms, with some elements suggestive of a 
Schizophrenic disorder. Her therapist (E.A.W.-R.) pre- 
scybed imipramine on a graduated regimen of up to 150 mg/ 
dato treat her depression. When Rose’s imipramine dose 
reached 150 mg/day, she complained of ringing in her ears. 
Her medication was then reduced to 125 mg/day and the tin- 
nitus disappeared. She responded favorably and has been 
maintained on that dosage. 


Case 3. Ms. B, a 30-year-old woman, had had marital con- 
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flicts and suffered from severe anxiety and depression. Al- 
though she exhibited no evidence of psychosis, Ms. B was 
highly suspicious and concerned about people who might 
eavesdrop on her therapy sessions. At a later point her thera- 
pist (J. R.) prescribed imipramine. Ms. B responded partially 
to 100 mg/day and her therapist determined that she needed 
more medication. When he increased her dosage to 150 mg/ 
day, Ms. B began to complain of nausea and a buzzing sound 
in her ears. When he reduced her medication to 100 mg/day, 
Ms. B's nausea and tinnitus subsided, but she again became 
depressed. Her therapist attempted to find a therapeutic lev- 
el, increasing Ms. B's dosage by 10-mg increments. At 120 
mg/day Ms. B's tinnitus and nausea returned. She achieved 
clinical improvement with 110 mg/day and suffered no fur- 
ther tinnitus. 


Case 4. Mr. A, a 31-year-old man, exhibited low self-es- 
teem, anxiety, anger, and progressive depression, with some 
borderline features. His therapist (J.R.) prescribed imipra- 
mine during the course of his psychotherapy. Its efficacy in 
relieving Mr. A's depression remained uncertain. While re- 
ceiving 150 mg/day of imipramine Mr. A complained of dis- 
tinct ringing in his ears. When the medication was reduced to 
75 mg/day, the ringing was still present but somewhat mild- 
er. Eventually Mr. A's therapist discontinued imipramine 
and substituted desipramine at a dosage of 100-150 mg/day. 
Mr. A’s tinnitus did not return and he found the medication 
helpful. 


Discussion 


Tinnitus may not be as rare a side effect of tricyclic 
therapy as would appear from the literature. The fact 
that our patients were able to continue with and profit 
from such therapy (either on a reduced dose of imipra- 
mine or with a substitute) suggests that this side effect 
is not a serious impediment or contraindication to tri- 
cyclic use. Tinnitus is very distressing to patients and 
must be controlled. The ringing in the ears described 
by our patients was typical and bore no resemblance to 
hallucinations. We found that reducing the dosage of 
imipramine was usually sufficient to control the tin- 
nitus. 
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Amitriptyline in Human Breast Milk and the Nursing Infant's Serum 


BY TED F. BADER AND KARIN NEWMAN 


To our knowledge, there have been no reports docu- 
menting the amount of amitriptyline found in the 
breast milk of women taking amitriptyline chronically 
or the amount of amitriptyliue in the serum of their 
nursing infants. In this paper we describe such a pa- 
tient and document the excretion of amitriptyline and 
its metabolite, nortriptyline, in human breast milk. A 
serum measurement was also taken of the nursing in- 
fant, and no amounts of amitriptyline or nortriptyline 
were found. 


Case Report 


Ms. A, a 36-year-old mother of one child, had been taking 
amitriptyline for 10 years to control her depression. Her usu- 
al dose, 150 mg/day was decreased to 100 mg/day when her 
second pregnancy was discovered. She continued this dose 
for the 7 months before the birth of her child, a girl weighing 
2660 grams. Because Ms. A had suffered severe postpartum 
depression after the birth of her first child and she desired to 
breast-feed this child, it was decided that she should contin- 
ue taking the lower dose of amitriptyline, 10) mg/day h.s. 

In order to determine if the drug or its metabolite was ac- 
cumulating in the mother's breast milk or the infant's serum, 
two sets of measurements were made to screen for detect- 
able quantities of amitriptyline and nortriptyline in the breast 
milk (table 1). The first set of measurements was taken 6 
weeks after Ms. A had begun breast-feeding her infant. 
When levels of amitriptyline and nortriptyline were discov- 
ered in her breast milk, a second set of measurements was 
repeated 11 days later; this time the infant's serum levels 
were also measured. Plasma samples were collected into 
heparinized vacuum blood collection tubes; care was taken 
not to allow the serum to come in contact with the stoppers. 
Breast milk samples were collected and stored in a plastic 
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TABLE 1 
Concentrations of Amitriptyline and Nortriptyline in Mother's Serum 
and Breast Milk? and Infant's Serum 





Concentrations (ng/ml) 








Hours Since 
Source Drug Ingestion Amitriptyline Nortriptyline 
First test 
Mother's serum 15 141 86 
Breast milk 16 151 59 
Second test 
Mother's serum 14 83 59 
Breast milk 14 135 52 
Infant's serum 0 0 


aThe mother received 100 mg/day of amitriptyline h.s. 


container. The serum and breast milk samples were stored 
under refrigeration at 4° C until measured. If samples were 
to be analyzed later than 3 days after being drawn, the serum 
was extracted and frozen at —20? C. All samples were ana- 
lyzed within 10 days. Measurements of drug levels were per- 
formed by gas-liquid chromatography mass spectrometry as 
described by Biggs (1). This method of measurement is sen- 
sitive to plasma levels as low as 10 ng/ml. After analysis of 
the data, known amounts of amitriptyline were added to the 
breast milk samples to determine whether it was possible to 
completely recover the drug from the breast milk; the drug 
was recovered and our method of measurement verified. Ms. 
A gave informed consent for the study. ) 


Discussion 


In a comprehensive review Ayd (2) reported that 
there were no published reports on the excretion of 
nortriptyline and only one published report on the se- 
cretion of amitriptyline in human breast milk. In a 
study by Eschenhof and Rieder (3) no detectable 
amounts of amitriptyline were found in the breast milk 
of six women after they received a 25-mg ог 50-mg 
dose of amitriptyline; however, the method of mea- 
surement used in the study was sensitwe only to 100 
ng/ml. ' 


N 


The amounts of amitriptyline and nortriptyline were .. 


approximately equal in our patient's breast milk and. 


serum, which indicates that these drugs are probably 
passed from serum'to breast milk in a passive manner. 


* 
ШЫ * 
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EqiMtNevels of imipramine and desipramine in serum 
A breast milk have also been reported (4), even 
# though the patient had taken imipramine and desipra- 
mine for only 16 days. 
-Our finding of undetectable amounts of tricyclic in 
the nursing infant is reasonable. If we. assume the in- 
fant received а liberal intake of breast milk, say 1000 
cc/day, and if we look at the highest amount of amitrip- 
.- tyline concentrated in Ms. A's breast milk, 151 ng/ml, 
the baby would ingest only 150 ug/day ог 50 ug/kg per 
day. This figure is still much smaller than the mother's 
dose of 1.5 mg/kg of amitriptyline. 

On the basis of this clinical study it was recommend- 
ed to the mother that she continue breast-feeding her 
child if she so desired. A more general recommenda- 
tion cannot be made from one case report. Nonethe- 
less, in the absence of other data, this report repre- 
sents preliminary reassurance to nursing mothers be- 
cause amitriptyline did not accumulate in one nursing 
infant. 


. Am J Psychatry 137:7, Juig 1980 


In order to make a rational decision about tHe use of 
drugs during breast-feeding, it is not sufficfent to find 
detectable but nonpharmacological amounts of a drug 
in breast milk. The sine qua non of such a decision 
must rest upon taking measurements in many nursing 
infants whose mothers are receiving the drug. This 
case report is an initial step in gathering sucA knowl- 
edge about amitriptyline. 
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Psychopharmacological Precautions in the Right to Refuse Medication 


BY ROY B. LACOURSIERE, M.D. 


The right of involuntarily treated mental patients to 
refuse medication is being progressively established 
and delineated (1-4). Although this right may enable a 
patient to refuse any medication, I will discuss pri- 
marily in this paper the psychotropic medications neu- 
roleptics, antidepressants, and lithium. In general this 
right states that psychotropic medication cannot be 
forced upon a nonconsenting person being in- 
voluntarily treated for psychiatric problems except in 
an &mergency, adjudication of incompetency, or sanc- 
tion by a properly constituted reviewing body. A right 
to refuse medication applies with even more force to 
voluntarily treated persons. 

If one accepts a right to refuse psychotropic medica- 
tion, the responsibility that this right entails also has to 
be accepted. The following discussion identifies sever- 
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al psychopharmacological precautions, and therefore 
responsibilities, that need to be considered in the exer- 
cise of this right to refuse medication. 

Many psychopharmacological issues have been ad- 
dressed in the legal cases and other publications on the 
right to refuse psychotropic medication, including dis- 
cussions on the efficacy of such medication and its ad- 
verse effects, such as tardive dyskinesia. However, 
other important psychopharmacological issues have 
not received much attention and need to be considered 
by the courts, mental health bar, and treating person- 
nel. Mental health personnel are more aware of the 
precautions that need to be taken when using psycho- 
tropic drugs, but a reminder may encourage such pro- 
fessionals to keep these precautions before our legal 


colleagues. 


Three issues relating to psychotropic drugs are dis- 
cussed below: the therapeutic time lag that occurs 
from the time drug therapy is initiated until therapeutic 
effects develop; the deterioration time lag that occurs 
from the time drugs are discontinued until symptom 
recurrence or exacerbation may*be notedin previous 
drug-responsive patients; and the medical effects (ex- 
cluding tardive dyskinesia) that Е abrupt 
medication withdrawal. ` 


\ 
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Therapkutic Time. Lag 


Some pÉtients will improve adequately without psy- 
chotropic medication, but for many others neurolep- 
tios, antidepressants, or lithium will be part of the opti- 
mum therapeutic recommendation; sometimes more 
than one of these agents will need to be prescribed. 
There if à considerable time lag before the optimum 
therapeutic effects of these medications are achieved. 
For instance, although neuroleptics can have. immedi- 
ate sedating effects, their optimum antischizophrenic 
effects on hallucinations, delusions, and disordered 
thinking may take several weeks. Significant effects 
from antidepressant medication may take 2-3 weeks to 
develop, and lithium may not be optimally effective for 
1 week or longer. Therefore, persons who refuse such 
medication, then begin to take it at a later date should 
not be expected to respond rapidly, except in the limit- 
ed ways discussed above. 

This therapeutic time lag could also mean that a se- 
verely suicidally depressed person who was initially a 
candidate for antidepressant medication but exercised 
his or her right to refuse the medication might later 
become a more appropriate candidate for ECT, espe- 
cially by the time consent for treatment was obtained 
from the court or other reviewing body. Under these 
circumstances ECT would be a more rapid and safe 
treatment in the patient rather than having the patient 
wait an additional 2 weeks or more for significant re- 
sponse to antidepressant medication. Generally, the 
exercise of the right to refuse medication will, for 
many patients, prolong the period of dangerousness to 
self and/or others and the length of hospitalization. 


Deterioration Time Lag 


When patients who have been responsive to psycho- 
tropic medication then exercise their right to refuse 
further medication, they will often have an analogous 
time lag before psychiatric deterioration occurs—if it 
does occur. The deterioration time curves are less pre- 
dictable than the therapeutic time curves. A few schiz- 
ophrenic patients deteriorate seriously and dan- 
gerously within a few days after neuroleptic with- 
drawal, but others function adequately for several 
months or longer, or even indefinitely (5, 6). Similar 
time lags occur when patients who are responsive to 
the medication are withdrawn from antidepressants 
and lithium, although the percentage of these patients 
who deteriorate may not be as high as the percentage 
of schizophrenic patients who SP taking neuroleptics 
and deteriorate. 

These time lags obfuscate our ability to assess the 
therapeutic and long-term legal effects of decisions 
made by individuals, courts, or reviewing bodies to ex- 
erase the right to refuse psychotropic medication. Pa- 
tients who shbw no immediate dangerousness to them- 
selves and/or others or other deleterious effects after 

* their medicatfon is withdrawn may show such effects 
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during the followin devs or weeks. By then the pa- 
tient may have been discharged. ` 

This does not mean, of course, that patients annt 
be withdrawn from psychotropic medication, but it 
does mean that precaution should be used by, the 
courts and others in doing so and in assessing the ef- 
fects of such medication withdrawal in this context of 
the right to refuse medication. The 1978 case of Rennie * 
v. Klein (4) is highly illustrative in this regard. Con-. 
comitant with Mr. Rennie's changing acquiescence 

and refusal to use medication and the court's related 
interventions, his behavior fluctuated widely and he 
was at times seriously disturbed and dangerous. 


Medical Effects of Abrupt Withdrawal from 
Psychotropics 

A variety of medical symptoms can occur in the few 
days following ihe abrupt withdrawal of neuroleptics 
from patients who have taken them for several weeks 
or longer; highly sensitive patients may have with- 
drawal symptoms after only 1 or 2 weeks of medica- 
tion. I will not discuss tardive dyskinesia because it 
has already received considerable attention in the liter- 
ature on the right to refuse medication. Symptoms that 
are of concern here include nausea and vomiting, 
stomach pains, restlessness, insomnia, and headaches. 
These withdrawal symptoms can occur after neurolep- 
tics are discontinued whether or not antiparkinsonian 
agents are taken concomitantly and are simultaneously 
and abruptly withdrawn. In a number of studies with- 
drawal symptoms occurred in 1826-7596 of patients af- 
ter neuroleptics were stopped, with symptoms occur- 
ring on the average in about 50% of the patients (7). 
Although the symptoms are often mild to moderate in 
severity and usually resolve without sequelae, they 
can be very severe (7, 8). 

Medical withdrawal effects are more clearly estab- 
lished for neuroleptics and for antiparkinsonian agents 
that are often taken concomitantly with neuroleptics, 
but they also occur with tricyclic antidepressants (9, 
10). Such effects have not been of concern after the 
abrupt withdrawal of lithium. 

The courts, the mental health bar, and treating per- 
sonnel must use precaution when dealing with фге- 
viously medicated patients who are now exercising 
their right to refuse medication and are being removed 
from tricyclic antidepressants, neuroleptics, and anti- 
parkinsonian medications, which are often taken con- 
comitantly with neuroleptics. It is recommended that 
such medication be withdrawn gradually over 1 or 2 
weeks and that withdrawal symptoms be treated when 
indicated, e.g., antacids for stomach irritation. 


Discussion : : 

In this paper my primary purpose has not been to 
enter into the legal or psychiatric arguments for or 
against the right of voluntarily and involuntarily 


treated persons to refuse psychotropic medication un- 
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"der sextain virclmstances. Rather; my discussion fo- 
- cysed on precautions that should be taken in this con- 
Xt because psychgtropic medications have a thera- 
р time lag, deterioration time lag, and can cause 
medical effects on abrupt withdrawal. If we include 
these precautions in our considerations on this right to 
refuse medication, a little less human misery тау be 
"produced. 


° 
ИЗ 
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A Case Report of Anorexia Nervosa and Gaucher's Disease 


BY MILTON K. ERMAN, M.D., AND GEORGE B. MURRAY, M.D. 


Anorexia nervosa is a disorder of body image and 
eating habits seen most frequently in adolescent fe- 
males. Research diagnostic criteria for the syndrome 
include refusal to maintain a minimal normal body 
weight, weight loss of at least 25% of original body 
weight, distorted body imaze, intense fear of becoming 
obese, absence of known medical or psychiatric illness 
that could account for the weight loss, and amenorrhea 
in females (1). 

Gaucher's disease is an inherited metabolic disorder 
that occurs most often in Jewish families and is char- 
acterized by a deficiency of the lysosomal enzyme 
glucocerebrosidase (2). Three subtypes have been de- 
scribed. The most common is Type 1 or adult non- 
neuronopathic Gaucher's disease. It produces hepa- 
tosplenomegaly, pancytopenia, and erosion of the cor- 
ticeXof the long bones, has a variable course, and may 
remain undiagnosed until late in life. Type 2, the infan- 
tile neuronopathic form, leads to multiple develop- 
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mental abnormalities, usually apparent by the sixth or 
seventh month of life, with a mean survival of nine 
months (2). Juvenile Gaucher’s disease, or Type 3, is 
characterized by multiple central nervous system ab- 
normalities, including mental deterioration, behavior 
disorders, psychoses, and abnormal EEGs. Although 
the disease generally manifests itself in childhood, 
some adults with this subtype have been reported (2). 

We report a patient whose Gaucher's disease initial- 
ly manifested itself with psychiatric symptoms. To our 
knowledge, this is the first adult case reported in which 
investigation of an apparent psychiatric <Ilness led to 
the diagnosis of Gaucher's disease. 


Case Report 


Mr. A, a 28-year-old single white Jewish man, was re- 
ferred to the Massachusetts General Hospital for an evalua- 
tion of unexplained weight loss and weakness in his left arm 
and leg. He reported a weight loss of 22.5 kg during the 6 
months before his admission. 

The admission physical examination revezled that he 
weighed 41.4 kg, showed marked cachexia, had lanugo, and 
had a resting pulse of 55 beats/minute. Hematclogic abnor- 
malities included a hematocrit of 24.8% and a platelet count 
of 50,000. Shortly after Mr. A was admitted, it was noted 
that he had peculiar attitudes toward food, and psychiatric 
consultation was requested. 

Mr. A requested dietetic foods, professed a dijlike for car- 
bohydrates, and was concerned that people were trying fo 


trick him into eating foods containing sugar. He was exces. 


sively involved with food preparation and spen? 2 hours геаѓ- 
ranging a lunch tray while eating virtually nothing. His food 
was found in wastebaskets; he expressed astobishment that 


Ат J Psychiatry BEA July 1980 


this could have “happened. -Mr. A denied enjoying losing 
weight, but hg was able to date the onset of his weight loss to 
a period when he became concerned with his appearance and 
began dieting and exercising, as well as decreasing his alco- 
ho? intake. He developed a distorted body image without 
awareness that his weight loss had become a serious prob- 
lem. He reported periods of overactivity but denied bulimia 
or inducedevomiting. 

Mr. A's food avoidance behavior, distorted body image, 
and increased activity were suggestive of anorexia nervosa. 
However, his age, sex, lack of history of an eating distur- 
bance, and successful and independent lifestyle during the 
preceding 10 years were atypical. 

Although the hematologic abnormalities were presumed to 
be secondary to anorexia, a bone marrow biopsy was per- 
formed and revealed lipid-laden histiocytes. Elevation of 
acid phosphatase, hepatomegaly, and radiographic evidence 
of osteopenia and cortical thinning of the femur were also 
noted. Further histochemical studies showed that the foam 
cells in the marrow contained iron and were PAS (periodic 
acid-Schiff) positive, which is characteristic of true Gau- 
cher's cells. The diagnosis of Gaucher's disease was firmly 
established when serum glucocerebrosidase levels were 
found to be approximately 1096 of normal values (3). 

Neurological and psychological abnormalities were ob- 
served. Neurologic examination revealed definite weakness 
in the left upper extremity, with questionable abnormalities 
in the lower extremities. Electromyography (EMG) showed 
a left radial nerve palsy and mild generalized motor neuropa- 
thy in the left upper extremity. The computerized tomo- 
graphic (CT) scan revealed significant enlargement of the lat- 
eral and third ventricles and excessive prominence of the 
Sylvian fissures and convexity sulci. On the Wechsler Adult 
Intelligence Scale (WAIS), he obtained a verbal score of 119 
and a performance score of 106 with marked subtest scatter. 

Mr. A initially resisted a strict, behaviorally oriented high 
caloric regimen, but with increased cooperation he gained 
10.5 kg in 21 days and was discharged with a weight of 50.7 
kg. No psychotropic medications were used in Mr. A's treat- 
ment; while an inpatient, he was seen daily in supportive 
psychotherapy. 


Discussion 


Psychiatric consultation was requested because of 
the patient's suspected psychogenic weight loss. Mul- 
tiple symptoms of anorexia nervosa were present, but 
Mr. A's complaints of weakness, objective evidence of 
left upper extremity weakness, abnormal findings on 
EMG, CT scan, and psychological testing, as well as 
dysarthria pointed to a central nervous system distur- 
bance. 

Neil and associates described a family in which the 
diagnosis of adult-onset Gaucher's disease was fol- 
lowed years later by psychosis and neurologic abnor- 
malities (4). Of the three cases reported, two had gen- 
eralized weakness and two had large WAIS subtest 
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scatter and verbal-performance dittered ces: On 
tient had an abnormal CT scan, but'all three Һа abe! 
normal EEGs. Other reports have described adult? 
whose neurological symptoms developed long after 
the discovery of visceral and bone involvement.(5) and 
weight loss and muscle wasting in the juvenile ferm of 
the disease (6). 

The argument could be made that Mr. A had two 
illnesses, anorexia nervosa and coexistent Gaucher’s 
disease. While there is no way to completely rule out 
this possibility, it is unlikely for at least two reasons. 
First, the traditional rule of parsimony says it would be 
most unusual for two such rare diseases to manifest 
themselves in one individual, especially since a link 
between adult-onset Gaucher’s disease and sub- 
sequent psychiatric illness has already been estab- 
lished. Second, the atypical nature of his illness and 
his rapid improvement with treatment militates against 
the diagnosis of primary anorexia nervosa. 

This case illustrates that adult-onset Gaucher’s dis- 
ease may manifest itself as psychiatric illness. Al- 
though it is a rare syndrome, Gaucher's disease should 
be considered when a behavioral disturbance or psy- 
chosis is seen in conjunction with weakness, neurolog- 
ic abnormalities, or abnormal EEGs or CT scans. 
While it is unlikely that Gaucher's disease will often 
manifest itself as anorexia nervosa, it should be recog- 
nized as a medical disorder that may appear with psy- 
chiatric symptoms. 

This case also confirms the need for a rigorous medi- 
cal workup of patients with atypical presentations of 
classic psychiatric illnesses. Such situations may ac- 
tually represent typical presentations of unusual ill- 
nesses; awareness of this fact may be a necessary pre- 
requisite in making a difficult or obscure diagnosis. 
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Acute Нуре аон During Lithium Treatment of Manic Illness 


gh FREDERICK C. GOGGANS, M.D. 


- Disturbances of the serum potassium level have not 
been associated with the use of lithium carbonate in 
man (1). However, one study (2) showed that there 


. were significant increases in the serum potassium lev- 


els ‘of manic-depressive patients during the first 3 
months of lithium therapy, even though the increases 
were within normal physiological limits (3.5-5.0 mEq/ 
liter). The following case report describes a patient 
who suddenly developed hyperkalemia during the 
treatment of acute manic illness with lithium. 


Case Report 


Ms. A, a 67-year-old woman, was admitted to the hospital 
for the second episode of 4 psychotic illness. Her symptoms 
were sleeplessness, hyperactivity, loquaciousness, ex- 
pansive mood, and paranoid delusions. I diagnosed her as 
suffering from manic-depressive illness and began a trial of 
lithium. 

Ms. A had no history of medical problems and took no 
medications before this acmission. A physical examination 
made at the time of her admission revealed no abnormalities. 
Before lithium was administered, a laboratory evaluation re- 


vealed the following: a normal complete blood count; so- 
dium, 142 mEq/liter; potassium, 4.6 mEq/liter; chloride, 102 


mEg/liter; bicarbonate, 31 mEg/liter; BUN, 15 mg/100 ml; 
creatinine, 1.2 mg/100 ml. Her ECG showed a sinus rhythm 
with a rate of 65 beats/minute; the PR interval was .16; QRS, 
.08; QT, .36. There was no evidence of any conduction ab- 
normality or previous myocardial infarction. While Ms. A 
was taking 1200 mg/day of lithium, her serum lithium level 
was 1.2-1.5 mEqg/iter; ker manic symptoms decreased 
markedly on this dose, but her paranoid delusions persisted. 
During her third week of treatment 10 mg/day cf haloperidol 
were added to her regimen, and her paranoid delusions dis- 
appeared. 

Haloperidol was discontinued during the fourth week, and 
she was maintained on 600 mg/day of lithium; her lithium 
sérum levels were 1.0-1.1 mEg/liter. At the end of the fourth 
маек, a routine SMA-6 was as follows: sodium, 138 mEq/ 
liter; potassium, 5.7 mEq/liter; chloride, 109 mEg/liter; bi- 
carbonate, 31 mEg/liter; BUN, 15 mg/100 ml; ard creatinine, 
1.1 mg/100 ml. Repeat measurements the folloving morning 
showed these values: sodium, 136 mEg/liter; potassium, 6.2 
mEg/liter; chloride, 103 mEg/liter; bicarbonate, 30 mEq/li- 
ter; BUN, 14 mg/100 ml; and creatinine, 1.2 mg/100 ml. This 
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sudden appearance of hyperkalemia was confirmfd when a 
third potassium level, obtained immediately after the morn- 
ing’s results were returned, was 6.2 mEq/liter. An ECG done 
just before that blood specimen was taken showed sinus 
bradycardia (55 beats/minute). The PR interval was .16; 
QRS, .10; and QT, .36. An incomplete right bundle branch 
block pattern appeared, and the T waves were slightly 
peaked. Although Ms. A was otherwise asymptomatic for 
hyperkalemia, she was treated with intravenous glucose, in- 
sulin, and oral kayexalate. Lithium was continued. Her 
serum potassium level fell to 4.4 mEq/liter after 4 hours. Ms. 
A's serum potassium levels 1, 3, and 7 days later were 4.8 
mEg/liter, 4.7 mEq/liter, and 4.8 mEg/liter respectively; the 
last reading was taken immediately before she was dis- 
charged. Her ECG returned to its admission appearance 
when the potassium level returned to the normal range, and a 
final tracing on the day of her discharge was also identical to 
her admission ECG. 

Ms. A was discharged and instructed to continue taking 
600 mg/day of lithium; her serum lithium level was 1.0 mEq/ 
liter. Three weeks after her discharge, Ms. A's serum potas- 
sium level had risen to 5.6 mEq/liter, and her lithium level 
was 1.0 mEg/liter. Lithium was discontinued and her serum 
potassium level fell to 4.5 mEg/liter within 1 week. Ms. A's 
serum potassium level remained in the normal physiological 
range. Her psychiatric status remained stable for 4 months 
following her discharge. Then she developed a hypomanic 
episode, which was treated successfully with haloperidol on 
an outpatient basis. No cardiac arrhythmias or potassium ab- 
normalities were associated with that episode or its treat- 
ment. 


Discussion 


Ms. A had acute hyperkalemia that was asympto- 
matic except for the ECG abnormalities described 
above. These abnormalities were associated with her 
hyperkalemic state and disappeared following correc- 
tive treatment, which suggests that the ECG abnor- 
malities were secondary effects of hyperkalemia. 
Bradycardia, cardiac conduction abnormalities, and 
peaked T waves are all commonly associated with hy- 
perkalemia (3). 

The differential diagnosis of acute hyperkalemia in- 
volves distinguishing pseudohyperkalemia, which is 
secondary to prolonged tourniquet time or hemolysis 
before potassium measurement, from true hyper- 
kalemia. This distinction may be made by repeated po- 
tassium level determinations or by demonstrations of 
ECG changes consistent with hyperkalemia. Among 
the causes of true hyperkalemia are met&bolic acido- 
sis, renal insufficiency, Addison's disease, hyporeni- 
nemic hypoaldosteronism, periodic hyperkalemic ‘ра-` 
ralysis, drug effect (usually secondary, to potassium- 
sparing diuretics, such as triamterene N spironolac- * 
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tone), excess potassium ingestion, and endogenous re- 
lease assoeiated with cell injury. However, none of 
these causes was identified in Ms. A, despite a thor- 
ough review of her history with the internal medicine 
consultation service. 

I then considered the possibility that lithium may 
have сац ей Ms. A's acute hyperkalemia. With the as- 
sistance of the Lithium Information Center at the Uni- 
versity of Wisconsin, I made a search of the literature 
on lithium and hyperkalemia but found no reported 
case of acute hyperkalemia associated with the clinical 
use of lithium. Baldessarini and Lipinski reported that 
ECG changes resembling those of hyperkalemia have 
been reported in animals. The lithium levels required 
to induce these changes, however, are extraordinarily 
high, above 10 mEq/liter, and unlikely to be encoun- 
tered clinically (4). McKusick also demonstrated in 
experimental animals that raising the serum lithium 
level above 10 mEg/liter by intravenous infusion 
produced a consistent series of ECG changes indis- 


tinguishable from those of hyperkalemia (5). He noted ` 


that under those conditions lithium caused the ele- 
vation of serum potassium levels, probably through 
direct displacement of the ion from the cell. He 
concluded that the ECG changes observed were most 
likely secondary to changes in the ratio of intra- 
cellular to extracellular potassium. At levels: of 
lithium used clinically in man, the effect of lithium on 
ECGs usually resembles those effects associated with 
hypokalemia. The usual explanation of these abnormal 
ECG readings has been related to the theory that lith- 
ium replaces potassium within the myocardial cell (6). 
Nevertheless, this replacement has not been associat- 
ed with changes in the serum level of potassium or 
with ECG changes resembling hyperkalemia. 
Significant increases in serum potassium levels with- 
in the normal range have been reported during un- 
complicated treatment of manic-depressive illness 
with lithium. It is not unreasonable to suspect, there- 
fore, that Ms. A’s acute hyperkalemia may have been 
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related to lithium therapy. This Em iş made, ^ 


more tenable by the fact that Ms. A's hyperkalemia, 


returned while she was taking lithium, but if dis- 
appeared after lithium was stopped. A possible mecha- 
nism for this effect would be that lithium, as it enters 
the cell, may disturb the electrochemical equilibrium 


` across the cell membrane and increase potassium con- 


ductance. A subsequent loss of potassium into the ex- 
tracellular fluid may lead to hyperkalemia in some pa- 
tients. 

The association of hyperkalemia with the use of lith- 
ium at therapeutic levels is particularly important,in 
light of the recent study of Shopsin and associates (7). 
They reported that there was a 3.8% incidence of sud- 
den death in 105 patients established on maintenance 
lithium. Their explanation of this unexpectedly high 


‘rate of sudden death focused on the hereditary pre- 


disposition of the patients who died, but an alternative 
explanation of these sudden cardiac deaths could be 
the acute development of hyperkalemia. Further stud- 
ies seem indicated to detect the prevalence and the ef- 
fects of hyperkalemia in patients treated with lithium. 


REFERENCES 


l. Reisberg B, Gershon S: Side effects associated with lithium 

` therapy. Arch Gen Psychiatry 36:879-887, 1979 

2. Hariharasubramanian N, Devi SP, Reo AV: Serum potassium 
levels during lithium therapy of manic depressive psychosis, in 


Lithium in Medical Practice. Edited by Johnson FN, Johnson S. 7 


Lancaster, MTP Press, 1978 

3. Hurst JW: The Heart. New York, McGraw-Hill Book Co, 1974 

4. Baldessarini R, Lipinski J: Lithium salts: 1970-1975. Ann Intern 
Med 83:527-533, 1975 

5. McKusick V: The effect of lithium on the electrocardiogram of 
animals and relation of this effect to the ratio of the intracellular 
and extracellular concentrations of potassium. J Clin Invest 
33:598-610, 1954 

6. Singer I, Rotenberg D: Mechanisms of lithium action. N Engl J 
Med 289:254-260, 1973 

7. Shopsin B, Temple H, Ingmar M, et al: Sudden death during 
lithium carbonate maintenance, in Lithium: Controversies and 
Unresolved Issues. Edited by Cooper TB, Gershon S, Kline N, 
et al. Amsterdam, Excerpta Medica (in press) 


x eec 
Suppsession 


892. 


€LINICAL AND RESEARCH REPORTS 


ў | 


,,Jicthadone Infusion 


M 


е 


BY PHILIP W. GOLD, M.D., IRL EXTEIN, 


Am J Psychiatry 137:7, July 1980 


of Plasma Cortisol in Depressed Patients by Acute Intravenous 


M.D., DAVID PICKAR, M.D., ROBERT REBAR, M.D., ‚* 


RICHARD ROSS, M.D., PH.D., AND FREDERICK К. GOODWIN, M.D. 


A cardinal biochemical finding in major depressive 
illness is activation of the hypothalamic-pituitary-adre- 
nal (HPA) axis. This activation is manifested both by 
an everall increase in the daily 24-hour production rate 
of corticosteroids as well as disruption of the circadian 
pattern of corticosteroid secretion (1). Most patients 
with HPA activation also fail to adequately suppress 
corticosteroid secretion following dexamethasone ad- 
ministration (2). 

The etiology of HPA activation in depression is un- 
clear. It has been suggested that this activation is re- 
lated to altered central biogenic amine neurotransmit- 


. ter function (3-5). These neurotransmitters have been 


shown in experimental animals to modulate the secre- 
tion of corticotropin-releasing factor (CRF), a hypo- 
thalamic peptide that stimulates pituitary adrenocorti- 
cotropin (ACTH) release, which in turn stimulates ad- 
renal steroid production (6). It has been demonstrated 
recently that a variety of neuropeptides may also influ- 
ence CRF and/or ACTH release and hence corticoste- 
Toid,secretion. Among these peptides аге the endoge- 
nous opiates (7), which, like the biogenic amines, have 
been postulated to play an important role in regulating 
mood. 

To explore the possible interface between endorphi- 
nergic and HPA function, we present here a report 
that, to our knowledge, represents the first study ex- 
amining the effects of exogenous opiate administration 
on HPA function in patients with a major depressive 
disorder. 


Method 


Four patients who were mildly to moderately de- 
pressed and who met the standard Research Diagnos- 
tic&Criteria (8) for admission to the NIMH clinical re- 
search units at the NIH Clinical Center were chosen to 
receive intravenous methadone. Each patient was 
drug-free for at least 3 weeks before our study and was 
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given nothing by mouth after midnight the day before 
infusion of methadone. At 8:00 a.m. a polyethylene 
catheter was placed in each patient’s antecubital vein 
and 5 baseline samples were drawn every 15 minutes 
from 9:00 a.m. to 10:00 a.m. At 10:00 a.m. each patient 
received 5 mg of methadone i.v. in 1 cc of sterile saline 
given over 1 minute. Additional blood was drawn until 
1:00 p.m. at 15, 30, 45, 60, 90, 120, and 180 minutes 
after the infusion. In accordance with the usual diurnal 
pattern of cortisol secretion, we sought to control for 
the expected fall in cortisol levels between 10:00 a.m. 
and 1:00 p.m. by repeating the procedure on a separate 
day, except this time placebo (1 cc of sterile saline) 
was infused instead of methadone. Because meth- 
adone has an extended half-life, 5 baseline samples 
were also drawn in one patient between 9:00 a.m. and 
10:00 a.m. the day following methadone infusion to 
evaluate the possibility of a sustained effect of meth- 
adone on cortisol excretion. All plasma samples were 
assayed for cortisol by radioimmunoassay. Baseline 
values for each subject were calculated utilizing the 
average of the 5 samples drawn between 9:00 a.m. and 
10:00 a.m. before the infusions. 


Results 


There was no significant difference in the mean 
(+SE) of the average baseline levels between the 
methadone infusion day (102.9+14.3 ng/ml) and the 
placebo day (92.5+25.1 ng/ml). Methadone induced a 
progressive decline in cortisol secretion that was maxi- 
mal at the time the last data point was obtained, 3 
hours after the infusion. By this time, cortisol had fall- 
en from the mean average baseline of 102.9+14.3 ng/ 
ml to a mean of 26.0+5.8 ng/ml; this decline represents 
a mean decline of 76.9+12.1 ng/ml or a mean percent- 
age fall of 73.4+2.8. On the placebo day a progressive 
decline in cortisol secretion was also maximal 3 hours 
after infusion. Thus, cortisol fell from a mean average 
baseline of 92.5+29.1 ng/ml to a mean of 63.8+14.8 ng/ 
ml 3 hours after saline infusion. This decline represent- 
ed a mean fall of only 28.7+8.7 ng/ml or a mean per- 
centage fall of only 29.7+7.9. The mean percentage 
fall of cortisol (p<.01) and the mean fall of cortisol 
(p<.02) were significantly greater following meth- 
adone infusion than they were on the placebo day. 

We noted a sustained suppression of cortisol sécre- 
tion 24 hours after methadone infusion in the patient 


who was examined for this the following day. The ` 


mean baseline cortisol level of this patient was 
124.67:-28.76 ng/ml, which fell substantially to 39 07 


"X 
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ng/ml 3 hours ‘after infusion and remained suppressed 
af essentially this level (44.67+2.6 ng/ml) between 8:00 
a.m. and 10:00 a.m. the next day. 


Discussion 


Endogenous opiates interact with HPA function in 
several important ways. For example, a common pre- 
cursor prohormone peptide contains the sequence of 
both ACTH and f-endorphin and is thought to be the 
source of both peptides (7). Furthermore, in experi- 
mental animals, ACTH and f-endorphin are secreted 
in equimolar amounts concomitantly by a single ante- 
rior pituitary cell type and are each regulated identical- 
ly by specific excitatory, including CRF, and inhibi- 
tory stimuli (7). In human subjects, heroin addicts have 
been reported to show diminished basal ACTH and 
cortisol levels, which has been interpreted to suggest 
that opiates, like ACTH, exert negative feedback ef- 
fects on CRF and/or ACTH secretion (9). 

In this study, methadone infusion induced a marked 
acute suppression of cortisol secretion. This suppres- 
sion presumably reflects negative feedback effects ex- 
erted on CRF and/or ACTH secretion via opiate recep- 

‘tors located at hypothalamic and pituitary levels (10). 
Other mechanisms for methadone-induced suppres- 
sion of cortisol secretion are also possibie, including 
direct suppression at the adrenal level, but this possi- 
bility seems unlikely, especially in view of the ACTH 
suppression noted in narcotic addicts. 

It has been clearly established that the HPA re- 
sponds to feedback inhibition by corticosteroids at 
both hypothalamic and pituitary levels. Compared to 
normal subjects, depressed patients often show a rela- 
tively transient suppression of corticosteroid levels 
following administration of the synthetic glucocorti- 
coid dexamethasone (2). This response of early ‘‘es- 
саре” to the standard dexamethasone suppression test 
implies an elevation in the set-point for feedback inhi- 
bition of CRF and/or ACTH in the presence of high 
circulating corticosteroid activity. If methadone sup- 
presses cortisol levels via feedback inhibition of CRF 
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and/or ACTH, it máy be possible to dus meth- 


adone suppression test, analogous to the dexametha; 


ч 


‹ 
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sone suppression test, to evaluate the set-poift fore, 


feedback inhibition exerted by opiates on the HPA. 

It should be noted that methadone, like dexametha- 
sone, has an extended half-life, so the extent as well as 
the duration of HPA suppression following methadone 
could be meaningfully evaluated. Although the one pa- 
tient reported here showed no *'escape"' of cortisol se- 
cretion 24 hours after methadone administration, the 
possibility of early **escape" of cortisol suppression 
following methadone infusion in more severely de- 
pressed patients remains to be evaluated. Thus, it is 
proposed that the development of a methadone sup- 
pression test could be utilized to explore the possible 
relationship between endogenous opiate function and 
HPA activation in depressed patients. 
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From the South African Department of Health 


Sir: I am disappointed by the lack of scientific objectivity 
shown in the Report of the Committee to Visit South Africa 
(November 1979 issue). South African psychiatrists have re- 
spected APA because they believed that it published only 
objective reports. 

The committee was not invited to do, nor did, an in-depth 
study of the policy of separate development (apartheid) but 
claimed, ‘‘We found that apartheid has a destructive impact 
on the families, social institutions, and the mental health of 
‘black South Africans. We believe that these findings sub- 
stanfiate allegations of social and political abuse of psychia- 
try in South Africa." 

The committee went out of its way to meet opponents of 
this country’s political system and ignored or omitted any 
positive facts provided by the South African Medical and 
Dental Council, as well as the South African Nursing Coun- 
cil, who contro] all medical and nursing practitioners, irre- 
spective of race. There are black elected members on these 
councils. The 1973 Mental Health Act and the 1977 Health 
Act apply to all sections of the population without any refer- 
ence to race. The shortcomings that exist are not merely 
due to discriminatory legislation or South Africa's policies. 

The committee claimed that black patients aged 40-60 
years were allowed to die even when a diagnosis of treatable 
illness like bacterial pneumonia was made. This implies that 
treatment is witaheld from black patients as a result of gov- 
ernment policy. The committee did not state that each hospi- 
tal it inspected bad a dispensary and that a full range of medi- 
cines was available. Committee members selected files, 
studied them, and returned them without asking the staff to 
explain shortcomings in the documentation of a specific de- 
ceased patient. 

Medical literature does substantiate the observation that 
psychiatric patients often have lower resistance to diseases 
than do individuals with better mental health. Since 1934 
(Malzberg in New York State) researchers have commented 
on the high mortality rate among psychotic hospitalized pa- 
tients. In à preliminary report Hofer and Raymond (1) no- 
., ticed that the mortaiity in their psychiatric population, as far 

„as cardiovascular and respiratory diseases were concerned, 
» was of the same ratio as in the general population. Mental 
illness, however, has an effect on longevity. The mortality 
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rate is modified and death comes at a younger age. Lehmann 
(2) described how poor communication between patient and 
staff could cause a patient with schizophrenia to suffer from 
a serious illness without complaining. A diagnosis may be 
made in the late stage of the illness, but the patient may still 
die despite treatment. A select APA committee should have 
kept these problems in mind. 

I dispute the implication that the differences in our service 
standards result from malicious disregard for other human 
beings. The Department of Health provides physical facili- 
ties to each population group that are usually an improve- 
ment on the standard of living of the social environment from 
which most patients come. The services in these facilities are 
related to the cultural practices of the group accommodated. 
World Health Organization guidelines support this practice. 
The Alma-Alta Declaration on primary health care issued by 
the WHO in September 1978 supports ''essential health care 
based on practical, scientifically sound and socially accept- 
able methods and technology made universally accessible to 
individuals and families in the community through their full 
participation and at a cost that the community and the coun- 
try can afford." The committee has confirmed that no unac- 
ceptable methods and technology were used in caring for 
these patients. Committee members visited facilities in the 
most isolated areas of South Africa. The committee could 
not find patients who were detained without sound reason, 
although it did doubt the need to detain certain epileptic pa- 
tients. However, it is the social aspect of the care that is 
brought into question. The difference in diet, clothing, and 
sleeping arrangements and other facilities can be explained 
by social and cultural differences. Unfortunately, our cultur- 
al groups have different skin colors and different levels of 
social development and therefore critics of our mental health 
services always refer to politics. 

The committee failed to mention the Department of 
Health's recognition of social development and its policy 
that all future psychiatric hospitals will be of the same struc- 
tural standard. The first facility for colored patients imple- 
menting this policy will be erected during 1980. Planning 
commenced in 1975. 


Have I failed to convince your réaders that shortcomings .. 


in a service do not result only from maliciousness ог poli- 
cies? If so, let me cite the following passage from the New, 
York Times (3). ; Y Dos 


~ 
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The fetjd odor of unclear bodies and the gray-blue haze of 
"cigarette smoke hang like smog about the destitute clien- 
tele of the Men’s Shelter on the Bowery in Manhattan . 
,Ragged men with vacant eyes sit in the ‘‘Big Room" on 
“plastic chairs attached in rows. As many as 250 men will 
sit all night if there are no beds available in nearby flop 
houses. Some men will wash themselves ... but many 
refuse.*Others must be deloused or they cannot stay. 


Should South Africans conclude that the democratic, capi- 
talistic, and integrational policies of the United States 
caused such conditions in New York City? If we accept this 
direct causal relationship, is not the South African service, 


. provided under the policy of separate development, more 


humane? Nowhere did the committee find hospital facilities 
of this standard. The worst of our black patient care is better 
than this. 

Some statements in the report are blatantly incorrect. For 
instance: 

“Ап extensive response (to the draft report) submitted by 
the Department of Health in effect denied every critical find- 
ing." The Department has not denied a single finding. But 
the biased and often unsubstantiated conclusions were ques- 
tioned. The Department of Health offers anyone wishing to 
verify this a copy of the original reply submitted to APA. 

“The Department of Health acknowledged that a patient 
had been murdered by a nurse.” This statement is the result 
of the following written reply from the Department of 
Health: “А senior psychiatrically trained (black) male nurse 
was involved in a struggle after which the patient died. At a 
trial the nurse was charged with murder but found guilty of 
culpable homicide.” 

Dr. Stone, a medical-legal expert of the Harvard Universi- 
ty Law Faculty, should know the difference between murder 
and culpable homicide and that the committee's statement 
was grossly misleading, if not false. As Chief of Psychiatric 
Services, I accompanied committee members on probably 
8096 of their visits, and overheard some of their discussions 
suggesting that they had found many examples contrary to 
their preconceived ideas of South African conditions. I re- 
minded them of this. Dr. Stone replied that ''some are com- 
ments taken out of context, some were made to avoid con- 
flict or confrontation and for reasons of social tact at the time 
(A.A. Stone: personal communication to Dr. J. de Beer, Sec- 
retary for Health, South Africa, Sept. 12, 1979). This is a 
very significant statement. The committee has again tied 
“the apartheid tin to the tail of the psychiatric cat” (4). 

The committee was elected with a strong political bias. 
The May 1978 issue of Bottomline (5) reported that ‘‘Dr. 
Jeanne Spurlock, Deputv Medical Director [of APA and a 
member] of the Black Psychiatrists of America was given the 
assignment of working with other interested persons to de- 
termine the names of the people to serve on the committee, 
and to develop evaluation procedures and instruments.” 

The ‘‘other interested persons” were identified a few para- 
graphs later—'"The Black Psychiatrists of America have 
Joined in an informal coalition with various anti-apartheid 
groups to call for the freedom and rights for black South Af- 
ricatis.' 

Bearing i in mind that the committee said things for *'rea- 
sons of social tact" when they were in South Africa, the 
reader must wonder how much the anti-apartheid political 
* ‘tirade was Allowed to influence their. терен for reasons of 
. social tifa mers 
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I trust your Стая will evaluate the committees report in ^ 
the light of the background informatior I have provided. 
P4 ы e 
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DR. P.H. HENNING 

` Chief of Psychiatric Services 
Department of Health 
Republic of South Africa 
Pretoria 


Dr. Spurlock and Associates Reply for the Committee to 
Visit South Africa 


Sir: Dr. Henning was our host in South Africa. He was 
unfailingly gracious and courteous to our committee 
throughout our stay. We very much appreciate his many acts 
of personal kindness to us under circumstances that must 
have been as difficult for him as they were for us. We hope 
that his letter and our response will not obscure those senti- 
ments. | 

Dr. Henning's role as Chief of Psychiatric Services re- 
quires him to supervise the facilities we surveyed. His letter 
therefore must be understood as an official response to a crit- 
ical report. The APA had given the South African Depart- 
ment of Health and Dr. Henning the opportunity to react to a 
preliminary draft of its report. We carefully reviewed their 
detailed critique before preparing our final report. Dr. Hen- 
ning's letter echoed the substance of the earlier critique: 1) 
The committee had no mandate and no basis for commenting 
on apartheid. 2) We gave inadequate attention to positive 
developments reported by governmental policies. 3) Based 
on Dr. Henning's understanding of conversations he heard 
and overheard, the committee distorted the results of its pur 
vey. 4) Finally, the letter also contained a new elaboration of 
the South African response to our findings about the need- 
less death of patients. We will reply to each of these: 

1) The invitation from South Africa’s Secretary of Health 
stated that ‘‘the prime objective of the visit would be to in- 
vestigate the accusations of the United Nations Committee 
against apartheid in regard to psychiatric services in South 
Africa." The U.N. committee’s accusations were made to 
direct attention to the effects of apartheid. Unequivocal data 
on apartheid were present in every psychiatric facility and in 
every community we visited. The impact of apartheid was 
demonstrated in the discrepancy in appropfiations for black, 
colored, Asian, and white patients. The impact of apartheid 
was also demonstrated in the difference in the quality of.- 
facilities and in the quality of care, which varied diréctly 
in relationship to the racial standards established by the * 
government of South Africa. 
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^ 2. During-the 18 days devoted to the survey we were in- 

glved in activities jointly planned with South African offi- 

gf's on 16 days. We also independently met with some 

people-who opposed’ South African policies. We had in- 

dicated before going to South Africa that we intended to do 
this Since we did not want to be limited to sources selected 
by the South African government. We did not find it neces- 
sary to go out of our wey to meet them. We did what we had 
planned to do. 

~ 3. Dr. Henning indicated, based on his memory of conver- 
sations which he quoted out of context, that he was unpre- 
pared for the criticisms of the report. He suggested that our 
report was written by people who are easily influenced by 
the'situation in which they find themselves and that we 
changed our minds about what we had seen upon returning 
to America. Committee members met each night in South 
Africa to tape collective impressions of the institutions we 
saw and the people we met. Our judgments of these facilities 
were based on our findings and our group discussions at that 
time. Dr. Henning was appointed by then President Jack 
Weinberg to include persons of appropriate expertise. The 
South African government was informed in advance and 
agreed to participation of black psychiatrists in this survey. 

4. Dr. Henning cited studies that might offer a rational- 

ization for the mortality of psychiatric patients in South Af- 
rica. He cited these studies out of context, as he does our 
conversations with him. Lehmann, for example, specifically 
refers to crowded conditions and inadequate nursing atten- 
tion as important considerations in the mortality of schizo- 
phrenic patients. Furthermore, the records of the patients 
who died demonstrated incontrovertible evidence of absent 
or improper examination, diagnosis, and treatment of treat- 
able illness where death need not have occurred. Charts 
were chosen at times randomly, at times by hospital person- 
nel, and at times as a blozk of charts that had been filed to- 
gether. In the first hospital we visited, with a census of 3,400 
patients, we were ushered into a storeroom where there 
were 375 charts of patients who had died in the previous 
year. All of these charts were accessible for review, and we 
chose among them. We paid particular attention to the most 
recent deaths. Contrary о Dr. Henning's comments, we did 
ask the staff at some hospitals to explain shortcomings in the 
reported treatment of a specific deceased patient. We got no 
further information despite the fact that staff scurried about 
to find other records. We believe that any objective observer 
who systematically examined the charts of patients who died 
in these facilities would confirm our findings. We hope the 
South African Department of Health will follow the positive 
recommendations we set out in our report and seek to avoid 
needless deaths rather tran continuing to attempt to deny 
and rationalize what is happening. 


JEANNE SPURLOCK, M.D. 

CHARLES PINDERHUGHES, M.D. 

JACK WEINBERG, M.D. 

ALAN A. STONE, M.D., CHAIRPERSON 
Washington, D.C. 
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More on the South African Report 


, Sin: It would not be unreasonable to conclude that the Re- 
* port of the Committee to Visit South Africa (November 1979 
issue) reflected the inequitable distribution of health care to 
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different population sectors in South Africa. The unsatisfac- 
tory nature of South African psychiatric and mgdical serv- 
ices is no less reprehensible because it stems from centuries 
of sociopolitical conflict between indigenous peoples and 
settlers. However, critics should understand this history bé- 
fore resorting to knee-jerk assumption. 

Many miseries of the human condition may be implicated 
marginally as deleterious to mental health, including the mili- 
tary occupation of territory by foreigners, as occurs on the 
left bank of the Jordan River, the hostile 30-year siege of 
Israel by its neighbors, and the Soviet Union’s repressive 
totalitarianism. The current state of the art of psychiatry 
does not justify postulating causal connections between 
these unhappy situations and mental illness. Despite our in- 
stinctive revulsion, the offensiveness of the apartheid system 
alone does not necessarily warrant implicating it as an etio- 
logical factor in the genesis of mental illness. The com- 
mittee’s report mentioned no epidemiologic studies of the 
incidence of mental illness in various South African popu- 
lation groups. 

I question the relevance of APA involvement in South Af- 
rican apartheid or in other issues that do not deal with direct 
perversion of the medical process by failure of a nation’s 
physicians to conform to universally accepted norms of ethi- 
cal conduct. The committee’s survey included no data sub- . 
stantiating charges of that nature. 

No society is free of inequity. It must be of meager con- 
solation to an indigent resident of the South Bronx that, 
while he is not barred by statute from seeking admission to 
Chestnut Lodge or to Shepherd-Pratt, he is inevitably 
obliged de facto to seek lesser quality care in a public hospi- 
tal. The opportunity of society’s disadvantaged for equal ac- 
cess to health care in the United States does not sub- 
stantially differ from opportunities existing in South Africa. 


ALEXANDER M. Don, M.D. 
Scottsdale, Ariz. 


Dr. Stone Replies for the Committee to Visit South Africa 


Sir: Dr. Don presented three criticisms of the report. Dr. 
Pinderhughes responds below to one of these criticisms, and 
I shall attempt to deal with the others. The strategy of Dr. 
Don's first criticism was to admit the ‘‘unsatisfactory na- 
ture" of medical and psychiatric services for nonwhites, to 
claim that all that is bad is a legacy of the history of South 
Africa, and to assert that South African physicians have not 
violated ethical standards. Therefore, the responsibility for 
what is ‘treprehensible’’ lies not with psychiatrists but with- 
in the sociopolitical fabric of history which must be under- 
stood rather than treated in a ‘‘knee-jerk critical’ fashion. 

lagree with Dr. Don that South Africa's problems are 
rooted in a history that needs to be understood. So are all 
human problems. But history, even history understood, can- 
not become an acceptable excuse for continuing injustices. 
The Committee to Visit South Africa made a good-faith ef- 
fort to understand the historical perspective *both from а 
white and a nonwhite perspective. But we also had a duty to 
make a judgment about the present treatment of nonwhite ~- 
patients, and we offered suggestions for their better treat- 
ment in the future. We suggested feasible remadies for the » 
continuing injustices: Contrary to Dr. Don's skin of the : 
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report, we did find evidence that some physicians violated 
accepted nérms of ethical conduct—they allowed patients to 
die by withholding routine medical care. There was no knee- 
jerk response in this. We were at great pains not to condemn 
all of the “nation’s physicians," and we suggested measures 
to be taken by ethical and responsible physicians and offi- 
cials in South Africa to monitor and reduce these and other 
violations of ethical standards. 

The second criticism asserted that the disadvantaged in 
the United States are not substantially better off than those 
in South Africa. Dr. Don is simply wrong. The United States 
certainly has not overcome all of its own racial inequities, 
but by any objective measure nonwhites are substantially 
worse off in South Africa. The notion, let him who is without 
sin cast the first stone, is implicit in Dr. Don's criticism. This 
time-honored maxim surely must be taken seriously, but 
should it become the justification for a conspiracy of silence 
among responsible physicians? There can be no question 
that there has been political abuse of psychiatry and mis- 
treatment of psychiatric patients in various parts of the 
world, including the United States. This abuse takes various 
forms and psychiatrists have played different roles ranging 
from active complicity to passive participation. APA must 
acknowledge such abuse and speak against it. Otherwise we 
will fall into a mindless and defensive guild mentality that is 
amoral. We must remedy our own failings but we must not 
remain silent until we can speak from a posture of self-righ- 
teous perfection. Dr. Don, who is South African-born and 
trained, may well understand much about South Africa and 
its history that the committee did not. However, nowhere in 
his letter did he indicate that he ever visited or evaluated the 
treatment facilities for nonwhites in his native country and 
came to different conclusions than did the committee. 


ALAN A. STONE, M.D. 
Boston, Mass. 


Dr. Pinderhughes Replies for the Committee to Visit South 
Africa 


Sir: Dr. Don stated in his letter, ‘‘Despite our instinctive 
revulsion, the offensiveness of the apartheid system alone 
does not necessarily warrant implicating it as an etiological 
factor in the genesis of mental illness." The committee be- 
lieves that frequent and intense life stress is an important 
etiological agent and precipitating factor for mental and emo- 
tional disorders and sometimes for psychosomatic and so- 
matic disorders. In South Africa the committee observed 
conditions of deprivation, loss, fear, conflict, depression, 
loss of freedom, discrimination, disruption of family, ab- 
sence of protection, and frequent encounters with separa- 
tion, illness, and death. The committee considered these 
conditions pathogenic, causing great stress to human sys- 
tems and often depriving these systems of important sup- 
port. Relationships have been demonstrated between life 
stress and both mental and physical illnesses and between 
loss of socigl support systems and the incidence of mental 
and physical illness. There is no reason to believe that fac- 
ters which contribute to morbidity and death in the United 
States do nof do the same in South Africa. 


CHARLES A. PINDERHUGHES, M.D. 


. \ 
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Sir: I was excited by the attempt of Peter Buckley, М.В.м 
Ch.B., and associates to investigate ‘Соттоп Mistakes іп 
Psychotherapy" (December 1979 issue). However, the lack 
of psychotherapy standards makes such an investigation dif- 
ficult. The authors claimed that ‘‘wanting to be liked by the 
patient" was a mistake. This hypothesis is vague. One 
school would argue that wanting to be liked by the patient is 
appropriate and similar to trying to develop a therapeutic al-~ 
liance with the patient. Others would argue that wanting to 
be liked by the patient reflects an unresolved developmental 
conflict in the therapist that must be resolved before therapy 
can be beneficial. ‘‘ Wanting to be liked by the patient" must 
be clarified, then the clarified hypothesis must be scien- 
tifically shown tc help the outcome of therapy. This would 
result in a standard for testing the skill of the therapist. Un- 
fortunately, this task has yet to be performed. 

The authors considered ‘‘premature interpretation” as an- 
other mistake. Is an interpretation made in the first session 
premature? The authors failed to clearly define their criteria. 
This is also true for ‘overuse of intellectualization." How 
did they define intellectualization and what were the criteria 
for overuse? Much work must be done before we can con- 
fidently investigate the area of common mistakes in psycho- 
therapy. I suspect that the authors labeled as mistakes the 
approaches of the residents that differed from those of the 
supervisors. - 

Ifeel that psychoanalytic psychotherapy is uniquely thera- 
peutic for many situations. Unfortunately, this is still a bias 
and not a scientifically proven fact. Psychoanalytic hypothe- 
ses must be defined in a form that can be scientifically tested. 
This has not yet been done and is the major weakness in 
previous attempts to test the validity of psychoanalytic psy- 
chotherapy. 


. 
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Psychotherapy Standards 


Bruce Roserts, M.D. 
Chicago, Ill. 


Dr. Buckley and Associates Reply 


Sir: We share Dr. Roberts’ bias that psychoanalytic psy- 
chotherapy is uniquely therapeutic for many clinical situa- 
tions. There is more scientific evidence for this than Dr. 
Roberts acknowledged. Malan (1) and Luborsky and associ- 
ates (2) reported evidence favoring the use of dynamic PSY- 
chotherapy in treating psychosomatic conditions. Research 
conducted at the Menninger and Tavistock Clinics has pro- 
vided evidence for the efficacy of psychoanalytic psycho- 
therapy in treating neuroses and character disorders (3, 4). 

We agree with Dr. Roberts that psychoanalytic hypothe- 
ses must be scientifically tested and that this, along with the 
issue of patient selection, (i.e., which patients do best with 
which therapy) remains a central task for contemporary psy- 
cbotherapy research. 

In our study the supervising clinicians who rated the fre- 
quency of residents’ "mistakes" were all very experienced 
psychotherapists. We felt that they possessed sufficient clini- 
cal experience to judge empirically the beginning therapists’ 
conduct of treatment and what the root causes of badly con-: 
ducted treatment were. These were individual judgments al- 
though the results were grouped for the purpose of data anal- 
ysis. й E 
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We agree that the identification of specific therapeutic fac- 
tors (including elements of technique) in psychoanalytic psy- 
fiotherapy is another pressing question for psychotherapy 
research. We feel that studies similar to that of Strupp and 
Hadley (5) but with longer treatment courses are urgently 
needed., 
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PETER BUCKLEY, M.B., Cu.B. 
Токѕо2 B. Karasu, M.D. 
EDWARD CHARLES 

Bronx, N.Y. 


Affective Flattening and Emotional Blunting 


~ Sir: The attempts by Nancy C. Andreasen, M.D., in “АЁ 
fectiVe Flattening and the Criteria for Schizophrenia’’ (July 
1979 issue) and Richard Abrams, M.D., and Michael A. Tay- 
lor, M.D., in “А Rating Scale for Emotional Blunting’’ Feb- 
ruary 1978 issue) to discriminate the affective expressions of 
patients with schizophrenia from those of patients with af- 
fective disorders were thought provoking pieces of research. 
If these major categories of psychosis can eventually be dis- 
criminated from one another on the basis of affect, much 
useful clinical and possibly biological research could follow. 
However, at least in Dr. Andreasen’s paper, the assump- 
tion was made that emotional blunting and affective flat- 
tening are synonymous. Hinsie and Campbell (1), in defining 
disturbances of affectivity, state that ‘‘it is probably the in- 
congruity between the affect displayed and the verbal pro- 
ductions of the patient that is more characteristic of schizo- 
рпа than any other change in affect." Nondelusional de- 
pressed patients, in my experience, do not reveal this 
incongruity between the content of their verbal productions 
and its accompanying affective expression. Their affect ex- 
presses the same pessimism, helplessness, and hopelessness 
that is readily apparent in the content of their speech. This 
bland congruent affect is best described as flat. (This is true 
even of many delusionally depressed patients.) Many pa- 
tients with schizophrenia, on the other hand, do not match 
their affect with their speech content. Thoughts of murder, 
fears of possible homosexual assault, or ideas of being con- 
trolled by people or machines are often accompanied by.a 
bland, matter-of-fact affect. This bland incongruent affect is 
‚ best described as blunted. When these same thoughts are 
“accompanied by giggles or smiles, the affect is termed in- 
. appropriate. 
The work of these psychiatrists is important for a more 


. * ә 
. 


* 
* 


` , 


Am J Psychiatry 137:7, July 1980 


complete understanding and discrimination of the major psy- 
choses. However, the assumption that emotional blunting 
and affective flattening are synonymous must be clarified so 
that future researchers will not become trapped in semantic 
confusion. x 
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KENNETH R. SILK, M.D. 
Ann Arbor, Mich. 


Dr. Andreasen Replies 


Sir: Dr. Silk is quite right in pointing out that variability in 
the use of terms to describe psychiatric symptomatology 
creates a major obstacle to clear communication between cli- 
nicians and researchers. Not only do some distinguish be- 
tween ‘‘blunting”’ and ‘‘flattening,’’ but distinctions are of- 
ten made between ''emotion'' and ''affect." The distinction 
between flattening and blunting, based on congruence of the 
affect, is an interesting one, but it is by no means universally 
accepted. His definition of ‘‘incongruent affect'' is quite sim- 
ilar to my definition of ‘‘inappropriate affect," while his ‘‘in- 
appropriate affect'' corresponds to what I would call “silly 
affect," which I see as a subtype of inappropriate affect. For 
me, the difference between blunting and flattening is quan- 
titative rather than qualitative, with flattening being more se- 
vere and blunting less severe. I have no doubt that many 
other Journal readers define these terms quite differently 
than either Dr. Silk or I do. 

Neither of us is necessarily right; it is difficult to develop 
criteria for determining ''rightness' when it comes to defin- 
ing terms. From the linguist's point of view, the concept of 
“rightness” does not apply. Words mean whatever the ma- 
jority of users take them to mean. In science, however, the 
usual criteria are the reliability of the definition and its clini- 
cal usefulness. I hope that eventually, through the use of 
these criteria and through careful research, a consensus will 
be reached concerning the meaning of common terms. Al- 
though Dr. Silk and I do not agree on our definitions, we 
certainly do agree that our current semantic confusion 
should be reduced if not ended. 


NANCY C. ANDREASEN, M.D., PH.D. 
Iowa City, Iowa 


Drs. Abrams and Taylor Reply 


Sir: We view emotional blunting as an impairment of emo- 
tional life that may be manifested in various aspects of think- 
ing, feeling, and behaving. For this reason we have included 
among the 16 items of our scale each of the phenomena Dr. 
Silk describes, without assigning preeminence to any single 
feature. . V 

We believe that Dr. Andreasen’s phrase ''affective flat- 


tening'' is coterminous with '*emotibnal blunting’ as we'ase ., 


it, although she specifically limited her rating scale items to 


directly observable behaviors. We agree with Dx. Andreasen, , 


that some depressed ‘patients may show eniotioyal blunting 


Am J Psychiatry 137:7, July 1980 


and that.the assessment of this feature in the diagnosis of 
schizophref&ia should be done after excluding patients with 
diagnosable affective disorder. 


T RICHARD ABRAMS, M.D. 
MICHAEL A. TAYLOR, M.D. 


Chicago, Ill. 


Minorities and Psychiatric Hospitalization 


Sir: In “Ethnic Density and Psychiatric Hospitalization: 
Hazards of Minority Status" (December 1979 issue) Judith 
Godwin Rabkin, M.D., raised some important issues about 
the vulnerability entailed in minority status. 

While doing research in Malaysia from 1956 to 1968 I ex- 
amined the relative rates of hospitalization of Malays and 
Chinese Malaysians, the two major ethnic groups, in dis- 
tricts where they were relative minorities. Like Dr. Rabkin, I 
found that when these patients came from a district where 
they had been in the minority, they were overrepresented in 
the mental hospitals (1). 

Among Dr. Rabkin’s plausible explanations for the effect 
of low ethnic density and psychiatric hospitalization is 
“decreased support in times of difficulty, such as limited 
availability of sympathetic understanding, and helpful 
compatriots." My finding that the readmission rates more 
strongly reflected the relative minority status for both Ma- 
lays and Chinese Malaysians than even the overall admission 
rates did provides evidence for this "support system” hy- 
pothesis. As we know from experience in community psy- 
chiatry, the presence or absence of a suppor: system, wheth- 
er psychiatric or interpersonal, is one of the determinants of 
rehospitalization. 

Other explanations of Dr. Rabkin's hypothesis are ex- 
posure to others, absence of social buffers, mobility, and 
feelings of alienation. In another study of Malaysians I found 
that ‘‘fringe’’ type or transitional communities bear a higher 
risk for mental (and social) pathology (2). Such communities 
may be squatter settlements or semiurban villages that at- 
tempt to maintain rural traditions and practices while being 
bombarded by the influences of urban life. 

One factor not clearly delineated by Dr. Rabkin is the 
greater tendency of a minority group to extrude a deviant 
member as an embarrassment. The majority community 
might not react that way in regard to one of its members. Dr. 
Rabkin alluded to this by asking, “Аге blacks ... more 
likely to be arrested in predominantly black communities 
and to be hospitalized in white communities?’’ The dif- 
ference between arrest and hospitalization is the difference, 
usually, between externally imposed sanctions in case of ar- 
rest and internally imposed extrusion in case of hospital- 
ization. 
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Questioning Nonphysltian Examiners in Psychiatric rd 
Education aoe’ А 
Ф ss 

Sir: I have worked in a variety of psychiatric settings —for 
9 years in Czechoslovakia under Communist dictatorship, 
for 2 years in Austria under a democratic government, and 
for 11 years in the United States. In "Required Educational 
Objectives in Community Psychiatry'' (Feburary 1979 issue) 
James Н. Shore, M.D., and associates wrote that ‘‘psychiat- 
ric residents will be given a mini-Board examination at the 7 
end of their third year of community psychiatry rotation, 
which will include written examination following the ABPN 
national Board format and a one-hour oral examination. The 
oral examination will involve two examiners—a psychiatrist 
and a nonphysician mental health professional. This will 
evaluate the trainee's ability to apply his knowledge.” Non- 
physician professionals should never be allowed to examine 
or evaluate (and thereby control) a physician in his or her 
area of expertise. Once such a precedent is established the 
nonphysician mental health professional may not always be 
fully qualified. Psychiatry, as a medical subspecialty, could 
be in this way controlled not only by nonphysician mental 
health professionals but by others who pretend to be mental 
health professionals, e.g., religious and political fanatics, or 
U.S. citizens serving as foreign agents. 

In Europe I spoke to psychiatric nursing assistants, pfle- 
gers, on the territory of the former German Third Reich. 
From 1939 to 1945, these pflegers were ordered to kill ‘‘un- 
treatable” psychiatric patients by causing asphyxia through 
continuous application of ECT. The patient’s psychiatrist 
had to stand by because politicians, ''specialists in mental 
health," gave orders to physicians. E 

I also worked in Czechoslovakia where psychiatrists had 
to make false psychiatric diagnoses for political dissidents. 
Some psychiatrists may have done this in the hope that dis- 
sidents might receive more humane treatment in psychiatric 
hospitals than in labor camps. Nevertheless, nonphysicians 
gave the orders. 

To my knowledge, no one has ever suggested that a surgi- 
cal resident be examined by a nonphysician professional in 
surgery. Whether the idea of Dr. Shore and associates is well 
intended or an attempt to improve the reputation and gain 
the support of the nonphysician professionals and parapro- 
fessionals in mental health remains unclear. The only situa- 
tion in which a physician's professional competency and 
knowledge should be examined by a nonphysician is when 
the physician is a defendent standing before a judge and jury 
in a legal and democratic court or when the physician is testi- 
fying as a witness. 


GEORGE О. KRIZEK, М.Р. 
Washington, D.C. 


Dr. Shore and Associates Reply 


Str: Dr. Krizek criticized our curriculum for psychiatric 
residents in community psychiatry by focusing on the politi- 
cal implications of nonphysician control by totaljtarian gov- 
ernments of psychiatric treatment. We strongly concur with 
his concern for this abuse in any country by anyone, physi-- 
cian or nonphysician. However, psychiatric education in this 
country has a long tradition of interdisciplinary influence, * 
exemplified by the faculty staffing pattern of most depart- 


. 
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N ments of psychiatry with Бе from psychology, 
nursing, social work, sociology, and anthropology. In many 
gr Mpacities these nonphysician mental health professionals 
participate in the education and evaluation of psychiatric 
residents under the authority and supervision of the psychia- 
try departments. Community psychiatry, in particular, re- 
quires physicians' skills in collaborating with other health 
professions. The participation of these colleagues in the 
training and evaluation of residents is a valuable educational 
experience for trainees and faculty alike. We do not delegate 
the authority for trainee evaluation. Nonphysician mental 
health professionals participate with us in a collaborative or- 
al examination. 

We disagree with the position that community mental 
health should be directed exclusively by psychiatrists. Note 
the current distribution of mental health administrators by 
discipline. At issue here are the unique role and skills of the 
community psychiatrist in the context of an interdisciplinary 
work setting. Our curriculum model realistically addressed 
that issue without diffusing the physician's role in commu- 
nity mental health. No psychiatrist should abuse his or her 
special responsibility, whether directed to do sc by a physi- 
cian or a nonphysician supervisor. 


JAMES H. SHORE, M.D. 
J. Davip Kinzig, M.D. 
JosePH D. BLoom, M.D. 
Portland, Ore. 


Recognizing Geriatric Sexuality 


e 

Sin: The medical, nursing, and allied professional staff of 
any geriatric home or institution would agree that their ob- 
jectives are to meet the physical, psychosocial, and spiritual 
needs of the residents. In regard to physical needs, I ques- 
tion the adequacy of provisions made for the sexual needs of 
the residents. 

À prime prerequisite for the sexual experience is privacy. 
Residents' rooms, in practice, are not locked; most do not 
have locks, allowing the entrance of personnel at any time. It 
is difficult for residents to find the privacy they may desire to 
satisfy their own sexual needs. 

The normalcy of the continued sexual drives of residents 
in their seventh, eighth, and even ninth decades should be 
stressed to all personnel. Staff members should regard a 
male resident who continues to read Playboy or an 86-year- 
old woman who is found crying because she is lonely for a 
mate as seriously as they would regard younger patients. 

As health care professionals, we must recognize that sex, 
as a pleasure, a physical body function, and a need should 
not be denied an individual on the basis of age. It is in- 
cumbent upon us to teach others, including family members, 
accordingly. 


MARTHA M. WILLIS, R.N. 
Montreal, Que., Canada 


Dermatosis and Lithium Therapy 


, Sır: We noted with interest the clinical report entitled, 
* "Lithium Carbonate and Psoriasis," by Dwight L. Evans, 
M.D., and' Willis Martin, M.D. (October 1979 issue). We 


, 


* 
4 . 
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wish to report another case of a dermatological complication 
with lithium carbonate use. ° * 

Ms. A, a 22-year-old woman with a 5-year history of bipo- 
lar affective illness, was treated with lithium carbonate. She 
had had no previous dermatological condition and no farhily 
history of any skin disorder. She had not previously taken 
lithium. Her serum lithium levels, determined biweekly, 
ranged from 0.55 mEg/liter to 0.65 mEg/liter. Duriilg the sec- 
ond week of lithium therapy Ms. A developed an acneiform 
rash in the perioral area that spread to both of her cheeks and 
later.to her forehead. Cheilosis was observed at the corners 
of her mouth. Her condition gradually worsened over sever- 
al weeks. She was referred to a dermatologist, who pre- 
scribed systemic antibiotics—tetracycline and then min- 
ocycline. In addition, he prescribed a topical compound of 
lincomycin and hydrocortisone in a Cetaphil lotion base. Af- 
ter 2!/? weeks of this therapy Ms. A's condition had not im- 
proved. A gradual decrease in lithium dosage produced 
slight improvement. However, it was not until lithium had 
been discontinued for 3 weeks that Ms. A's dermatosis dis- 
appeared completely. 

Ms. A's condition seems to resemble cases previously re- 
ported by Kusumi (1). We hope this report will generate fur- 
ther interest in the possible causal association between lith- 
ium carbonate and dermatological conditions. 
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NEIL Агровотү, M.D. 
WILLIAM R. LEVINE, M.D. 
Wichita, Kans. 


Psychopharmacologic Norms in Blacks and Whites 


Sir: “А Pilot Study of Racial Differences in Erythrocyte 
Lithium Transport” by Samuel Okpaku, M.D., Ph.D., and 
associates (January 1980 issue) was a laudable departure 
from reports that are spin-offs from studies primarily aimed 
at other questions. The fact that previous observations of 
such differences have been incidental findings may have con- 
tributed to the failure of researchers to follow up their pre- 
liminary results. 

More than ten years ago Overall and associates studied 
response patterns to antianxiety, antidepressant, and anti- 
psychotic medications in a collaborative effort involving 372 
patients in 5 Veterans Administration hospitals. They found 
Statistically significant differences between the responses of 
blacks and whites, independent of social class disparities, 
and concluded that ‘‘race is an important additional source 
of difference in drug response that should be taken into ac- 
count in future research” (1). Henry and associates reported 
similar findings in their investigation of 240 patients who had 
received antianxiety and antidepressant agents (2). Raskin 
and Crook studied 555 white and 159 black depressed pa- 
tients in a multihospital study (1 state hospitals 2 private in- 
stitutions, and 2 general hospitals). Black patients had a het- 
ter response to medications, especially earl 
(3). In Ziegler and Biggs’ study (4) black subjedts exhibited а 
higher mean plasma level of nortriptyline th i 
did. Ziegler and Biggs observed that this may е 
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difference in clinical response. Differences in lithium ery- 
throcyte transport may have similar clinical consequences. 
For example, optimal plasma lithium levels for the treat- 
ment of mania are much lower in Japanese patients than in 
American patients (5). 

Major racial differences in the action and efficacy of psy- 
chotropic medications would probably have been evident in 
clinical practice. But the above examples do raise the possi- 
bility of subtle variations in efficacy, steady-state plasma lev- 
els, therapeutic windows, and toxicologic norms that may 
act as compounding factors in research based on racially 
mixed groups of patients. Such subtle variations may also be 
important in the management of individual patients. Thus the 
information that depressed black women respond better to 
chlorpromazine than to imipramine, while the reverse is true 
of depressed black men (3), may be valuable in ‘‘resistant”’ 
cases. 

Further research seems indicated. While prospective stud- 
ies are ideal, retrospective analyses of completed investiga- 
tions are also useful and have the added advantage of avoid- 
ing the Hawthorne effect, in which the act of observation 
significantly affects the perception of dependent measures. 
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VICTOR R. ADEBIMPE, M.D. ~~ 


Pittsburgh, Pa. 


Corrections 


There was an error in ‘“Toward a Rational Pharmacother- 
apy of Depression," by Stephen L. Stern, M.D., A. John 
Rush, M.D., and J. Mendels, M.D., in the May 1980 issue. 
The last full sentence on page 547 should read, ‘‘For ex- 
ample, Glassman and associates (47) reported antidepres- 
sant response to imipramine in 13 of 14 patients. . . ." The 
staff regrets this error. 

On page 447 of the April 1980 issue, in ‘‘Unmasking 
Masked Depression in Children and Adolescents," by 
Gabrielle A. Carlson, M.D., and Dennis P. Cantwell, M.D., 
the data in table 3 are incorrect. The correct table appears 
below. 

















TABLE 3 as " 
Depressive Symptoms in 61 Children Grouped According to DSM-III Diagnosis 
| Secondary 
Affective 
Primary Disorder 
Affective with Behavior Behavior Secondary Affective Anorexia 
Disorder Disorder Disorder Disorder with Other Nervosa 
(N= 14) (N=9) (N=27) Disorder (N=5) (N=6) 
Symptom N % N % N % N % N % Significance* 
Dysphoric mood 10 71 6 67 6 22 4 80 2 33 p«.005 
Low self-esteem 9 64 8 89 12 44 4 80 1 17 p<.005 
Anhedonia 7 50 7 78 10 37 4 80 0 р<.005 
Fatigue 9 64 5 56 5 19 2 40 4 67 0.5. 
Somatic complaints 9 64 4 44 8 30 5 100 2 33 p<.05 
Suicidal ideation 12 86 9 100 10 37 4 80 3 50 р<.001 
Hopelessness 10 71 6 67 10 37 4 80 3 50 p<.05 
*The children with secondary affective disorders were compared with children with no affective disorder (chi-square analysis). 
è e . . 
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Out in Inner Space: A Psychoanalyst Explores the New Thera- 


y- pies, by Dr. Stephen A. Appelbaum. Garden City, N.Y., An- 


chor Press/Doubleday, 1979, 510 pp., $14.95. 


In the spirit of the Zen koan one definition of enlighten- 
ment goes like this: before enlightenment one looks at a tree 
and sees the tree, and after enlightenment one looks at a tree 
and sees the tree. Before Appelbaum began his odyssey he 
was a psychoanalyst with an unusually ópen and inquiring 
mind, and after six years of wandering the trails and byways 
of humanist psychology, the consciousness movement, and 
holistic medicine, he was a psychoanalyst with an unusually 
open and inquiring mind. But he wasn't the same man. 

Out in Inner Space is a companion piece to Adam Smith's 
Powers of Mind (1) (reviewed in this journal in June 1977) in 
that both authors are mature and sophisticated observers 
with scund, well-developed points of view who ventured in- 
to a psychological netherworld so near and yet so far from 
the disparate activities that define the American psychiatric 
establishment. Both authors immersed themselves— literally 
and figuratively—in the waters of their subject matter. Ap- 
pelbaum participated in ‘‘trial by fire” in the following ‘‘out- 
ег’! therapies and concerns (some farther ‘‘out’’ than oth- 

-ers): Esalen workshops, acupuncture, Gestalt groups, 
psycfiic healing exercises, shiatsu massage. Kirlian pho- 
tography, biofeedback, Rolfing (all 10 sessions), post- 
Rolf structural patterning, the Alexander technique exer- 
cises, bioenergetics therapy, est, Silva mind control, and 
several different kinds of meditation. He even spent 14 
months on a macrobiotic diet. 

Appelbaum discusses the techniques and strategies he en- 
countered and the underlying theory of each, when there 
was one, in terms of psychoanalytic theory. Here the book 
occasionally lags, although the effort is honest and pioneer- 
ing. It is not inappropriate that Appelbaum discusses psy- 
choanalysis in the context of ‘‘outer’’ therapies and attempts 
also to defend it from its critics, but often it appears that he 
takes the criticism more seriously than the critics. Humanis- 
tic psychology is not yet much committed to debates on the- 
ory: for the most part it is a universe where what counts is 
what works. To a surprising and challenging extent, many 
“out” things do work, and we who are ''in'' have no better 
frames for understanding those results than labels like trans- 
ference cure, suggestion, and flight into health. It is useful to 
remind ourselves that the main use of psychoanalytic theory 
is to deal with data drawn from the analytic consulting room. 
Applications to nonclinical or atypical clinical situations are 
tricky at best. On the other hand, it is surely fascinating 
when Appelbaum compares the methods of psychoanalysis 
with those of yogic meditation and finds far more homo- 
logues than anyone could expect to find by sheer coinci- 
dence. Sdme deep undercurrents of connection must exist 

_ between the two, but what are they? 

Like Powers of Mind, Out in Inner Space is more a travel- 

. ' ogue than a scientific treatise. It is a thoughtful account of a 

return fróm nearby strange, mysterious, and evocative 
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places. It is also an invitation. One cannot come away from 
the book without being intrigued and challenged. There is 
simply too much of obvious relevance to modern psychiatry 
and medicine to ignore; yet, in large measure, it is ignored. 
The paradox that challenged Appelbaum more than any he 
encountered on his journey was an attitude he confronted in 
a respected psychiatrist who was working with cancer pa- 
tients. This man not only knew virtually nothing of the medi- 
tative therapy developed by Dr. O. Carl and Stephanie Si- 
monton, he was resistant to hearing anything about it. To 
quote Appelbaum, here was ''a celebrated authority [in can- 
cer], recipient of thousands of government grant dollars, 
functioning in one of the country's major medical centers 
. content, if not complacent, at overlooking the possi- 

bilities for curing cancer, despite evidence from his own pa- 
tients" (p. 370). On January 1, 1978, 45% of all of Simon- 
ton's cancer patients were alive more than twice as long as 
the national average for survival after the first diagnosis of 
cancer; this figure is made more impressive by the notation 
that every Simonton patient was judged medically incurable 
before coming to the Simontons. Appelbaum is obviously 
compelled by what he saw and learned in the outer space of 
psychic healing. He remains at work on research in this field 
and has a manuscript on that topic in preparation. 

Appelbaum and Smith are of a small group of objective 
observers who have traveled in ‘‘outer space” and returned 
to us with the same message: it doesn't all make sense in the 
paradigm of our rational Western scientific world, but. 
"something" is out there. It seems inevitable that that 
"something" will be studied and that the future of our psy- 
chological sciences will be shaped thereby. Out in Inner 
Space is a fine launching pad. 
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JUSTIN SIMON, M.D. 
Berkeley, Calif. 


Psychiatry for Lawyers, revised ed., by Andrew 5. Watson, 
M.D. New York, N.Y., International Universities Press, 
1978, 451 pp., $25.00. 


“The knowne certaintie of the law, is the safetie of all," 
wrote the venerable Sir Edward Coke. Dr. Andrew Watson, 
perhaps the dean of law and psychiatry in this country, is 
more than a little suspicious that, in their search for a secure 
certainty, lawyers (and law students, whom Dr. Watson is a 
master at educating) may miss the enthralling ambiguities of 
client behavior that make law practice so rewarding for those 
sensitive to them. His revised editidn of Psycgiatry for Law- . 
yers is a lucid and graceful attempt to open upiew vistas for 
us lawyers, who are probably characte: 
disposed to be better talkers than listeners. 
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teaches u$ to watch and to listen, not only to our clients but 
to ourselves. 

He educates us in the use of transference and counter- 
traasference, through examples that the lawyer can readily 
understand: the young attorney, just started at work with a 
large law firm, who has difficulties with his superior because 
he unconsciously confuses him with his dogmatic father and 
is therefore afraid to show the necessary initiative and inde- 
pendence, the young woman client who tearfully seeks a di- 
vorce that, as further investigation reveals, is more on her 
parents' agenda than her own. In a discursive style, which is 
the pattern of the book, Dr. Watson instructs us in the devel- 
opment and growth of the personality and about the ego and 
its defenses and takes us gently through stages from orality 
to senescence. This is not a **how to do it’’ book, a short 
primer for lawyers. It is a book to be chewed and digested. If 
the readers! experiences are anything like my own, they will 
recognize some part of themselves on every page, not al- 
ways with comfort but assuredly with profit. Indeed, I fear 
that the title of the book may unduly restrict is circulation. It 
is the best general introduction to normal personality devel- 
opment for the layman that I have yet encountered. Friends 
to whom I have lent it have retained it for an unusually long 
time, so fascinating a mirror is it on themselves and their 
relationships. Perhaps Dr. Watson could be persuaded to 
bring this out in another edition as well, with much of the 
legal material excised. It should be titled Psychiatry for 
Everyman. 

In not being a ‘оу to do it” book, it is the ultimate ''how 
to do it" book because it emphasizes that a glimpse into the 
workings of the human mind comes only after deep and quiet 
pondering. This book should be read anew each time one 
encounters a client with a complex human problem. Psychia- 
try for Lawyers is so rich a book that new realizations and 
nuances will glint out from each page, making the lawyer 
more sensitive to his or her own role and the situation before 
him. One of the great virtues of this book is the sets of prob- 
lems and questions that are posed after each chapter, which 
give the more theoretical material preceding it a local habita- 
tion and a name. We encounter ''The Case of the Murder for 
Magic," in which a Spanish-speaking farm laborer has 
signed a confession stating that he buried his victim under 
the floor of a chicken coop and later dug up the body, decapi- 
tated it, neatly cleaned the skull, and performed a voodoo 
ritual. We encounter a troubled adolescent—a ‘‘nice boy" 
who has been given ''everything he wanted''— whose 
mother cannot comprehend why he was arrested for thievery 
while at college. Dr. Watson makes the at first inexplicable 
much more understandable, given a person's internal history 
and culture, and shows how a jury can honestly be brought 
to the same compassionate understanding. 

Dr. Watson's range of knowledge and allusion help him 
convey the insights of his profession. A New Yorker cartoon, 
for example, makes vivid a very destructive closeness be- 
tween mother and son. He also illustrates his ideas with ref- 
erences to Cat on a Hot Tin Roof, Tea and Sympathy, Presi- 
dent Carter's Playboy interview, The Diary of Anne Frank, 
and ancient Vgyptian philology, among others. 

What is mogt impressive about Dr. Watson is his honesty 


А anf lack of pjetense. А? final chapter on the preparation of 


, Addition to 


psychiatric pert testimony for the courtroom is the chief 
rst edition. It is clear that Dr. Watson wants 


te play no games. He does not want his experts to befuddle a 
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jury with descriptive labels but to lay out йз after thor- 
ough preparation, the etiology of & defendant's illness qr. - 
condition, how the defendant came to be the human being ¢ 
who exploded in a certain way. Nor should the psychiatrist 
be coached overmuch by the defense lawyer: to do:so would 
detract from the naturalness of his or her presentaticmn. He is 
skeptical about psychiatry's capacity to predict behavi ior, 
despite the demands of many in the legal system for suca àn 
opinion. To eliminate controversy, he suggests that expert и 
witnesses for both the prosecution and the defense exaraine 
the defendant simultaneously. He also thinks that the de- 
fendani should not decline to take the stand. Finally, Dr. 
Watson is very clear regarding what psychiatric testimony is 
about. It is to try to explain behavior, not to make moral 
judgments, "for psychiatrists are no more competert to 
make moral judgments than other members of society.” 
Radical recommendations, perhaps, in this age of trial tac- 
tics, but such common sense. 


MAURICE DEG. Еовр, J.D. 
Cambridge, Macs. 


The Psychopath in Society, by Robert J. Smith. New York, 
N.Y., Academic Press, 1978, 157 pp., $12.00. 


The author writes that theorists and diagnosticians have 
presented a wide variety of viewpoints on the etiology of the 
psychopath: genetic, developmental, psychologic, and soci- 
ologic. To these perspectives he adds another, that the psy- 
chopath can be conceived more appropriately as the lcgical- 
extension, or perhaps the fantastic exaggeration, of^what 
Western societies demand for a person to gain individual 
fame and fortune. 

In developing his thesis Smith leans heavily on a coacept 
of Machiavellianism formulated by Christie in 1964. He 
states that Machiavellianism has four characteristics: 


1) A relative lack of affect in interpersonal relation- 
ships— manipulating should be enhanced by viewing 
others as objects. 2) A lack of concern with convention- 
al morality—regarding lying, cheating, and deceit in 
general, manipulators should have a utilitarian view of 
interaction with others. 3) A lack of gross psycho- 
pathology—the manipulator is hypothesized to take a 
rational view of others and is in contact with objective 
reality. 4) Low ideological commitment—he is more in- 
terested in tactics to an end rather than inflexible striv- 
ing for the idealistic goal. 


A “Mach Scale” of 20 items was constructed to identify 
people with Machiavellian characteristics. The scale includ- 
ed such items as, ‘‘The best way to handle people is to tell 
them what they want to hear” and ‘‘Honesty is the best »olicy 
in all cases." The ‘‘Machiavel’’ would agree with the first 
and disagree with the second. This scale has been used in 
studies to discover personality correlates of the Mactiavel. 
People who receive high Mach scores afe manipulative, 
judge others as untrustworthy; do not concern themselves 
altruistically, and less readily enter into relationships to pro- . 
duce mutual solutions to problems. The individual with 2 
high Mach score is also relatively unmoved by othe-s and ` » 
seems equally unaffected by his or her own beliefs and ever. 
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X his own behavior, can successfully argue a position different 
from his own, is rated-as less anxious by judges, and can 
«2. fook an accuser in the eye steadily while denying cheating. 
These traits are called the ‘соо! syndrome." They share 
corgmonalities with the portrait of the psychopath painted by 
the theorists: manipulative, self-oriented, convincing, and 
distrustful. 

* Smith says that ‘‘the social philosophy basic to a given 
culture colors the process of diagnosing psychological prob- 
lems." The American personality has undergone a change 
from the "Protestant ethic," with its emphasis on hard 
work, frugality, and prudence, to a new ''social ethic," con- 
cerned with enjoyment and consumption and obsessed with 
selling and buying. A philosophy of the marketplace prevails 
in which selling one's personality promotes achievement. 

The achieving personality is described as adventurous, 
self-confident, assertive, restless, ambitious, self-centered, 
shrewd, competitive, and individualistic. Superlatives are 
used to extol this personality as a superstar who has an ob- 
session with display and bigness. The culture applauds and 
reinforces behavior that earns the label '*psychopath."' 


If the . . . culture requires projecting a good image 
while watching out for oneself, if it encourages pursuit 
of material pleasure and the merchandizing of people, 
then far from being a mask of sanity or a moral imbecile, 
the psychopath is the reasonable one and those of us 
who zre trusting, reliable, and empathic are out of phase 
with reality. 


_ This is an interesting point of view in a well-written book. 
I reeommend it be read by all who are concerned with the 
psychopath. 


PAUL E. Huston, M.D. 
Towa City, lowa 


Clinical Pharmacology of Psvchotherapeutic Drugs, by Leo E. 
Hollister, M.D. New York, N.Y., Churchill Livingston, 1978, 
226 pp., $19.50. 


Over the past four to five years a plethora of monographs 
in the field of psychopharmacology has appeared. With the 
proliferation of so many books in this field, 1 wonder where 
the value of yet another monograph lies. Clinical Pharma- 
cology оў Psychotherapeutic Drugs, however, is truly a 
unique book. Perhaps its major strength lies in Dr. Hollis- 
ter's ability to convey the knowledge of a man who has de- 
voted over a quarter of a century of his professional life as a 
teacher, clinician, and researcher to clinical psychopharma- 
cology. Dr. Hollister's ability to integrate these three areas 
of endeavor and to interweave the pharmacologic principles 
of psychotropic drugs in the context of treating the patient 
has resulted in a monograph that is clear, concise, and filled 
with factual information. 

Chapter 1 is an overview of Dr. Hollister's approach to the 
use of psychothgrapeutic drugs in the treatment of emotional 
illness. Adthough this is not a major philosophical treatise, 
Dr. Hollister discusses his approach to treatment, which in- 

^ cludes recognition of mental illness, the utility of drug treat- 
» ment, the benefits to be derived and the risks to 5e weighed 
when using psychotherapeutic drugs, and a conceptual- 
ization of the “ideal drug." | 
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Chapter 2, ‘‘Antianxiety Drugs,’’ begins with a brief dis- 
cussion of the nature of anxiety, the chemical clfsses of anx- 
iolytic drugs, pharmacologic action of specific drugs, phar- 
macokinetics, and metabolism, followed by a discussion :of 
the clinical uses of these compounds with emphasis on dos- 
age, therapeutic and side effects, and the general use of the 
antianxiety drugs. The section on pharmacokinetics and me- 
tabolism is extremely helpful in understanding the action of 
the benzodiazepine drugs and those characteristics which 
distinguish benzodiazepine drugs from one another. As an 
example, intramuscular diazepam and chlordiazepoxide are 
absorbed erratically due to the vehicle used in the manufac- 
ture of both these drugs. Thus, in a clinical situation where 
diazepam or chlordiazepoxide is to be used, the preferred 
route of administration would be orally, or intravenously if 
the parenteral route of administration is desired. 

The section on Clinical Use of Anxiolytic Drugs is rich 
with practical suggestions for the clinician treating the patient 
for whom an anxiolytic drug would be prescribed. Dosage 
schedules, drug combination, duration of treatment, inter- 
actions, and side effects are some of the areas discussed. 
This format is basically carried out in each of the four sub- 
sequent chapters, ''Hypnotic Drugs," “Antidepressant 
Drugs," ‘‘Antipsychotic Drugs," and “Lithium and Manic- 
Depressive Disorder." In each of the chapters Dr. Hollister 
carefully develops pharmacologic and pharmacokinetic prin- 
ciples, discussing plasma drug levels, metabolism, and kinet- 


‘ics, intertwining these principles into treatment concepts. 


The understanding of the clinical use of antidepressant 
drugs is made clearer by inclusion of a discussion of metabo- 
lism, pharmacokinetics, and plasma levels. The practical 
considerations in the prescribing of tricyclics or monoamine 
oxidase (MAO) inhibitors in the treatment of depression is 
presented in such a fashion that the reader gains a full under- 
standing of these drugs in respect to dosage, spectrum of 
activity, and side effects. 

To review each of the remaining chapters would be redun- 
dant. Each chapter follows the format described above so 
that the reader can logically follow each chapter in the mono- 
graph and make comparisons between classes of drugs with 
relative ease. 

In summary, Clinical Pharmacology of Psychotherapeutic 
Drugs is a concise, clear, erudite book. This monograph pro- 
vides technical and clinical information and would be a valu- 
able asset to medical students in their clerkship in psychiatry 
and clinical pharmacology, to the resident in psychiatry as 
well as any specialty where psychotropic drugs are used, and 
to the seasoned clinician and/or researcher. 


BunTON J. GOLDSTEIN, M.D. 
Miami, Fla. 


Current Developments in Psychopharmacology, Vol. 5, edited 
by W.B. Essman and L. Valzelli. New York, N.Y., SP Medi- 
cal & Scientific Books (Spectrum Publications), 1979, 465 
pp., $50.00. 


This volume consists of 10 invited papers representing im- 
portant current developments in the field of neuropsyuho- 
pharmacology. The search for a "language to facilitate’ 
communication between basic scientists and icians is the 
leading theme of the book. Andreoli and Maffei review meth- ° 
ods in collecting clinical data that meaningfully cqmmunicate. 
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to basic research, and Valzelli discusses some of the neu- 
rothemical gontributions that have opened the possibility of 
communication between biochemical concepts and behav- 
ior. 

Recognition that putative neurotransmitters may have a 
role in the regulation cf normal and pathological behavior 
has stimulated research to explore whether substances such 
as histamine fulfill the criteria of neurotransmitters (the 
chapter by Schwartz and associates) and to develop tech- 
niques such as d-amphetamine-induced hypothermia that 
could render the effects of pharmacological agents on specif- 
ic neurotransmitter functions accessible to investigation (the 
chapter by Yehuda). Shore discusses the effect of stress on 
neurotransmitter kinetics, with consideration of biochemical 
genetics, in relationship to the psychobiology of schizophre- 
nia, and Burns and Mendels review the possibie role of the 
neurotransmitter serotonin in affective disorders. In describ- 
ing circadian rhythms in manic-melancholic disorders, how- 
ever, Mellerup and Rafaelsen hypothesize that very rapid 
changes in mood indicate derangements of distribution 
rather than derangements of production of neurotransmit- 
ters, neurohormones, or other critical factors. 

There is also a paper by Malick on the pharmacology of 
isolation-induced aggressive behavior and by Brain and 
Bowden on sex-steroid control of fighting in male mice. Rig- 
ter and Van Riezen review current developments in regard to 
the effect of neuropeptides in amnesia with special emphasis 
on the possibility that ACTH analogues may facilitate the 
retrieval process and vasopressin analogues may facilitate 
both memory consolidation and retrieval. 

The authors included in this volume are prominent scien- 
tists and clinicians; their contributions are of high quality. 
The editors have done a commendable job in identifying top- 
ics that are of importance. However, it should be recognized 
that each paper in this volume is written for a different au- 
dience. 


THOMAS A. BAN, M.D. 
Nashville, Tenn. 


Progress in Psychobiology and Physiological Psychology, Vol. 
8, edited by James M. Sprague and Alan N. Epstein. New 
York, N.Y., Academic Press, 1979, 334 pp., $35.00. 


This monograph might be considered of greatest interest to 
the neurophysiologist, to the behaviorist, to the neurologist, 
and, finally, to the psychiatrist, in that order. The topics cov- 
ered in the seven chapters range from somewhat exotic areas 
of neuroanatomy to a variety of animal behavior experi- 
ments involving regulation of such basic functions as sleep, 
wakefulness, stress, appetite, suckling behavior, and 
mother-young relations. In all instances the chapter authors 
are well versed in their topic and write with commendable 
clarity and generality. Fortunately, the volume is not at.all 
rendered obscure by the use of specialized terminologies. 

The first chapter reviews the neuroanatomic and physio- 
logic relationships of cortex and subcortex and presents 
some new ided& that would be of considerable interest to the 
anatgmnist and europhysiologist. The second chapter re- 

- views recovery gnechanisms that are manifested following le- 
sions of the vigual cortex in the monkey. This is followed by 
«rather specialized chapter on neurophysiologic mecha- 
nisfns “operative during sleep that particularly emphasizes 
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"PGO waves" ES occurrence in REM sleep. This is J 
meant for the specialist. = 

Although the first three chapters could be interesting tö 
neurologists, their psychiatric application must be regarded 
as minimal. However, the fourth chapter has to do with 
stress and arousal and reviews a psychoendocrine h ypothe- 
sis to account for these phenomena. This chapter will be of 
considerable interest to both specialists in the field and those 
psychiatrists who wish some guidance and stimulation from 
basic research. The next chapter, on postprandial satiety, 
reviews mechanisms of appetite, surely of interest to those 
who treat the obese and who are concerned with burgeoning 
problems of fitness and overweight. Finally, there are two 
chapters that provide some basic information on the devel- 
opment of suckling behavior. Specifically, the last chapter 
concerns the interrelationships of mothers and their young. 

In summary, the average psychiatrist will not find very 


much of interest or importance in this volume. However, for 


those with an academic inclination or those who have to 
present lectures on the more basic aspects of psychologic 
function there is sorne very significant and well digested in- 
formation. Material in some of the later chapters would also 
form an excellent background for discussion of clinical syn- 
dromes with an organic or neuroendocrine bent, and the in- 
clusion of such information would often add some interest 
and excitement to an exposition of what might be an other- 
wise rather humdrum clinical case. 


REGINALD G. BICKFORD, М.В.В.Снік. 
La Jolla, Calif. 


Research in the Psychobiology of Human Behavior, edited by 
Eugene Meyer III and Joseph V. Brady. Baltimore, Md., 
Johns Hopkins University Press, 1979, 136 pp., $14.00. 


The seven papers that comprise this volume were present- 
ed as part of the Adolf Meyer Symposium on Psychobiology 
in 1976, organized to mark the centennial of the Johns Hop- 
kins University and to honor the first chairman of the Henry 
Phipps Psychiatric Clinic and originator of the term ‘‘psy- 
chobiology.’’ The editor’s preface describes the great influ- 
ence Adolf Meyer had on the practice of psychiatry in this 
country. 

The text is a wide-ranging collection of reviews of the con- 
tributors’ work in an area that can be broadly defined as psy- 
chobiology. For the most part, this work has been described 
elsewhere in greater detail and is now dated by three to four 
years. Nonetheless, if some of the chapter descriptions be- 
low sound unfamiliar and interesting, the reader might judge 
the book a worthwhile purchase. 

Floyd Bloom starts with a description of some of his work 
on norepinephrine synapses in the brain, particularly those 
projecting from the locus coeruleus to cerebellar Purkinje 
cells and hippocampel pyramidal cells. He discusses elec- 
trophysiological, histochemical, biochemical, and behavior- 
al evidence suggesting that the locus coeruleus may function 
as a system for attributing value to environmental signals 
and relates possible malfunction to perceptual inundation in 
Schizophrenia. This section especially suffers from being 
dated by several years because there is no mention of newer 
pharmacological data such as the role of opiates in locus , 
coeruleus function (1, 2). He concludes with a brief allusion 
to possible animal leston models of depression. 


E] .' 
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E Seymour Kety continues with his 4 known work on the 
Benetics of schizophrenia, using adoption records in Den- 
Nemark. After a brief discussion of earlier twin studies (which 
* found a concordance Tate of about 4096-6096 in monozygotic 
twins versus about 10% in dizygotic twins) and their limita- 
tions, he gives a fairly complete description of his own multi- 
faceted studies of adoptive versus biological relatives of 
schizophrenic index cases. As shown in detailed tables, the 
overall incidence of schizophrenic illness in biological rela- 
у= tives was about 14% compared with about 3% in adoptive 
relatives. Kety eliminates possible uterine and early mother- 
ing influences by demonstrating an increased incidence of 
schizophrenic illness in paternal half-siblings of index cases 
compared with controls. 

Edward Sachar discusses three approaches in the field of 
psychoneuroendocrinology: 1) studies of the effects of psy- 
chological stress on endocrine function and the benefits of 
being able to cope, 2) analysis of neuroendocrine regulation 
as a window on hypothalamic function in psychotic states, 
with emphasis on the hypersecretion of ACTH in depressive 
illness and the normal inhibitory effects of norepinephrine on 
ACTH, and 3) the use of hormonal responses to illuminate 
psychoactive drug effects, with emphasis on dopamine's in- 
hibition of prolactin secretion and the effects of neuroleptics. 
The major exception to the correlations that are described 
in the last section was clozapine, which produced little or 
no extra prolactin secretion in spite of being an anti- 
schizophrenic drug. 

Neal Miller's chapter, titled ‘‘Psychosomatic Effects of 
Learning,” starts with a discussion of the accelerating pace 
of change, the stresses it generates, and their possible ef- 
'fects..He continues with experimental studies in rats demon- 
strating the beneficial effects of being able to anticipate or 
avoid shocks in terms of reducing stomach lesions, reducing 
corticosteroid levels, or elevating brain norepinephrine lev- 
els. In some experiments, pargyline or habituation to stress 
or to tetrabenazine appeared to protect rats from behavioral 
disruption produced by subsequent exposure to the stress of 
severe, unpredictable, inescapable electric shocks. After 
briefly considering the effects of stress on the cardiovascular 
and immune systems, Miller ends with a discussion of the 
conditioning of visceral responses and the use of biofeed- 
back in combatting postural hypotension in paraplegic sub- 
jects. 

John and Beatrice Lacey, in a somewhat difficult to follow 
chapter titled ‘‘Somatopsychic Effects of Interoception," 
present evidence in favor of their theory that baroreceptor 
discharge is inhibitory to sensorimotor activity and is facil- 
atory to internalized cognitive abilities. The major evidence 
was the demonstration of time variation within the cardiac 
cycle of motor responses that gated further sensory input. 

Martin Roth briefly describes his scheme for classifying 
affective disorders, emphasizing the importance of classifi- 
cation in spite of its neglect by Meyer and emphasizing the 
true heterogeneity of the conditions discussed. Although he 
states that the utility of classification comes from the ability 
to predict response to different forms of therapy, he makes 
no attempt to incorporate possible biochemical differences 
among patients Into the classification. 

The concluding chapter by Gerald Klerman considers the 

*. legacy of Adolf Meyer and how the Meyerian pluralistic ap- 
„proach and emphasis on early environment should be modi- 

á “fied to incorporate greater use of statistics and adequate con- 
trols. ` 
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Crazy Talk: A Study of the Discourse of Schizophrenic Speak- 
ers, by Sherry Rochester and J.R. Martin. New York, N.Y., 
Plenum Press, 1979, 221 pp., $25.00. 


This experimental study of the discourse of schizophrenic 
speakers is a landmark in the interdisciplinary approach to 
cognition and language. At best, talk abou: talk introduces 
complexities that call for the use of a metalanguage. Talk 
about **crazy"' talk adds a psychological dimension. The au- 
thors resolve this requirement with the high-powered lense 
of psycholinguistics, focused precisely on the particularities 
and operations of language that mediate coherence and 
meaning. 

Crazy Talk introduces the notion of discourse failures that 
‘occur when the listener cannot follow the speaker, even 
though the speaker is using familiar words in generally well- 
formed sentences." Talk familiar to the clinician as schizo- 
phrenic is illustrative of discourse failure. To approximate 
natural language use, the authors select context material ex- 
tended in time and spread over a range of situations: the un- 
structured interview, narrative, and cartoon interpretation. 
The speakers were three groups of 10 subjects each: 10 nor- 
mal voluntary subjects and 20 schizophrenic patients sub- 
divided in accordance with an index of formal signs of 
thought disorder. 

The study achieves a verifiable documentation of linguistic 
operations involved in the aberrant talk of schizophrenic 
speakers and, further, demonstrates significant differences in 
these operations correlated with subjects with and without 
thought disorders. The two principal linguistic methods in- 
troduced as exploratory instruments are cohesion analysis 
and the network system of reference and retrieval cate- 
gories. 

The procedural and experimental part of the analysis, 


which constitutes a major segment of this book, is presented . 


in detail and accompanied by careful critique and evaluation. 
À very rewarding feature of this study is the evaluation of 
assumptions and hypotheses that have guided theoretical 
and experimental approaches to schizophrenic thought and 
language. This leads to a survey of the pertinent linguistic 
methodology of recent decades. In the theoretical justifica- 
tion for their experimental design, the authors provide an 
instructive exposition of linguistic concepts and methods. 

The concluding section places the interpretation of find- 
ings within the original objective. With this as a point of de- 
parture, the authors engage the reader in a challenging con- 
sideration of theoretical implications and hypotheses; for ex- 
ample, language versus thought as the essent problem in 
thought disorder, evidence of lateralized ysfuneti in 
schizophrenia, and thought disorder and diagáosis of schizo- 
phrenia. 

This study provides a model for the transformation of im 


. 


pressionistic and intuitively perceived "crazy talk” into a. 
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systematized, reasoned, verifiable, and predictable assess- 
ment of deviations in discourse. 


МАНА LORENZ, М.Р. 
. Belmont, Mass. 


Dual-Career Marriage: Conflict and Treatment, by David G. 
Rice, Ph.D. New York, N.Y., Free Press (Mecmillan Pub- 
lishing Co.), 1979, 185 pp., $12.95. 


Dr. Rice has written a lucid book that provides psycholog- 
ical understanding and clinical approaches in an area of our 
rapidly changing psychosocial system: marriages in which 
both husband and wife have a career. The strength of the 
book lies in its solid clinical base, frequently illustrated by 
process notes from couple therapy sessions from Dr. Rice's 
practice. 

The book is rich with thoughtful assessments of the per- 
sonality traits of spouses that suggest either a good or a bad 
prognosis for the marriage. As an example, the troublesome 
dynamics of vulnerability to an injury to self-esteem due to 
frustration of dependency needs suggest a bad prognosis. 
From his complex clinical data Dr. Rice abstracts three dy- 
namic issues that carry the greatest emotional charge in dual- 
career marriages: 1) competition for power, 2) frustrated de- 
pendency needs, and 31 lack of adequate support and appre- 
ciation. 

He details the problem of a dearth of successful models for 
dual-career marriages. Marriage that begins with only the 
husband working is studied with particular attention to the 
need for techniques of working out a new marital contract 
(analogous to the findings of Visher and Visher [1] with re- 
gard to ''blended"' families). 

The author shows a special sensitivity to the different is- 
sues that face married career women: the need to integrate 
the roles of career person, spouse, and, often, mother. Dr. 
Rice documents the career woman's need for a role model, 
especially in a close woman relative or friend. 

There are many useful technical suggestions in the chap- 


ters on marital therapy. Dr. Rice uses clinical case examples © 


to illustrate the following techniques: careful assessment of 
how the couple use their time; task assignments, beginning 
with the easier tasks; priority of attention to affective issues, 
especially anger, before addressing the specific areas of con- 
flict; and the values of different forms of cotherapy. 

The focus of understanding is largely transactional, with 
attention to how the dual-career marriage magnifies unre- 
solved role and dependency problems that derive from fami- 
lies of origin. There is little attention to the study of intra- 
psychic issues, such as oedipal dynamics and separation-in- 
dividuation. Larger systems and structural issues are also 
neglected to some degree. For example, the role of members 
of families of origin in the couple's current relationship are 
rarely addressed. 

Apparently, Dr. Rice and his colleagues do not routinely 
see the couple's children. This omission risks overlooking 
the important questions of whether the children have been 
triangulated irfo the marital conflict and the developmental 
impairment thay may suffer as a result of the marital 

‚ stresses. j й 

Overall, however, this is' a useful book for therapists 
working with dual-career couples and for the couples them- 
selves. ` 
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Psychopathology of Aging, edited by Oscar J. Kaplan. New ~/ 


York, N.Y., Academic Press, 1979, 309 pp., $24.50. 


The editor defines the objectives of this book in his in- 
troduction: 


This book is a series of original essays on selected 

` topics in geriatric psychiatry. It does not pretend to be 

encyclopedic in its coverage. However, it does seek to 

define the present frontiers in a number of significant 
areas. 


How well does the book achieve this goal? The frontier 
persons, I suppose I must say, include veterans like Charles 
V. Ford and Lissy F. Jarvik on ‘‘Genetic Aspects of Psycho- 
pathological Disorders in Later Life," June E. Blum and 
Marcella Bakur Weiner on ‘‘Neurosis in the Older Adult," 
and some comparative newcomers like Robert H. Gerner, 
whose thorough review of ‘‘Depression in the Elderly” has 
13 pages of references. Other chapters, such as "Acute, Re- 
versible, Psychotic Reactions in Geriatric Patients” by Ivan 
N. Mensh, review work in the subject over the last decade. 


Eugene Ziskind contributes an interesting chapter on" 


“Те Older Sociopath.” He describes the six-year-old Gate- 
ways Research Project in which psychiatrists, psychologists, 
and social workers coilaborated. This research, among other 
things, demonstra:ed defective laboratory conditioning of 
sociopathic subjects compared with control subjects. 

Warren Breed and Carol L. Huffine write a thoughtful 
chapter on *‘Sex Differences in Suicide Among Older White 
Americans." They conclude that ‘‘differential socialization 
experiences will result in greater adaptability among girls in 
this society than among boys. These differences tend to be 
reinforced by typical adult role patterns of men and women 
and are ultimately reflected, we believe, in differential sui- 
cide rates’’ (p. 307). Some might disagree with their empha- 
sis on adaptability as a major factor that depends, in turn, on 
socialization and developmental experiences. Such a con- 
cept appears too general to account for the well-known wish 
to die and its translation into weaker suicidal activity in 
physically ill elderly women compared with elderly men. 
The authors do not mention the observed fact that older 
women make more unsuccessful attempts at suicide than el- 
derly men. Forced dependency through chronic ill health 
and self-hatred from feeling useless and a burden are readily 
observed in the elderly; presumably they affect men more 
than women. Here, adaptability as a factor seems less rele- 
vant. 

Kaplan contributes an authoritative article on ''Psycho- 
logical Testing of Seniles." Оде of the minor irritations in 
the book is his persistent use of the undefined and pejorative 
adjective ‘‘senile’’ as a noun. He devotes considerable space 
to a description of his Psychological Abilities Scale for Se- 
niles (PASS), evolved from a study he describes as ‘‘one of 
the most systematic and extensive ever undertaker on cogni- 
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` tive functioning in seniles" (p. A Earlier in his in- 
troductory chapter бе writes, 
LÀ 
ГД 


Although it is unlikely that many cases [of late life 
dementia] will prove to be the result of some primary 
cause, such as slow-growing viruses or aluminum accu- 
mulation or genetic defect, a likely possibility is that a 

ehigh percentage of the cases are of multiple causation 
and develop over a period of many years. This has led to 
the formulation of the Kaplan Cumulative Insult Theo- 
ry, which postulates that some cases of senile dementia 
are the result of lifelong loss of cortical neurones 
through both ‘‘normal’’ aging and various pathological 
processes and events. 


This begs the question, indeed. 


Apart from occasional faults like these, Kaplan and his 


coauthors have drawn a helpful map of the frontiers in the 
psychopathology of aging. If some of them wander through 


treacherous swamps and fens, this is because our current 
knowledge is far too weak to allow us to draw them on firmer 


ground. 


FRED B. CHARATAN, M.D. 
New Hyde Park, N.Y. 


Soviet Psychoprisons, by Harvey Fireside. New York, N.Y., 
W.W. Norton & Co., 1979, 193 pp., $11.95. 


In the last few years there has been a flurry of books deal- 
‘ing with the Soviet misuse of psychiatry for political pur- 
poses. For example, Victor Nekipelov's Institute of Fools 
(1) describes the apex of such misuse—the Serbsky Forensic 
Psychiatry Institute, where he was briefly detained in 1973. 
Alexander Podrabindek, the young medical assistant who is 
in exile for publicizing the political use of psychiatry, has 
written a comprehensive account of the practice that tallies 
closely with an earlier report and analysis by Peter Red- 
daway and myself (2). Victims of the abuse have also de- 
tailed their experiences; particularly illuminating are those 
of Bukovsky and Plyuschch. | 

Fireside, a political scientist, has added to this expanding 
literature a brief, clearly written volume that brings the con- 
tinuing ‘‘saga’’ up to date. There is a foreword by Zhores 
Medvedev, a distinguished geneticist who was himself de- 
tained for 19 days in the Kaluga Mental Hospital in 1970. His 
forcible admission was undoubtedly prompted by the politi- 
cal authorities who, realizing Medvedev's international rep- 
utation, resorted to psychiatric hospitalization in the hope 
that this would cause less unfavorable publicity than his ar- 
rest or deportation. The authorities miscalculated: a furor 
ensued both in the USSR and abroad, and Medvedev was 
quickly released. Despite Medvedev's gripping account of 
this episode (3), Western psychiatrists were somewhat in- 
credulous in the early 1970s that their Soviet counterparts 
could have participated in such unethical practices. Since 
then the evidence of blatant and widespread abuse has be- 
come overwhelming. Now only a minority of Western psy- 
chiatrists agree with the Soviet defenders of their profession 

., that the allegations of abuse are groundless and merely an 
"el&émen: in the cold war.” 

Fireside's book deals with several aspects of the abuse; 

including the motivations of the Soviet doctors involved, the 
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victims, and opposition to the practices in the USSR and the 
West. The treatment of these topics is, however grather briéf 
and chiefly descriptive; little attempt is made at analysis. 
The second half of the book consists of several intriguing 
appendixes. Included is the ‘‘Manual on Psychiatry for Dis- 
sidents," a unique document co-authored by Bukovsky and 
Dr. Semyon Gluzman when they were interned for a short 
time in a labor camp together. The manual’s chief purpose is 
to instruct human rights activists, would-be emigrants, reli- 
gious dissidents, and others who have suffered at the hands 
of the KGB on how to deal with the psychiatrists who diag- 
nose their ‘‘ideas of reformism’’ as evidence of severe men- 
tal illness. The manual also offers advice to the dissident on 
how-to recant should he be unfortunate enough to be admit- 
ted to a mental hospital. The fact that there is a need for a 
manual of this kind is in itself an indictment of contemporary 
Soviet psychiatry. 

Other appendixes are a summary of Podrabinek's book 
and personal accounts by three dissenters, Vladimir Gusa- 
rov, Oleg Solovyov, and Mikhail Kukobaka, of their psychi- 
atric experiences. These accounts offer a vivid portrait of life 
inside both prison and civilian psychiatric hospitals. 

It seems tragic that as we enter the 1980s there is still a 
need for books such as Soviet Psychoprisons. The story of 
Soviet abuse continues; dissidents are still detained in hospi- 


tals for nonmedical purposes, while those released live under. 


the possibility of forcible readmission as long as they persist 
in their ‘‘political behavior." One hopes that the newly es- 
tablished Review Committee of the World Psychiatric Asso- 
ciation, which is empowered to examine cases of abuse 
wherever they occur, will help to contribute to the closing of 
a shameful chapter in the history of psychiatry. 
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SIDNEY BLocH, PH.D., M.B.CH.B. 
Oxford, England 
Applied Hypnosis and Hyperempiria, by Don E. Gibbons. 
New York, N.Y., Plenum Press, 1979, 202 pp., $18.50. 


Hypnosis has become an acceptable method of treatment. 


According to the foreword of this book, ‘‘During the past : 


twenty-five years, more research has been conducted on 
hypnosis than in all the preceding years since Mesmer.” The 
book is well written and, for the most part, adequately docu- 
mented. It contains 13 chapters, some of which are only 1-3 
pages in length. The induction protocols are detailed and 
clearly presented. There are practical suggestions for the 
deepening of hypnosis, the retrieving of repressed or forgot- 
ten material, improved creativity and performance, and ter- 
minating the trance. р 

The blurb on the inside of the front cover $tates that this 
book is an ‘‘entirely new approach" called “By perempita” 
(a hyperexperience)—''a mind' expanding intluction tech- 
nique based upon heightened awareness originated by the 
author.” 
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The methodology is neither new"' nor ‘‘mind expanding" 
(1). Therapgutic results will probably be the same whether 
the induction suggestions are passive and sleeplike or more 
active and suggesting a heightened sensory awareness. The 
hypnotic experience is more than a ‘‘believed-in imagina- 
tion’’ (according to Sarbin). The external behavioral aspects 
of hypnosis are artifacts that depend on the patient's ex- 
pectations, what he or she has learned about hypnosis, and 
the operator's cues (according to Orne). The hypnotist only 
sets the stage. It is the subject who is actually in control. The 
subject is not a passive agent but an active participant who 
uses the hypnotist for his or her own needs (2). 

Since this book is another ‘‘how to do it" text, all sub- 
jective reports of what is going on in the subject have been 
excluded. Hypnosis, however, is a type of effortless, recep- 
tive attention, which occurs only in a special relationship 
with a trusted guide, whom the subject has selected at a par- 
ticular time in his or her illness and endowed with the power 
to heal (to alleviate anxiety, expiate guilt, reduce pain, and 
expedite the recall of significant traumatic memories) (2). 

Chapter 1 ("The Nature of the Induction Process") con- 
tains two significant historical errors. The first is that Puysé- 
gur's patient, who became the prototype of ‘‘artifical som- 
nambulism,’’ was named Victor Race, not Victor Immanuel. 
This patient's sleeplike, ‘‘lucid’’ trance state was not "'first 
manifested by people who were imitating the behavior of a 
retardate, who was too stupid to realize that he was sup- 
posed to go into convulsions (Mesmer's crisis) and went to 
sleep instead” (p. 5). | 

The author has altogether overlooked the historical signifi- 
cances of Puységur's momentous discovery of the "new" 
magnetism, which, as Ellenberger (3) indicated, ''gave a new 
course to the evolution of ‘animal magnetism.’ . . . This dis- 
covery equals or exceeds the importance of Mesmer's 
work.” The real founder of modern hypnosis is Puységur. It 
was from Victor Race that he learned that magnetism should 
not be used for public demonstrations (Victor became worse 
or refused to perform) but only for therapeutic purposes. 
Puységur also learned that the ''pure crisis” (artificial som- 
nambulism) involved not only the will of the magnetizer but 
also the rapport between the operator and his subject; this 
made Mesmer's theories scientifically preposterous. Puysé- 
gur determined that Victor was brighter and more alert in the 
trance than in his normal state, that he had no memory of 
having been magnetized (spontaneous amnesia), and that he 
thought that he could diagnose his own and other patients’ 
diseases and could prescribe treatment while in the trance. 

The second error is the incorrect description of the classi- 
cal Braid technique of hypnotic induction. Braid did not 
"swing" a bright shining object ‘Баск and forth’’ while giv- 
ing the subject ‘“а steady stream of suggestions to the effect 
that his eyes are becoming heavy” and "that he will want to 
close them” (рр. 12, 43). 

Braid (4) wrote, 


Take any bright object, hold it about 8 to 15 inches from 
the eyes, at such position above the forehead as may be 
necessary to produce the greatest possible strain upon 
the eyes. ... . The patient must be made to understand 
that he is to keep his mind riveted on the idea of that one 


alsiect. 


Braid never used suggestions of eye heaviness. This type of 
» induction was Liebault's contribution, which was taken over 
by Bernheim. ` 
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The author DN various hypnotic models, in- ` 
cluding Orne's trance logic in the state of altered cop- J 


sciousness, Hilgard's neodissociaticn hypothesis, Coe a . 


Sarbin's role-playing paradigm, СШ апа Brenman's transfer- * 
ence-regression theory, and Barber's social-psychological 
variables. It is Gibbons’ opinion that ‘‘trance logic, rapport, 
transference, and disassociation phenomena are all prod- 
ucts of suggestion, rather than the trance state itself." He 
takes no special position in regard to any of these models and 


states, ‘If usefulness rather than ‘Truth’ becomes the сечу 


rion by which various models are to be evaluated, it follows 
that models which initially appear to be quite different-from 
one another need not be considered as mutually exclusive." 

This ‘‘how-to-do-it’’ text will be of value to beginners, 
who need to learn what to say during the initial induction 
procedure. The book represents a start and requires that its 
reader learn more about the psychodynamics of the trance 
relationship and its meaning to the patient. 
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Between Reality and Fantasy: Transitional Objects and Phe- 
nomena, edited by Simon A. Grolnick, M.D., and Leonard 
Barkin, M.D., in collaboration with Werner Muensterber- 
ger, Ph.D. New York, N.Y., Jason Aronson, 1978, 555 pp., 
$30.00. 


This volume is substantially a memorial to the personality 
and work of the late Donald W. Winnicott. Winnicott's more 
than 40 years as a practicing pediatrician, during which he 
had countless rich opportunities for the observation of be- 
havior in children, and his many years as a clinical psycho- 
analyst, during which he was able more systematically to ex- 
plore the inner workings of the minds of not only children but 
also adults, put him in a unique position to explore and con- 
tribute to our understanding of the interplay between child- 
hood experience and adult personality. Because of Winni- 
cott's personality, however, his contributions tend to be 
more genial and inspirational than systematic or carefully 
elaborated. His genial inspirations rose out of the chaos of 
his own struggles to understand, a view that Winnicott was 
not slow to articulate. 

As is so often the case with explorations of the fragile 
boundaries of any science, inspired forages must be followed 
by attempts of a more systematic and plodding nature to sort 
out the territory, to integrate what has been discovered with 
what is already known, and to tidy up the mess. Between 
Reality and Fantasy represefits an effort to tidy up a bit, 
without carrying the impetus of Winnicott's contribution for- 
ward to any noteworthy extent. Much of the tidying up has .- 
to do with clarifying and specifying what precisely is meant 
by "transitional object" and "'transitional phenomena." * 
Winnicott used terms somewhat loosely, and thete is a need 


. 
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for clarifying the transitional usage d. of pathologi- 
cal infantile fetishism on.the one hand and problems of per- 
, “ception and apperception on the other. Questions in defini- 
* tion arise; for example; the extent to which and the manner 
in which the transitional object comes to replace the mother 
and whether it attains a greater valence for the child than 
does the person of the mother herself. An additional matter 
has to do with the extent of parental involvement in the 
choice of transitional object and in the emergence of the 
X^ transitional phenomenon itself. These are all matters of de- 
gree and involve a spectrum of transitional phenomena that 
require further delineation and discussion. 

An effort is made in several pieces to extend more deeply 

. the empirical basis on which the transitional schema builds. 
This effort is carried on primarily by child analysts and psy- 
chiatrists and has immediate relevance to concerns about 
personality development. The attempts at theoretical in- 
tegration seem somewhat more tenuous. Efforts are made to 
integrate Winnicott's insights with the work of Spitz, for ex- 
ample, and with early matters of physiological regulation in 
the interaction between mother and child. Some of this must 
be considered highly speculative, and a word of caution is 
indicated because the authors engaged in this speculative 
venture are not always clear as to what is actually a theoreti- 
cal extension of Winnicott's formulations and what may be 
venturesome speculation. 

One of the more important sections of the book is a series 
of clinical studies that attempt to apply Winnicott's notion of 
transitional phenomena to aspects of clinical work. Subjects 
covered include the ‘‘analyzing instrument,” transferences, 
dreaming phenomena, self-object relations, obsessive-com- 

“pulsive states, and particular forms of clinical manifestation 
such as friendships, attachments to cats, infantile fetishes, 
and delusions. | 

Following Winnicott's observation that transitional phe- 


nomena are the basis for the development of illusion, which ` 


includes the locus of cultural experience, there is a rather 
fascinating section on extensions of the transitional frame of 
reference to aspects of human creativity. Particular studies 
address themselves to Etruscan burial symbols, transitional 
language usage, and poetic imagery in the work of Gerard 
Manley Hopkins and Emily Dickinson. Particularly note- 
worthy and disappointing here is the lack of an examination 
of the role of transitional phenomena in religious experience. 

Fortunately, and refreshingly I might add, dissenting 
voices who sing extra choram are included in the book. An- 
thony Flew's acute and telling critique of the inherent logic 
of Winnicott’s formulations deserves thoughtful and careful 
reading as a helpful corrective to the sometimes too easy 
extension of the notions of transitional phenomena and illu- 
sion to broad and somewhat diffuse areas of human experi- 
ence. | 

All in all, I consider this volume a substantial contribution 
to the psychoanalytic and psychiatric literature, one that 
brings a greater degree of substance and articulation to the 
often amorphous if intuitive and tantalizing formulations in 
Winnicott's work. Clinicians who admire Winnicott's contri- 
butions will find their thinking in many areas of application 
to be considerably deepened and amplified. Those who are 
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drawn to try to integrate Winnicett's thinking in a more sys- 
tematic or theoretical way will come away sobered but,'I 
think, not discouraged. 


W.W. MEISSNER, S.J., M.D. | 
Cambridge, Mass. 


Working with the Impulsive Person, editea by Howard A. 
Wishnie and Joyce Nevis-Olesen. New York, N.Y., Plenum 
Press, 1979, 184 pp., $19.50. 


Impulsivity has a long heritage in psychiatry. Many of the 
profession's pioneers, such as Freud, Fenicael, and Alexan- 
der, described impulsivity and acting out and wrote about 
impulsive characters; later workers, such as Greenacre and 
Johnson, shed light on the problems of ac-ing out and the 
etiologies of antisocial impulsivity. In spite of the wealth of 
theoretical material, however, there is a paucity in the litera- 
ture on the treatment of impulsive patients. Many clinicians 
are interested in the phenomenology of impulsivity but are 
disdainful of the treatment of these patients and stay away 
from them. | 

This volume contains papers on etiology, clinical ap- 
proaches, the criminal justice system, and z historical over- 
view. The tone of the book is psychodynamiz, and most con- 
tributors spend time on intrapsychic mechanisms. The first 
three chapters deal with early childhood development, ob- 
ject relations theories, and criminologic considerations. The 
next group of papers are more therapeutically oriented and 
deal with alliances. There are two papers on drug abuse that 
have a theoretical flavor. Dr. Wishnie's own chapter on pan- 
ic states summarizes some material presented in his previous 
fine book titled The Impulsive Personality (1). 1 enjoyed his 
vignettes and diagrammatic conceptualizations of impulsive 
behavior. A final section of the book is more forensic in na- 
ture and deals with legal decisions affecting violence and 
dangerousness. | 

The chapters are very uneven in quality. If I had my мау, I 
would have published only the clinical approaches because 
we have been deluged with theory and need more practical 
management techniques. One omission fror the book is any 
discussion of important developments in tFe neurophysiol- 
ogy of impulsivity. Monroe (2) and others have made impor- 
tant contributions toward the biologic understanding of im- 
pulsivity. Such work, together with the observations made 
by Dr. Wishnie, gives therapeutic insight into behaviors that 
otherwise appear perplexing and chaotic. 
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Ph.D., Dr.Pharm.H.C., Dr.Sc.Nat.H.C. Springfield, M., 
Charles C Thomas, 1980, 409 pp., $28.75. 


Introduction to the Work of Melanie Klein, 2nd ed., by Hanna 
Segal. New York, N.Y., Basic Books, 1964, 134 pp., $3.95 


(paper). 


The First Year of Life, edited by David Shaffer and Judy 
Dunn. New York, N.Y., John Wiley & Sons, 1979, 211 pp., 
по price listed. 
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New Directions in Children’s Mental Health, edited by S. Jal- 
al Shamsie, М.В. New York, N.Y., SP Medical & Scientific 
Books (Spectrum Publications), 1979, 183 pp., $17.95. 


Psychodynamics of the Emotionally Uncomfortable, by David 
W. Shave, M.D. St. Louis, Mo., Warren H. Green, 1979, 349 
pp., $27.75. 


Personality: Basic Aspects and ‘Current Research, edited by 
Ervin Staub. Englewood Cliffs, N.J., Prentice-Hall, 1980, 
375 pp., $17.95. 


Psychoanalysis of Developmental Arrests, by Robert D. Stolo- 
row and Frank M. Lachmann. New York, N.Y., Inter- 
national Universities Press, 1980, 203 pp., no price listed. 


State Mental Hospitals, edited by John A. Talbott, M.D. New 
York, N.Y., Human Sciences Press, 1980, 2'4 pp., $16.95. 


Optimism: The Biology of Hope, by Lionel Tiger. New York, 
N.Y., Touchstone Books (Simon and Schuster), 1979, 300 
pp., $4.95 (paper). 


Parent and Family Therapy: An Integrative Approach to Fam- 
ily Interventions, by Alexander J. Tymchuk, Ph.D. New 
York, N.Y., SP Medical & Scientific Books (Spectrum Pub- 
lications), 1979, 275 pp., $14.95. 


A Practitioner's Guide to Rational-Emotive Therapy, by Su- 
san R. Walen, Ph.D., Raymond DiGiuseppe, Ph.D., and 
Richard L. Wessler, Ph.D. New York, N.Y., Oxford Univer- 
sity Press, 1980, 287 pp., $12.50; $7.95 (paper). 


Surviving the Breakup: How Children and Parents Cope with 
Divorce, by Judith S. Wallerstein and Joan Berlin Kelly. 
New York, N.Y., Basic Books, 1980, 336 pp., $18.50. ` 


Neurology for Psychiatrists, by Charles E. Wells, M.D., and 
Gary W. Duncan, M.D. Philadelphia, Pa., F.A. Davis Co., 
1980, 233 pp., $22.00. 


The Use of Massage in Facilitating Holistic Health, by Robert 
Henley Woody, Ph.D., Sc.D. Springfield, ill., Charles С 
Thomas, 1980, 120 pp., $11.75. i 


Mental Retardation and Developmental Disabilities: An Annu- 
al Review, edited by Joseph Wortis, M.D. New York, N.Y., 
Brunner/Mazel, 1980, 240 pp., no price listea. 


The Development of Self-Regulation Through Private Speech, 
edited by Gail Zivin. New York, N.Y., John Wiley & Sons, 
1979, 360 pp., no price listed. 


DSM-III к= 


The American Psychiatric Association's 
First Major Revision of the 

Psychiatric Nomenclature 

in 12 Years 





DSMII 


This long awaited revision of the Diagnostic and Statistical 
Manual of Mental Disorders has taken five years to develop 
and field test. The result is a 500-page text which is unsur- 
passed in its completeness, clinical reliability, and descrip- 
tion of criteria and codes for psychiatric diagnostic classifica- 
tion. The book incorporates a revision of the diagnostic 
classifications of DSM-II with an extensive listing of new 
diagnostic criteria, decision trees for differential diagnosis, a 
glossary of technical terms, an annotated comparative listing 
of DSM-II and DSM-III classifications, an historical review of 
ICD-9 and ICD-9-CM classifications, and field trials present- 
ing interrater reliability and a listing of participants. Multi- 
axial evaluation charts are included to assist the reader in es- 
tablishing treatment planning and prediction of outcome. 


A Compact, Quick-Reference Guide 

In making a DSM-III diagnosis, clinicians and researchers 
may find it convenient to consult the Quick Reference to the 
Diagnostic Criteria, a pocket-sized booklet that contains only 
the classification, the diagnostic criteria, and a listing of the 
most important conditions to be considered in a differential 
diagnosis of each category. 





Order Now. Mail coupon to The American Psychiatric Association, Publication Sales, 1700 18th Street, N.W., Washington, D.C. 20009. 
copies of DSM-III (hardbound edition), Order #143 @ $25.00. 

copies of the DSM-III (paperback edition), Order #143-1 @ $20.00. 

copies of the Quick Reference to the Diagnostic Criteria (paperback), Order #144 @ $10.00 

sets (Hardbound DSM-III and Quick Reference to the Diagnostic Criteria), Order #407 @ $31.00. 


Please send me 














Bulk discounts: 10-24 copies, 10% discount per title; 25-99 copies, 15% discount per title; 100 or more copies, 20% discount 
per title. No bulk discount is available on the Set. 


ENCLOSED IS A TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regardless of dollar amount, must 
be accompanied by payment. Non-prepaid orders (over $35.00) will be invoiced with shipping/handling charges included.) 
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Why Red Cross CPR training is good — 


for your business... 


Take it from, Andy Machak, 
autometive electrical plant fore- 
man: "I'm alive today because a 
fellow employee was trained 

_tn CPR. 

“Cardiopulmonary resuscitation 
training was one valuable asset 
thae day. I got caught in some 
heavy machinery at the plant and 
blacked out. 


“They told me later it took six 
guys to free me. I wasn’t breath- 
ing. My heart stopped. One of the 
guys, Don Guarino, said, ‘I gotta 
try anyway. 


“Thanks to his CPR training, he 
revived me—saved my life. 

“Since that happened I realize that 
no employee is immune from heart 
attacks or accidents, anda few 
CPR-trained employees — maybe 
one for every 50 people — can make 
the difference between life and 
death.” 

Call your Red Cross Chapter and find 
out about CPR training for your plant 
or office. CPR training is a valuable 
asset for any business. 






















It takes steady. trained hands to perform CPR. 
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patients 
with a profile 
of mild to moderate 
depression... 


(TRIMIPRAMINE MALEATE) 


@ Proven efficacy in depression’? 
€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 
e Insomnia relieved in some cases as soon as 
one week after treatment? 
€ Effective in single nighttime dosage 
after initial dosage titration? 
ө Low incidence of side effects * 


drinks during therapy may provoke exaggerated response. Potentiation sore throat during therapy; the drog 
of effects has been reported when tricyclic antidepressants were evidence of pathologic neutrophil depression. 
administered with sympathomimetic amines, local decongestants, Gastrointestinal— Nausea and vomiting, anorexia, epigas 
local anesthetics containing epinephrine, atropine, or drugs with an diarrhea, peculiar taste, stomatitis, abdominal cpa 
anticholinergic effect. Drugs having a parasympathetic effect, includ- Endocrine— Gynecomastia in the male; bassi 
ing tricyclic antidepressants, may alter ejaculatory response torrhea in the female; increased or de 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- ticular swelling; elevation or depressi 
dence of embryotoxicity and/or increased incidence of major anoma- Other—Jaundice (simulating 
lies in rats or rabbits at doses 20 times the human dose. There are no weight gain or loss; perspi 
adequate and well-controlled studies in pregnant women. Surmontil ness, dizziness, weakne 
should be used during pregnancy only if the potential benefit justifies alopecia. 
the potential risk to the fetus. 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil (trimipramine maleate). 
Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, 
gcardial infarction, arrhythmias, heart block, stroke. 
tric— Confusional states (especially in the elderly) with halluci- 
, disorientation, delusions; anxiety, restlessness, agitation; 
nia and nightmares; hypomania; exacerbation of psychosis. 
Furologic — Numbness, tingling, paresthesias of extremities; incoor- 
pation, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
eizures, alterations in EEG patterns; tinnitus. 
rgic— Dry mouth and, rarely, associated sublingual adenitis; 
jsion, disturbances of accommodation, mydriasis, constipa- 
lytic ileus; urinary retention, delayed micturition, dilation of 
ry tract. 
Skin rash, petechiae, urticaria, itching, photosensitization, 
e and tongue. 
—Bone-marrow depression including agranulocytosis, 
A. purpura; thrombocytopenia. Leukocyte and different 
ould be performed in any patient who develops fever and 





mAd £ 


Only Yalumdazepar/ Roche) 


-fitianxietu 


Long known for its rapid апа effective action, Valium 
is useful in a wide range of symptomatic manifestations of 
anxiety and tension. Although definitive studies have yet to 
declare the exact location of therapeutic action, existing evidence 
suggests that Valium provides its unique quality of therapy by way of 
the limbic system. Valium continues to intrigue the research scientist 
even while it continues їо be оѓ significant value іп your practice. 





—5keletal muscle relaxant 


In addition to producing muscle relaxation by action at 
the cerebral and spinal levels? Valium may exert direct action on the 
muscle itself. Experiments have demonstrated that, at a concentration 
of 10*M to 10°М, diazepam directly counteracts contraction in the fast 
skeletal muscle of the frog. The resulting decrease in muscle contraction is 
attributed to a net loss of muscle calcium, which is necessary for efficient 
coupling of action potential to contraction. Further research will 
be needed to support these preliminary studies and definitely 
establish the sites of action of Valium in human beings. 


Asya effects 


PI mg, | IO-m 
Vali E uci [bets 5 


diazepam/ Roche 


Indicated in Cp and tension states and a 
adjunct in the relief of skeletal muscle Spasn n 






























Before prescribing, please 
consult complete product in- 
formation, a summary of which 
follows: 
Indications: Tension and anxiety associated 
with anxiety disorders, transient situational distur- 
bances and functional or organic disorders; psychoneu- 
rotic states manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; symptomatic relief 
of acute agitation, tremor, delirium tremens and hallucinosis due 
to acute alcohol withdrawal, adjunctively in skeletal muscle spasm 
due to reflex spasm to loca! pathology; spasticity caused by upper 
motor neuron disorders; athetosis; stiff-man syndrome; convulsive 
disorders (not for sole therapy) 
The effectiveness of Valium (diazepam/Roche) in long-term use, that is, 
more than 4 months, has not been assessed by systematic clinical 
studies. The physician should periodically reassess the usefulness of the 
drug for the individual patient 
Contraindicated: Known hypersensitivity to the drug. Children under 6 
months of age. Acute narrow angle glaucoma; may be used in patients 
with open angle ра сала who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. Caution against hazardous 
occupations requiring complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in frequency and/or severity 
of grand mal seizures may require increased dosage of standard anticon- 
vulsant medication; abrupt withdrawal may be associated with temporary 
increase in frequency and/or severity of seizures. Advise against simul- 
taneous ingestion of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and alcohol have been 
observed with abrupt discontinuation, usually limited to extended use and 
excessive doses. Infrequently, milder withdrawal symptoms have been 
reported following abrupt ciscontinuation of benzodiazepines after continu- 
ous use, generally at higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage. Keep addiction-prone 
individuals under careful surveillance because of their predisposition to 
habituation and dependence 

Usage in finc i Use of minor tranquilizers during first 

trimester should almost always be avoided because of increased 

risk of M malformations as suggested in several stud- 

ies. Consider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or do 

become pregnant. 
Precautions: lf combined with other psychotropics or anticonvulsants, con- 
sider carefully pharmacology of agents employed; drugs such as phenothi- 
azines, narcotics, barbiturates, MAO inhibitors and other antidepressants 
may potentiate its action. Usual precautions indicated in patients severely 
depressed, or with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to preclude ataxia or 
oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypotension, changes in 
libido, nausea, fatigue, depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in salivation, slurred speech 
tremor, vertigo, urinary retention, blurred vision. Paradoxical reactions such 


as acute hyperexcited states, anxiety, hallucinations, increased muscle spas- 


ticity, insomnia, rage, sleep disturbances, stimulation have been reported; 
should these occur, discontinue drug. Isolated reports of neutropenia, 
jaundice; periodic blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial effect. Adults: Tension, 
anxiety and psychóneurotic states, 2 to JO mg b.i.d. to q.i.d.; alcoholism, 

10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively 
in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2V» mg, 1 or 2 times daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 2% mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use under 6 months). 
Supplied: Valium* Tablets, 2 mg, 5 mg and 10 mg—bottles of 100 and 500; 
Tel-E-Dose® packages of 100, available in trays of 4 reverse-numbered 
boxes of 25, and in boxes containing 10 strips of 10; Prescription Paks of 50, 
avatlable in trays of 10. E 
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Only ValiUm ‘Giazepam/ Roche’ 
IS indicated in anxiety 
and tension states 
andas an 

adjunct in the 


relief of skeletal 
( / muscle spasm 


General guidelines 
for the prescribing 


and appropriate use of 
minor tranquilizers 


e Individualize dosage for maximal beneficial effect. 
e Prescribe the specific quantity needed until the next 
checkup period, schedule frequent, periodic reexam- 
inations to monitor results of therapy. 

e Establish treatment goals and gradually discontinue 
medication when these have been met. 

€ Avoid prescribing for individuals who appear 
dependency-prone or whose histories indicate the 
potential for misuse of psychoactive substances, 
including alcohol. 

e Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving. 

€ Advise patients against the ingestion of alcoholic 
beverages while undergoing therapy with minor 
tranquilizers. 

e Counsel patients to follow label directions, keep 
medication out of children's reach, and dispose of 
unused or old medication. 

e Caution patients against giving medication to others. 
e Avoid abrupt cessation of extended therapy by 
tapering dosage before discontinuing medication. 


1. Brazier MAB, Crandall PH, Walsh GO: Exp Neurol 51:241-258, Apr 1976 
2. Naftchi NE, Lowman EW: The effect of diazepam on presynaptic 
inhibition. Scientific exhibit at the meeting of the American Academy 
of Family Physicians, Las Vegas, Nev, Oct 10-13, 1977 * А 

3. deGroof RC, Bianchi CP: Fed Proc 37:787, 1978 


Roche Laboratories XM 
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Order Your Copy . | 
of the 1980 Membership Directory. Now! . 


























The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Approximately 300 pages. Order #151. $13.00. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
Please send me copy(ies) of the 1980 APA Membership Directory, 
order #151, © $13.00 ea. 
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foreign orders, eegardless of dollar amount, must be accompanied by payment. Non- 
prepafa orders (over $35.00) will be invoiced with shipping/handling charges included. 
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in from research laboratories all over the world. 
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We want to cure cancer in your lifetime. 
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We now have everything we need to save - 


about half the people who get cancer. 
Please don’t quit on us now. 


We're halfway there. 


American Cancer Socie 


combine the “eyes” of X-ray machines with the 
And there are promising reports coming 


Thanks to your help, the tide is beginning 
to turn. The past few years have brought new 


discoveries in chemotherapy. 
And new diagnostic techniques that 
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brains” of computers. And successful new 


programs of combination therapies. 
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Líthobid  . 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rgwell literature. The 
following is a brief summary. 


WARNING - 
Lithium toxicity is closely related to serum lithium levels, and can осш" at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 








Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic —drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Тз and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient Scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or theg divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEg/L. Serum lithium levels should 
be monitored at least every two months. 2 

How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7914; in sed, 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert А 


Slow-Release Lithobia enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided 61.4. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


® 
ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


your lithium patients  — ц 
to this convenient, .- 
new 6.1.4. dosage. 


Please see preceding page for brief 
summary of prescribing information 
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in marked agitation with depression — ^^ ^ 
symptomatic relief may make the patient ! 
more accessible and responsive. > 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 

without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 

appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL . 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL’ 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline НСІ, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any oatient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


Triavil 


containing perphenazine and amitriptyline HCI 
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More dosage strengths 
than any other formulation containing 
atranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 





Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline НСІ. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline НСІ. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline НСІ. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline НСІ. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating tnerapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
Similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-clogure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline НСІ, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcoho! excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In mani¢-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
«symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect" When amitriptyline НСІ is given with anticholinergic agents ог sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervisian and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. z 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients,who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline НСІ. 

Amitriptyline НСІ may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline НСІ and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. è 


ADVERSE REACTIONS: Similar to those reported with either constituent Alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist afteethe initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazinefamitrip- 
tyline combinations, symptomatic treatment of centra! anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215)* 


Ea | MSD 
For more detailed information, consult your MSD Representative í 
or see full Prescribing Information. Merck Sharp & Dohme, Division . 
of Merck & Co., INC., West Point, Pa. 19486. 


-PREVENTING MENTAL ILLNESS 
Efforts and Attitudes 


A new publication of The Joint Information Service of the American 
Psychiatric Association and the Mental Health Association : 
Raymond M. Glasscote; Eleanor Kohn, Allan Beigel, Merrill F. Raber, 
Nancy Roeske, Bonnie A. Cox, James R. Raybin, Bernard L. Bloom 


There has long been interest in preventing mental illness, but no great emphasis on 
financing necessary research and pilot programs. Dramatic discoveries of nutritional, 
toxic, and infective causes of certain psychoses were made long ago and led to their 
prevention, but prevention of schizophrenia, mania, sociopathy, and biological de- 
pression, among other major disorders, requires further knowledge. 


In recent years faith has grown that programs supporting those experiencing heavy 
stress and privation will provide benefits increasing the likelihood that they will remain 
functional, productive, and well. This volume provides a balanced, fairminded, and 
realistic explication of present possibilities and reasonable expectations. It explores a 
variety of viewpoints and describes in significant detail a variety of prevention- 
motivated programs for a variety of vulnerable people and provides such outcome in- 
formation as is presently available. 


1980. 138 pp., Casebound. 


Mail to: Publication Sales Department, American Psychiatric Association, 
1700 18th Street, N. W., Washington, D.C. 20009. 


Please send me copies of Preventing Mental Illness for which remittance 
of$. | JJ is enclosed. (Note: Price per copy is $10.00; for orders of 4 or more 
copies, $8.50 each.) Order #158. 





All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment in 
U.S. funds. Orders over $35.00 will be invoiced with shipping and handling charges 
included. 
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How do you 
choose a minor 





tranquilizer? 


NO ACCUMULATION 


TIME IN WEEKS 


LORAZEPAM PLASMA LEVELS (ng/ml) 


Each point represents the mean of 8 subjects. 


Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 
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Anxiety neuroses 

In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 





They re all about е: ѕате, агеп 'tihey? Until eooni that аы o: sum " up. 

the prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all are effective anxiolytics. With seven of these compounds now available, . 
however, differences have begun to emerge. Foremost among them:  . y 
different metabolic pathways, which distinguish the relatively short-acting Ativan - 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record | 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety : 
associated with functional or organic disorders, as well as in older patients. 


Consider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

Ativan (lorazepam) has been specifically So far, nine common protocol, double-blind Because its simple metabolism is nct readily 
evaluated and found effective in seven studies of Ativan have focused on anxious impaired with advancing age, and 

common protocol, double-blind studies patients with functional or organic &ccumulation is not likely to present a 
involving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
whose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
and functional cardiovascular disorders. in reducing the anxiety of these patients. solid medication appreciate the small Ativan 
The cardiovascular component The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
has not, of course, been shown to be of course, been shown to be significantly within seconds in water or fruit juice. 


significantly benefited by such therapy. 


benefited by such therapy. 
Ativan. 
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See important information on following page. 
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* Brief Summary of Prescribing information * . 
.Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
« insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
* toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cartliovascular. Nl » 
Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contreindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: No} recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical ind Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and аі о! have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
lion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation. * 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
Sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg// day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 

CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 
PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patents, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


Ativan’c 
For;(orazepam) 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


` Wyeth Laboratories 


Philadelphia, PA 19101 
. Copyright €*1979, Wyeth Laboratories 
Tu = Div. of AHPC, NYY., N.Y. All rights reserved 
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PSYCHIATRY 
| 


This new 16-hour program offers a fresh, comprehensive overview of psychiatric theory, 
practice, and research. Authored by a distinguished faculty, specialists in their field, 
SURVEY OF PSYCHIATRY presents completely new, up-to-date information 
for the practicing physician who wants to keep abreast of the current state of the art, 
and may assist for certifying exams (such as the American Board of Psychiatry and Neurology). 


Course Director: Course Components: 

Shervert H. Frazier, MD. e Audiocassettes — 14 live lectures on 14 
Psychiatrist-in-Chief | audiocassettes 

McLean Hospital Professor of Psychiatry • Course Syllabus (94 pages) — fully illustrated 


Harvard Medical School with tables, charts and slide reproductions. 


SURVEY OF PSYCHIATRY has been designed to plus a concise bibliography for further study 

meet the needs of the busy physician. e Test Section — questions and computerized 

e Versatile programs — ideal for home study, test sheet with self-addressed mailing envelope 
teaching, seminars, group study, and refresher for registrants desiring Continuing Medical 
courses Education Category | credits 

e Maximum educational and review benefits in 


Credit Statement: 


easy-to-use format As an organization accrecited by the Liaison Committee on Continuing 
e Convenient, flexible — no time spent away Medical Education (LCCME) to provide continuing medical education, 
É the American Psychiatric Association certifies that this continuing medi- 
from practice cal education offering meets the criteria for up to 16 hours of 
LCCME Category | CME credit, provided it is used and completed as 


designed 
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* SURVEY OF PSYCHIATRY If paid by institution, please attach your purchase order 

L Mail to: SURVEY OF PSYCHIATRY N.Y. State residents please add sales tax 
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s te MCLAZINE 


HELPS FIND 
AWAY THROUGH „н: 


often withdrawn, aloof and emotionally unresponsive. For such patients, 'Stelazine' provides 
effective, unsurpassed control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. - 


In fact, no other antipsychotic agent has demonstrated significantly greater overall effective- 


ness and significantly fewer adverse effects than ‘Stelazine’. 


‘Stelazine’. A first choice for therapy. 


Before prescribing, see complete pre- 
scribing information in SKGF literature 
or PDR. The following is a brief 
summary. 


Indications 
Based on o review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 

'Stelazine' has not been shown effective 
in the management of behavioral com- 
plications in patients with mental 
retardation 

Final classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants: 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 

Warnings: Generally avoid using in 
patients hypersensitive (e.g., blood 
dyscrasias, jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 

Additive effect is possible with other 
C.N S. depressants, including alcohol. 

Use in pregnancy only when necessary 
for patient's welfare. 

Precautions: Use cautiously in angina. 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or 
physical disorders. Protonged administra- 
tion f high doses may result in cumulative 
effects with severe C.N.S. or vasomotor 
symptoms. If retinal changes occur, dis- 





continue drug. Agranulocytosis, thrombo- 
cytopenia, pancytopenia, anemia, 
cholestatic jaundice, liver damage nave 
been reported. 

Patients on long-term therapy, especially 
high doses, should be evaluated period- 
ically for possible adjustment or 
discontinuance of drug therapy. 

Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia 

Other adverse reactions reported with 
Stelozine (trifluoperazine НСІ. SKGF) or 
other phenothiazines: Some odverse 
effects ore more frequent or intense in 
specific disorders (e.g.. mitral insufficiency 
or pheochromocytomo). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus. inhibition 
of ejaculation; reactivation of psychotic 
processes, catatonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest; 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 


SICLAZINC 


brond of 


irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photo- 
sensitivity, itching, erythema, urticaria, 
eczema up to exfoliative dermatitis; 
asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions, periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; о systemic lupus 
erythematosus-like syndrome; pigmen- 
tary retinopathy; with prolonged adminis- 
tration of substantial doses, skin 
pigmentation, epithelial keratopathy, and 
lenticular and corneal deposits. ЕКС 
changes have been reported, but relation- 
ship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation- 
ship has been established 

Supplied: Tablets, | mg.. 2 mg., 5 mg. 
and 10 mg. in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./ml.; and 
Concentrate (intended for institutional use 
only) 10 mg./ml. 


SKSSF CO. 


a SmuthKhne company 
Manufactured and distributed by 
SKGF Co., Carolina, P.R. 00630. 
Stelazine® trademark licensed from 
SmithKline Corporation. 

*SKGF Co., 1980 


TABLETS: 


5 and 10 mg. 


TRIFLUOPERAZINC НСІ . . 


A First Choice for Therapy ` 
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Halo 


haloperidol) 


tablets/Concentrate/injection 


imal riskof 


adverse effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders” 


Permits aggressive titration 


to effective dosage levels 
for optimal control" 


Usually leaves patients 

alert and responsive... 

easigr to reach with supportive 
E borra: 


. illustrates the action of HALDOL 
haloperidol as reported in various clinical 
studies (available on request). 


*Not an actual case history, this situation 


Minimal risk of 


hypotension, oversedation, 


or troublesome 

anticholinergic effects 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


3-5,7-9 


Common side effects easily 
controlled 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, A.A., et al.: Am. J. Psychiatry 


129:1190 (June) 1964. 3. Ауд, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458- 
(Oct.) 1974. 5. Abuzzahab, FS., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, Н.Е: Dis. Nerv. 


- 


Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. AG 


Please turn page for summary of prescribing information. i 
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. Injection 
A rapid-acting injection for psychiatric emer- 

gencies: 5 mg per ті* with 1.8 mg methylpara- 

ben and 0.2 mg propylparaben per ml, and 

lactic acid for pH adjustment to 3.4 + 0.2 


HALDOL (haloperidol) 







concentrate : 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


1 tablets 


mum 4 5 tablet strengths for convenience in 
F ‚ | Individualizing dosage 


Img 2mg 5mg 


Riu 
p 


tablets/concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 
Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease. hypersensitivity to the drug 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
io becomé pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed durirg drug treat- 
ment. 
Usage in Children: Safety and effectiveness not established: not recom- 
mended in pediatric age group 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chem cally-related 
drugs, although not with haloperidol. Mental and or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 
Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and гог precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including antiparkinsor drugs. are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usu mid to moderately,severe and usually reversible. Other 
types of "елор ола reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, Zpisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
- «been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
7 become less severe when the dose is reduced. Antiparkinson drugs may be 


^. 
* haloperidol présent as the lactate v 
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required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage. or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia. restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache. confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and /or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are manufactured by McNeil Laboraipries Co., Dorado, 
Puerto Rico 00646 \ 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 . 





`. THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 ` 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 
M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., . 
Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. , 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 
Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: “There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these. 


patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the **Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


Please send me copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


— — Bill me — —— Check enclosed 
Name 
Address 
КИ з= ы n — lile. ID 


The APA will assume shipping expenses via regular channels on all prepaid orders, except to countries 
abroad. Ví invoicing is necessary, a postage and handling charge will be added. Please allow at least t 
fays delivery. 
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"When depressive symptoms . . 
come in a cluster of blues... 





- .Adapimrio« +0) helps patients . 
see life in all its colors | 


Improvements noted at one week 


Summary of Improvement for Some HDS Factors' 





Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 
antidepressant response may not be evident for 

two to three weeks. 









Factor: Sleep Dist. Somatic/ Anxiety Retardation 
ШШ Г] 
Baseline Week I *P < .001 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep anc frequency of early 
morning awakening? 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 


Now available...New 75 mg capsules for h.s. dosage 


Brief Summary of Prescribing Information ADAPIN® (doxepin HC!) Capsules Adverse Reactions-Dry mouth, blurred vision and constipation have been reported 










Indications-Relief of symptoms of anxiety and depression. 
Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin 
Warnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no dala concerning secretion in 
human milk, nor on effect in nursing infants 
Usage in children under 12 years of age is not recommended. MAO inhibitors snould be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
serious side-effects and death have been reported with the concomitant use of certain drugs and 
МАО inhibitors. 
In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
ins-Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery, 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic vs should be kept in mind 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 
susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 
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Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema. paresthesias, flushing chills, tinnitus, photophobia, decreased 
libido, rash and pruritus w. also occur. 
Dosage and Administration-in mild to moderate anxiety and/or depression: 25 mg 11.0 
Increase or decrease the dosage according to individual response. Daily dosage, up to 150 mg 
may be taken al bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 
150 mg per day not to exceed 300 mg per cay. 

Antianxiety effect usually precedes the antidepressant effect by two or three weeks 
How Supplied-Each capsule contains doxepin, es the hydrochloride. 10 mg, 25 mg, 50 mg 
75 mg and 100 mg capsules in bottles of 100 anc 1000. 

For complete prescribing information please see package insert or РОВ. 


References: 

1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. J 
Clin Psychiatry 40:265-269, 1979 (Sinequan*) 

2. Karacan |, Blackburn AB, Thornby Jl: The Effect of Doxepin НСІ (Sinequan®) on Sleep 
Patterns and Clinical Symptomatology of Neurctic Depressed Patients with Sleep Disturbance, 
in Mendels J (ed): Sinequan®: A monograph of recent 
clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22 

3. Pitts NE: The clinical evaluation of doxepin-A new 
psychotherapeutic agent. Psychosomatics 10:164-171, 1969. DIVISION 
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DALMAN 


(flurazepam HCI/Rock 


MORE POLYGRAPHIC EVIDENC 


Sleep research laboratory 
testing of insomnia patients 


for 995 subject nights 


demonstrates efficacy of 


Dalmane (fiurazepam НСІ/Восће)! 

In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 


Efficacy from the first night 
through 28 nights, 

without need 

to increase dosage 


Dalmane (flurazepam HCI/Roche) is the only sleep 
medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 
longed use of Dalmane is seldom necessary; should it 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 



































JFFERS 


JF EFFICACY FOR INSOMNIA 


Dalmane" (flurazepam HCI/Roche) 
improved sleep during short, 
intermediate and longer-term use 









Thane, SI mun 




















Datmane Dalmane D ачам 
ahia- mighta Да „Ха. 
} is 12-14 







Improveme р! 

hours, of total sleep time. 

Adapted from Dement WC, et a/: Behav Med 5:25-31, 
Oct 1978 





Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 


References: 

1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley NJ 

2 ^ ae A, et al: Clin Pharmacol Ther 19: 576-583, May 1976 

3. Dment WC, et al: Behav Med 5: 25-31, Oct 1978 

. *4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 


Clinical documentation of 
efficacy in 4950 patients 
with insomnia! 


Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 
of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 


Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE « 


flurazepam HCI/Roche 

15-mg and 30-mg capsules 
UNMATCHED PROOF . 
UNMATCHED EFFICACY 


Сюд) 


Please see summary of product 
information on following page. 
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Protocol for insomnia 
management 


О Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


C] Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


Г] Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


O Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


О Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


Г1 Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 

O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 
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[| for your patients with insomnia. || 
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DALMANE«c 


flurazepam HCI/Roche 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in ail types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam НСІ. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: Іп elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, СІ pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. А 
Supplied: Capsules containing 15 mg or 30 mg а: 


ROCHE PRODUCTS INC. 
.Manati, Puerto Rico 00701- 









Alberta, Canada's fourth largest province, is 
experiencing unique economic growth based upon 
energy resource wealth, complemented by a 
commitment to the future and an enhancement of the 
"quality ofelife for its citizens. In medicine and health 
care, this commitment is evident in support to 
universities, emphasis on medical research, and 
Investment in facilities and services aimed at health 
care. 


Alberta Hospital Edmonton is a progressive, active 
treatment psychiatric hospital comprised of acute, 
geriatric, rehabilitation, and forensic treatment 
services. The centre provides 120 beds for acute 
psychiatric admissions, and will be opening an 
expanded new forensic facility in late 1981. Fostering a 
multidisciplinary approach, Alberta Hospital 
Edmonton promotes progressive treatment methods 
and encourages active clinical and applied research. 


FORENSIC AND CLINICAL 
PSYCHIATRISTS 


prepared to accept the opportunity to practise in this 
vigorous, progressive environment, who hold 
F.R.C.P.(C), M.R.C. (PSYCH.) or equivalentare invited 
to forward Curriculum Vitae to: 


Dr. David R. Cornish 
Medical Director 
Alberta Hospital Edmonton, 


= Alberta 
PSYCHIATRIST 
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Professor (for position of Associate/or higher 
depending on qualifications.) 


Must be native Arabic-speaker, with work 
experience in Arab countries. Preferably with 
strong background in research and/or clinical 


psychiatry. 


Duties will include teaching research courses 
in newly established department and work in 
Public Health Clinic. 


Benefits: separate housing allowance, 
furniture allowance, insurance coverage for 
self and family (up to four children under the 
age of eighteen), tickets to retum home 
(place of recruitment) for self and family for 
annual vacation, two months bonus salary for 
each year of service, annual raise. 


Salary, negotiable, depending on 
qualifications. 


There are several positions avallable 
immediately. Send resume and certified 
copies of school and professional documents 
to: University of Garyounis in Benghazi, 

- People's Bureau of The Socialist People's 
Libyan Arab Jamahiriya, Cultural Section, Post 
Office Box 19125, Washington, D.C. 20036. 
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ALABAMA MENTAL vem INSTITUTE 


Alabama Mental Health Ж» is currently niim 
General Primary Care Physicians and Psychiatrists. Positigns are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can providé more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 










Alabama Mental Health Instititue 
JACKSON & COKER 
448-PA N. Shallowford Road 
Suite 1040 
Atlanta, Georgia 30338 
404-393-1210 


Call Toll Free Outside of Georgia 1-800-241-3971 

















DALHOUSIE UNIVERSITY 
DEPARTMENT OF PSYCHIATRY 
Chief of Service : Saint John Regional Hospital 
The Saint John Regional Hospital, a teaching hospital of the 
Faculty of Medicine, Dalhousie University, is inviting applications 


from qualified medical practitioners for the position of Chief of the 
Department of Psychiatry. 



























A new 700-bed hospital with capacity to expand to 800 beds plus 
is completing construction to replace the present Regional Hospital 
in April 1982. 

The Psychiatry facilities will include an expanded 58 bed 
in-patient unit and a new Day Ambulatory Care Unit 

The successful applicant will work closely with Dalhousie Uni- 
versity and Centracare, a 500-bed Psychiatric facility in Saint John 
to plan and co-ordinate and organize a wide scope of Psychiatric 
services including Forensic, Pediatric and Adolescent Units. 

The hospital is integrated with Dalhousie University for Resident 


and Interne Training. The Chief of Psychiatry will be appointed to 
an appropriate rank in the Faculty of Medicine. 


The terms of employment are clearly competitive and can con- 
sider such areas as resettlement incentive and part-time private 
practice. 

The residential environs of Saint John are most attractive, with a 
full range of educational (including University) and recreational 
facilities — golf, curling, skiing, sailing etc. 

e 
Submit applications with complete curriculum уйдо: 
Chairman of Selection Advisory Committee “ 
Department of Psychiatry — Dalhousie University 
c/o The Dean's Office (New Brunswick) 
P.O. Box 2100 


Saint John, New Brunswick, Canada. . А 
E2L 412: чы 
> : 






'CHILD AND ADOLESCENT 
PSYCHIATRIST 


Child, Adolescent Family Psychiatric Services 
by Soy h Australia. 






. Willis House Adolescent Unit, Adelaide. 






APPLICATIONS ARE INVITED FOR 
THE POSITION OF: — SENIOR 
- PSYCHIATRIST-IN-CHARGE, MO8 


$37,207. 







*The South Australian Health Commission is 
promoting the development of existing services in 
Child, Adolescent and Family Psychiatry in South 
Australia. 






Opportunities exist for career psychiatrists in 
this field. 


Willis House is the adolescent component of the 
Child, Adolescent and Family Psychiatric Services. 
The facility provides comprehensive diagnostic and 
therapeutic and educational services for in-patients, 
day patients and out patient adolescents and their 
families. 













The position requires that candidates be well 
trained, adolescent and family psychiatrists with a 
firm clinical base. Skills in teaching, staff develop- 
ment, consultation and liaison work with a major 
emphasis on leadership are essential. 








Qualifications and Experience: 

l. Eligible for Membership of Royal Australian & 
New Zealand College of Psychiatrists. 

2. Child Psychiatry (College accred.) 

3. Minimum of 4 years experience since qualifica- 
tion, at least 2 of which should have been spent 
in C.A.F.P.S. is desirable. 

4. Experience in clinical administration and staff 
management is a recommendation. 










Enquiries: 
Dr. C. Irwin, 
Director, 






Child, Adolescent and Family 
Psychiatric Services. 
Telephone (08) 223-2022. 


Applications: 
Applications are invited from persons 
regardless of sex, race, ethnic background or 
physical impairment. The names of 3 referees 
and curriculum vitae, should be forwarded and 
applications addressed to: 
Manager, 
Personnel Services, 
South Australian Health 
Commission, 
52 Pirie Street, 
* - ADELAIDE. 5000 
| South Australia. 
Telephone (08) 228 0317. 


^ 



























Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability anc 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depsessive symptoms and as a treatment of Symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use. i.e., more than 4 months, has not assessed by Systewf. 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 
Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehiclbs, and of 
diminished tolerance for alcohol and other CNS depressants 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months 


Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day) Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G |. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 
CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice. rats. and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
Pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4 2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 
Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


Ativan 
for(orazepam) 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or mM з situa- 
tional stress, 2-4mg h.s. z 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories POSH е 


; i Philadelphia. PA 19101 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC. N.Y.. N.Y. All riahts reserved 


D mixed syndrome. When drug intervention 


is indicated in patients whose anxiety is accompanied by depressive 
symptoms, the choice, essentially, is among three basic strategies: 
(1) an antidepressant; (2) a tranquilizer; (3) a combination of (1) and (2). 

With respect to strategy (2), you should know that Ativan (lorazepam) 
has been shown to be statistically and clinically significantly effective in 
alleviating the anxiety component of this mixed syndrome, in common 
protocol controlled studies of 653 patients (337 on Ativan). 

Since Ativan was also found to be compatible with tricyclics, if you 
opt for strategy (3), your patient has the benefit of rapid anxiolytic action, 
absence of long-acting metabolites and rapid clearance when you decide 
to discontinue Ativan. All benzodiazepines, however, including Ativan, 
produce added CNS depressant effects when administered with alcohol 
and other CNS depressants. 

In either case, Ativan offers 
you the convenience of a 
b.i.d. schedule and a flexibility not 
possible with any fixed 
combination. 





See important information on preceding page. 


Ativan: 


lorazepam) 
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lithium carbonate m 


In manic-depressive patients with a history of mania, ‘Eskalith’ . 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 

Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 
prompt and accurate serum lithium determinations should be 
available before initiating therapy. 








INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 

of mania. 

WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 


Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles 

or machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy. since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 


Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at levelssfrom 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and пуа thirst may occur during initial therapy and persist. Transient 
and Mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
Kul os qe niay be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 


above 3.0 mEq./1. may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 

The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System—blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 
vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, 

xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities—euthyroid goiter and/or hypothyroidism (ineluding 
myxedema) with lower Тз and Ts. I?! uptake may be elevated; rare 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
the frequency spectrum, potentiation and disorganization of background 
rhythm; EKG Changes—reversible flattening, isoelectricity or inversion 
of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 
wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has 
been reported. 

HOW SUPPLIED: 300 mg. capsules in bottles of 100. 

300 mg. scored tablets in bottles of 100. 


Smith Kline & French Laboratories 
Philadelphia, PA 






NOW 
also 
available 
in 300 mg 
Scored. .: 
tablets 


















- MOVING? 
PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 













PASTE LABEL HERE 








NEW ADDRESS and/or NAME: 


NAME 








DEPARTMENT 


ORGANIZATION 










STREET 


STATE 





CITY 






APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 








SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 

1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 
r 














INDEX TO ADVERTISERS 
JULY 1980 
The publication of an adveriisement in this journal does 


not imply endorsement of the product or service by 'th 
American Psychiatric Association. 


ABBOTT LABORATORIES i 

FIanXone ото Bet ONU еа. C3-C4 
COURSES:& WORKSHOPS © 5:5 5.1. arana eto ces A29 
DEVEREUX FOUNDATION «e eroe cc heus A20 
EMPLOYMENT OPPORTUNITIES .......... A69, A70 
ENDO LABORATORIES 

Mobhanb казу е ot E erro od ee nae A14-A16 
GRUNE MG SERATIION! оа ncn ere сы» ж A17 
IVES LABORATORIES 

Surmontl „шне car tana ata ak os A43 
LEDERLE LABORATORIES 

Loxitanfi Сарешее т... ао ан А26-А28 
McNEIL LABORATORIES 

Haldol ВЕЕТ РЫ ВЕ с. N: А60-А 62 
MERCK SHARP & DOHME 

Тау pM MEI CENE А50-А 52 
MERRELL LABORATORIES 

МОй. «o mm ipeo. s эъ» аш REDE A21-A24 
PENNWALT PRESCRIPTION PRODUCTS 

аа ра реро) ЧНО ы Ае: еВ А64-А 65 
PFIZER LABORATORIES 

SIME QUAN ioco асо а det nae ODDS A36-A38 
RESIDENTIALS & PRIVATE HOSPITALS ....... A29 
ROCHE LABORATORIES 

Dalmane ee ER LEE eaa a a Е а A66-A68 

Librum БЛ Ыы ctu азы: 3 4:0 CN A18-A20 

ар oe ФИ „ЫК Кү ОЕ ТД A30-A32 

Valium CE hacen: sposi Duel foetus A44-A46 
ROCHE, SOCIAL SCIENCES ros 22a eI Eee ware ais A25 
ROERIG DIVISION 

Nayane ios occ: Жы ыы ER IE А11-А12 
ROWELL LABORATORIES, INC. 

Exthobid 4 «Sce Senes ael ten е A48-A49 
SANDOZ 

Mellaril i232 сс ам Лу АЕА ees osc A39-A40 
SMITH, KLINE AND FRENCH LABORATORIES 

Eskalith “КОЛО re rer a ok da aris A72-A73 

Stelazindlice s uisu ee ша n cec AS8-A59 

ИОНОВ: аео сз азак бтлу d РОТ С2-А 1 
CHARLES C THOMAS * PUBLISHERS ....... \ .A]3 
WYETH LABORATORIES 1 

ROWAN users cessio eut A34-A35, A54-A56, APAN 


p 


CLORAZEPATE DIPOTASSIUM 


ranxenec 


Ideal for short-term antianxiety therapy 





Acts promptly...tapers gently 
at discontinuation 


Tranxene goes to work in minutes 


Nordiazepam uptake is rapid, with pharmacologic effects 
reported within 30 minutes.! Peak serum levels are 
attained within 1-2 hours after dosing. 


Allows post-therapy 
adjustment time 


When administration stops, nordiazepam serum levels 
taper at a gentle rate. This built-in taper may give your 
patients more time to adjust to cessation of therapy.” 


1. Sedation reported in normal volunteers 30 minutes after 
dosing. Tranxene Drug Monograph 97-0185, p. 9, 1979. 


2. The elimination kinetics of an agent can be closely defined, 


but these cannot at present be directly related to therapeutic 
or adverse effects. 


c) Abbott Laboratories, North Chicago, IL 60064 


0043331 


Brief Summary \ 


INDICATIONS — Symptomatic relief of anxiety and tension 
associated with anxiety disorders, other psychoneurotic dis- 
orders, transient situational disturbances, and functional or 
organic disorders. Symptomatic relief of acute alcohol with- 
drawal. 

Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient. 


CONTRAINDICATIONS — Known hypersensitivity to the ' 


drug. Acute narrcw angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, and caution patients 
that effects of alcohol may be increased. Not recommended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impairment have fol- 
lowed abrupt withdrawal from long-term high dosage. With- 
drawal symptoms were reported after abrupt discontinuance 
of benzodiazepines taken continuously at therapeutic levels 
for several months. Use caution in patients having psycho- 
logical potential for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider possibility of 
pregnancy before initiating therapy. Patient should consult 
physician about discontinuation if she becomes pregnant or 
plans pregnancy. Do not give to nursing mothers. 


PRECAUTIONS — Observe usual precautions in depression, 


accompanying anxiety, or in patients with suicidal tendency, 
or those with impaired renal or hepatic function. Do periodic 
blood counts and liver function tests during prolonged 
therapy. Use small doses and gradual increments in the 
elderly or debilitated. 


ADVERSE REACTIONS — Drowsiness, dizziness, various g.i. 
complaints, nervousness, blurred vision, dry mouth, head- 
ache, mental confusion, insomnia, transient skin rashes, 
fatigue, ataxia, genitourinary complaints, irritability, diplopia, 
depression, slurred speech, abnormal liver and kidney func- 
tion, decreased hematocrit, decreased systolic blood pressure. 


DOSAGE — ANXIETY—Usual daily dose 30 mg or less (start 
the elderly or debilitated at 7.5-15 mg). Adjust gradually 
within 15-60 mg daily range. Capsules and scored tablets: 
divided doses; or once daily h.s. (start patient at 15 mg). 
Single Dose Tablets, 22.5 mg (for patients stabilized on 7.5 
mg t.i.d.) or 11.25 mg: once daily at any hour. ALCOHOL 
WITHDRAWAL—!In divided doses: 1st day 30 mg initially, 
then 30-60 mg; 2nd day 45-90 mg; 3rd day 22.5-45 mg: 4th 
day 15-30 mg. Then taper to 15-7.5 mg daily, and discon- 
tinue as soon as stable. 


INTERACTIONS — Potentiation may occur with ethyl alcohol, 
hypnotics, barbiturates, narcotics, phenothiazines, MAO in- 
hibitors, other antidepressants. 


OVERDOSAGE — Take general measures as for any CNS 
depressant. 


SUPPLIED — Tranxene (clorazepate dipotassium) 3.78, Z.5, 
and 15 mg capsules and scBred tablets. Tranxene-SD Ha 
Strength 11.25 and Tranxene-SD 22.5 mg single dose tablets. 
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Acts promptly...tapers 
gently at discontinuation 
Tra (CLORAZEPATE DIPOTASSIUM) 
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Unexcelled choice for shortterm management of anxiety 
- . 3.75,7.5, and 15 mg capsules, scored tablets; 11.25 and 22.5 mg single dose tablets. 


*Sedation reported in normal volunteers 30 minutes after dosing; Tranxene 
Drug Monograph, 97-0185, p. 9, 1979. See overleaf for brief summary. 
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so ДАУ ж... 
HELPS FIND 
AWAY THROUGH ..... 


often withdrawn, aloof and emotionally unresponsive. For such patients, ‘Stelazine’ provides 


effective, unsurpassed control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


In fact, no other antipsychotic agent has demonstrated significantly greater overall effective- 
ness and significantly fewer adverse effects than ‘Stelazine’. 


'Stelazine'. A first choice for therapy. 


Before prescribing, see complete pre- 
scribing information in SKGF literature 
or PDR. The following is a brief 
summary. 
Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 
Effective: For the management of the 
manifestations of psychotic disorders 
Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


‘Stelazine’ has not been shown effective 
in the management of behavioral com- 
plications in patients with mental 
retardation. 

Final classification of the less-than- 
effective indications requires further 
investigation 


Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 

Warnings: Generally avoid using in 
patients hypersensitive (e.g., blood 
dyscrasias. jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 

Additive effect is possible with other 
C.N.S. depressants, including alcohol. 

Use in pregnancy only when necessary 
for patient's welfare. 

Precautions: Use cautiously in angina 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or 
physical disorders. Protonged odministro- 
tion Phigh doses may result in cumulative 
effects with severe C.N.S. or vasomotor 
symptoms. If retinal changes occur, dis- 


> 





continue drug. Agranulocytosis, thrombo- 
cytopenia, pancytopenia, anemia 
cholestatic jaundice, liver damage have 
been reported. 

Patients on long-term therapy. especially 
high doses, should be evaluated period- 
ically for possible adjustment or 
discontinuance of drug therapy. 

Adverse Reactions: Drowsiness. dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia 

Other adverse reactions reported with 
Stelazine (trifluoperazine НСІ, SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heot, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion. obstipation, adynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, cototonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest: 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; menstrual 


SICLAZINC 


brond of 


irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photo- 
sensitivity, itching, erythema, urticaria. 
eczema up to exfoliative dermatitis; 
asthma, laryngeal edema, angioneurotic 
edemc, onaphylactoid reactions, periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; a systemic lupus 
erythematosus-like syndrome; pigmen- 
tary retinopathy; with prolonged adminis- 
tration of substantial doses, skin 
pigmentation, epithelial keratopathy, and 
lenticular and corneal deposits. EKG 
changes have been reported, but relation- 
ship to myocardial damage is not 
confirmed. Discontinue long-term. high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation- 
ship has been established. 

Supplied: Tablets, | mg.. 2 mg. 5 mg 
ond 10 mg., in bottles of 100; in Single 
Unit Packoges of 100 (intended for institu- 
tional use only); Injection, 2 mg./ml.; and 
Concentrate (intended for institutional use 
only) 10 mg./ml. 


SK&F CO. 


a SmithiKhne company 


Manufactured and distributed by 
SKGF Co., Carolina, P.R. 00630. 
Stelozine* trademark licensed from 
SmithKline Corporation. 


*SKGF Co., 1980 


TABLETS: 


TRIFLUOPERAZINE HCI . 
A First Choice forTherepy ` 


5 and 10 mg. 


- Огаег Your Copy 
of the 1980 Membership Directory Now! 





The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Approximately 300 pages. Order #151. $13.00. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
Please send me copy(ies) of the 1980 APA Membership Directory, 
order #151, © $13.00 ea. 





ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. All 
foreign "offe, regardless of dajlar amount, must be accompanied by payment. Non- 
prepaid orders (over $35.00) will be invoiced with shipping/handling charges included. 
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TYPING AND ARRANGING THE PAPER, 


All parts of the manuscript, including case reports, quota- 
tions, references, and tables, must be double-spaced through- 
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bond paper. All 4 margins must be 33/4 cm (1'/2 inches). The 
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précis, 3) text, 4) references, 5) tables, 6) footnotes to text, , 


and 7) figure captions. All pages must be numbered, with the 
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on Journal style specifications for criteria for each part of the 
paper. . 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors’ 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple Joca- 
tions and authors were involved, indicate in parentheses 
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full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 
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The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
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places a summary. 
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both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 
Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
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References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
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list alphabetically. 

Personal communications, unpublished manuscripts, man- 
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By Arlene Wood Wiener, New Ca- 
naag Public Schools, New Canaan, 
Connecticut, with the assistance of 
Frank Wiener. Foreword by Barrie 
S. Greiff. In this text, all non- 
professionals working in the mental 
health field will find plainly pre- 
sented information that will help them 
become knowledgeable, skilled, pro- 
ductive members of the mental health 
treatment team. Secretaries, reception- 
ists, aides, orderlies and other auxil- 
iary mental health personnel will 
acquire, with this book, a perspective 
that will help them to maintain an 
aware and open-minded attitude to- 
ward the needs of mental health pa- 


1 - 
‚ Ne" MENTAL HEALTH FOR THE NON-PROFESSIONAL .' 
e # 


tients and to generally facilitate the 
therapeutic situation. 


The text constitutes both a general 
overview of mental health practice and 
a specific how-to guide. It will be both 
a handy, daily reference for in-service 
non-professionals and an invaluable 
training text for those preparing to 
work in the area of human services. 
Contents: Who are the Professionals? 
What are Their Roles?; Settings where 
the. Non-Professional May Work and 
Situations with which the Non- 
Professional May Deal: An Overview 
of Mental Health Facilities; The Non- 
Professional: Qualities, Skills, and At- 


titudes; The Non-Professional: More 
Duties and Functions; The Non- 
Professional: Implicit and Explicit 
Roles; Mental Disorders; «Public 
Schools and Mental Health; Psycho- 
logical Theories and Practice: In Brief; 
Epilogue. A glossary that defines some 
200 commonly used terms in mentaf 
health follows the text. 


Although prepared primarily for non- 
professionals working in the psychi- 
atric or psychologic setting, this book 
offers concise, reliable information to 
anyone seeking a general description 
of the mental health field. '80, 88 pp., 
cloth-$8.75, paper-$4.95 


__————————————-———————— 


Меш! 


The Parents Guide to WEIGHT CONTROL 


Neu! 


WRITING AND DEFENDING A THESIS OR 


FOR CHILDREN Ages 5 to 13 Years by Barbara Krane 
Feig, Chicago. Forewords by Ner Littner and Howard S. 
Traisman. '80, 200 pp., 24 il., cloth-$11.75, paper-$6.95 


New! SPIRITUAL WELL-BEING OF THE EL- 
DERLY edited by James A. Thorson, Univ. of Nebraska, 
Omaha, and Thomas C. Cook, Jr., National Interfaith Co- 
alition on Aging, Athens, Georgia. (33 Contributors) After 
an initial series of chapters that define spiritual well-being, 
articles are presented that relate the spiritual well-being of 
the elderly to God, self, the community, and the envi- 
ronment. The final segment places spiritual well-being into 
a total perspective and provides an overview of the spiritual 
dimensions of aging. '80, 260 pp., 1 table, $22.50 


New! DELIRIUM: Acute Brain Failure in Man by Z. 
J. Lipowski, Dartmouth Medical School, Hanover, New 
Hampshire. '80, 576 pp., 5 tables, $39.75 


New! SEX, MOTIVATION, AND THE CRIMINAL 
OFFENDER by Robert H. Morneau, Jr., California State 
Univ., Los Angeles, and Robert R. Rockwell, Burns Inter- 
national Security Services, Inc., Oakland, California. This 
volume synthesizes psychology and law enforcement to help 
the reader understand the psychosexual component in all 
crimes as well as in sex crimes per se. '80, 416 pp., 46 il., 
$29.75 


THE PARA-PROFESSIONAL IN THE TREATMENT 
OF ALCOHOLISM: A New Profession (3rd Ptg.) edited by 
George E. Staub, Alcohol Abuse and Alcoholism Program, 
Los Angeles, and Leona M. Kent, San Joaquin County 
Alcoholism Program, Stockton, California. (12 Contribu- 
tors) '79, 184 pp., 1 table, $11.00 


FAMILY THERAPY AND EVALUATION THROUGH 
ART by Hanna Yaxa Kwiatkowska. Foreword by Lyman C. 
Wynne. This book describes the special kind of communi- 
cation provide@ by the graphic and plastic media and how 
it can and is being used with families for therapy, eval- 
uation and research. The procedures of family art eval- 
‘uation are meticulously revealed. 78, 304 pp., 125 il. (12 in 
color), 7 tables, $24.00 


301-327 East Lawrence Avenue 


DISSERTATION IN PSYCHOLOGY AND EDUCATION 
by Roy Martin, Temple Univ., Philadelphia. Graduate stu- 
dents will find in this text a great deal of practical assis- 
tance and information. The author breaks down the 
thesis/dissertation process into several steps and suggests 
ways to overcome the hazards of each. Suggestions for 
working with faculty also are provided. '80, 120 pp. (4 1/2 x 
7), 1 table, $6.75, Lexotone 


Neu! URBAN COMMUNITY CARE FOR THE DE- 
VELOPMENTALLY DISABLED edited by Herbert J. 
Cohen, Albert Einstein College of Medicine, Bronx, New 
York, and David Kligler, with the assistance of Judith A. 
Eisler. (27 Contributors) The contributors to this book 
delineate specific models of care and report on factors af- 
fecting program development and service delivery. '80, 360 
pp., 12 il., 13 tables, $25.50 


New! ANXIETY AND EMOTIONS: Physiological 
Basis and Treatment by Desmond Kelly, St. George's Hos- 
pital, London, England. Foreword by W. Horsley Gantt. 
This unique monograph explains the way that the mind 
generates emotions, particularly anxiety, in health and dis- 
ease. Emphasis is on the brain's limbic system and the im- 
portant role that it plays in orchestrating biochemical and 
physiological changes in the human being in response to 
subjective experiencing. Different treatment modalities for 
anxiety, including behavior therapy and relaxation tech- 
niques, are presented in the final chapter of the book. '80, 
424 pp., 46 il., 40 tables, $24.75 


New! PARENT EDUCATION AND INTERVEN- 
TION HANDBOOK edited by Richard R. Abidin, Univ. of 
Virginia, Charlottesville. (29 Contributors) This handbook 
reviews current developmental psychology regarding 
parent-child interaction; describes approaches to parent ed- 
ucation and intervention for a variety of specific popula- 
tions; and presents descriptions, ordering information, and 
reviews of selected parent education and intervention mate- 
rials. '80, 608 pp., 1 il., 7 tebles, $24.50 • . 


HELP FOR THE DEPRESSED (2nd Ptg.) by Samuel H. 
Kraines and Eloise S. Thetford, both of Chicago.* 79, 272 
pp., 9 il., $10.75, paper А 
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one-way stre 


Navane (thiothixene) has proved to be of significat 
benefit at each phase in rehabilitation of the patien 


discharge, and beyond. 


a rapid return to the community... 
Navane achieves rapid relief of acutely disruptiv 
symptoms and facilitates early discharge for most 
patients. In excited, agitated psychotic patients, 
Navane has produced improvement within an hou 
minimal symptomatology after three hours, and c 
paratively brief hospitalization for most patients." 


and continued long-term improvement. 

On an outpatient basis, Navane exerts a significant 
long-term beneficial effect on patient functioning, © 
especially in the areas of social and vocational 
adjustment in the community. Initial improvement! ів. 
maintained with Navane and has been shown to £ 
increase over time.' 


rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely compromised 

by oversedation or drowsiness.” Hypotensive crises 

and other cardiovascular reactions" "are seldom 

reported. Anticholinergie Side effects sich as dry 

mouth or constipation are rare. If extrapyramidal 

symptoms occur, they are usually readily controlled 

by dosage adjustments or antiparkinson agents. 


aJ 
For a brief summary of Navane prescribing information, including adverse reactions and contraindiCationsj < 
please see last page of this advertisement. - 
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BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (fhiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 

Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
e Patients with circulatory collapse, comatose states, central nervous 


` © system depression due to any cause, and blood dyscrasias. Navane 


is contraindicated in individuals who have shown hypersens 
to the drug. It is not known whether there is a cros siti vity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Wargings. Usage in Pregnancy- Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

Inthe animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys (1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e.. gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pfessor agent since a pagadoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 

ethan that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually Subsides, with continuation of Navane therapy. The 
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Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 

discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usuallv transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient. 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting. diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives, In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the conditioa. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
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hydrochloride) ·. 
Intramuscular: 2 mg/ml 


. 
recommended dosage is 30 mg/day. An oral form should $upplan 
the injectable form as soon as possible. It may be necessary t 
adjust the dosage when changing from the intramuscular to ora 
dosage forms. Dosage recommendations for Navane (thiothixene 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — In milder conditions 
an initial dose of 2 mg three times daily. If indicated, a subsequen 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, ar 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficia 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation 
dysphagia, hypotension, disturbances of gait, or coma. 

‘Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral anc 
Intramuscular, keep patient under careful observation and maintair 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva: 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg. 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1.000, and unit-dose pack of 100(10 x 10°). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated al 
2 mg, 4 mg. 5 mg. 6 mg, 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable) 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: 1. Rickels К, Norstad №, Downing К: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP. et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Bepartment, 235 East 
42nd Street, New York, NY 10017. 


ROeRIG @ 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 * SFO 


















The Brown Schools: 
Specialists in 
Residential Treatment 


Residentig! treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident’s changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


THE | K 
BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 





The B24 Iill...a new 
generation of electro- 
convulsive therapy 
instrumentation from 


Medcroft. 


Designed with patient and operator safety in mind, this 
new series of instrumentation meets the rigorous 
requirements for listing by Underwriters Laboratories — UL 
544, Standards for Medical and Dental Equipment. The 
B24 Ill provides the physician with the ultimate in precision 
dosage levels. Consistancy of desired output level is 
assured with the following features: 


e Line Voltage Compensation — allows compen- 
sation for fluctuations in incoming line voltages. 

e Pre-programmed Voltage Selection — choice of 
eleven voltage levels from 70 volts to 170 volts. 

e Automatic Treatment Timing — adjustable from O.1 
second to 1.0 second with or without Glissando. 

e Current Output Indicators — visual assurance of 
current flow during treatment. 


Exclusive Patient Test Module allows a complete systems 
integrity check of insturmentation prior to treatment. 
Clinical accuracy and dependability are assured by the 
use of 100% solid state circuitry. Double shielded 
transformer provides an additional margin of treatment 
safety. Write or call for ordering information, specifications 


'and prices. 
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Medcraft a Division of 

Hittman Medical Systems 

9151 Rumsey Rd / Columbia,*MD 21045 
301/730-7800 / Call toll-free 800/638- -2896 


Medcraft is a registered trademark of Hittman Corp. 








. In marked agitation with depression 5 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients E. 
The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 

without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 

appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL > 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline НСІ, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


TI Tav 


containing perphenazine and amitriptyline HCI 


® 
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More dosage strengths 
; thanany.other formulation containing 
a tranquilizer and an antidepressant 


Triávil 


Containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAML* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline НСІ. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL” 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
TOW depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline НСІ, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of cther drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: Іп manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if fhey are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline НСІ is given with anticholinergic agents ог sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 

^ ^ 
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Caution is advised if patients receive Me of ethchlorvynol concurrentif. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline НСІ may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline НСІ and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several deys before elective y 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent atone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with p®@rphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 


The American Psychiatric Association 
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. Anessential program for clinicians 
: learning to incorporate and utilize DSM-III 


THE DSM-III 
INSTITUTIONAL 
INSTRUCTION KIT | 
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THE DSM-III INSTITUTIONAL PROGRAM COMPONENTS: 
INSTRUCTION KIT acquaints physicians The Instructor's Kit for workshop leaders 
and their staff with: contains: 
a the multiaxial evaluation method used a videotape of nine clinical case simulations 
to report the official DSM-III diagnosis п loose-leaf binder containing: 
п the use of new diagnostic categories — 4 audiocassettes plus transcripts of 
in making a differential diagnosis original faculty presentations 
п the use of criteria as guides in making — 39 slides complementing audiotaped 
psychiatric diagnosis for the most presentations 
significant disorders in: — course svllabus, patient histories, 


worksheets, references 
— DSM-III diagnosis for each of 30 patient 
histories 


Affective Disorders 
Schizophrenia and Related Psychotic 


Disorders 

Anxiety, Dissociative, and Somatoform The Participant's Kit for individual 
Disorders workshop members includes: 
Personality Disorders s course syllabus 

Disorders Usually Arising in Childhood п patient histories 


or Adolescence в worksheets 









CONTINUING MEDICAL EDUCATION (CME) CREDIT: 
These learning materials can be used by educational organizations or institutions in the development of, or 
as an adjunct to, a variety of learning programs for CME Category 1, 2, or 5. 


ORDERING INFORMATION 
Fill in the form and mail it with your check to: DSM-III INSTITUTIONAL INSTRUCTION 


American Psychiatric Association RICE 


c/o DSM-III Institutional Instruction Kit/AV/MD PARTICIPANT'S KIT—available only with the 
850 Third Avenue, 11th floor Institutional Kit at an additional charge of 


New York, NY 10022 $12.50 each 


Video component 
Name " purchased separately— $150.00 each 


Title М 








*Shipping and handling charge— $8.00. 


Address For additional information, call (800) 221-4468 
In New York, call (212) 421-6900 





‚~ City : State 
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Haldd  - 


haloperidol) | 


tablets/concentrate/injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
alert and productive 


Highly effective in 

a wide range of both 
acute and chronic _ 
psychotic disorders,” 
such as hallucinations, delu- 
sions, suspiciousness, hostility, 
mania. 


Permits aggressive titration 
to effective dosage levels 
for optimal response:* 


. 
Facilitates prompt 
initiation of other 
therapeutic efforts... 
amd often helps avoid hospital- 
ization.” 


Minimal risk of 
hypotension, oversedation, 
or troublesome anti- 
cholinergic effects. ^^^ 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects 
easily controlled. ^* 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Ayd, FJ., Jr: Med. Sci. 18:55 (Oct.) 1967. 
3. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Hoard, J.S.: Dis. Nerv. Syst. 35:458 (Оск) 
1974. 5. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzzahab, ES. Sr: Psychosomatics 11:188 
(May-June) 1970. 7. Darling, Н.Е: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1923.8. Snyder, S.H., et al: Science 
1841243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976, д 
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Please turn page for summary of prescribing information. © 
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*Not an actual case history, this situation illustrates thęfdetioń of. Harbor. hhloperidol as 
reported in various clinical studies (available on request)? '— | С z 


Injection 

A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per тіж with 1.8 mg methylpara- 
ben and 0 2 mg propylparaben per ті. and 
lactic acid for pH adjustment to 3.4 + 0.2 
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HALDOL' 


(HALOPERIDOU! 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


ORD 


| tablets 


5 tablet strengths for convenience in 
individualizing dosage 


1mg 2mg 5mg 
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HALDOL (haloperidol) — 


tablets/concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 
Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity то the drug 
Warnings: Usage in Pregnancy: Sate use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Intants should not be nursed during drug treat- 
ment. 
Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age grouo 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia. sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
Occurs, especially in the elderly. Decreased serum cholesterol and. or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 
Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and /or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur); (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
Sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs. including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is used for mania in cyclic disorders, there may be a rapid mood 
Swing to depression. Severe reurotoxicity may occur in patients with thyro- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible. Cther 
types of neuromuscular reactions (motor restlessness, dystonia. akathisia, 
hyperreflexa. opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
, been reported at relatively low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* halgweridol present as the lactate n 


required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy. The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug. increasing 
dosage. or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and / or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence. increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms 

Caution: Federal law prohibits dispensing without prescription 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. е 

HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. А 


McNeil Laboratories, McNEILAB, Inc ау 
Роп Washington, PA 19034 
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‘PREVENTING MENTAL ILLNESS 
Efforts and Attitudes 


A new publication of The Joint Information Service of the American 
Psychiatric Association and the Mental Health Association 

Raymond M. Glasscote; Eleanor Kohn, Allan Beigel, Merrill F. Raber, 
Nancy Roeske, Bonnie A. Cox, James R. Raybin, Bernard L. Bloom 


There has long been interest in preventing mental illness, but no great emphasis on 
financing necessary research and pilot programs. Dramatic discoveries of nutritional, 
toxic, and infective causes of certain psychoses were made long ago and led to their 
prevention, but prevention of schizophrenia, mania, sociopathy, and biological de- 
pression, among other major disorders, requires further knowledge. 


In recent years faith has grown that programs supporting those experiencing heavy 
stress and privation will provide benefits increasing the likelihood that they will remain 
functional, productive, and well. This volume provides a balanced, fairminded, and 
realistic explication of present possibilities and reasonable expectations. It explores a 
variety of viewpoints and describes in significant detail a variety of prevention- 
motivated programs for a variety of vulnerable people and provides such outcome in- 
formation as is presently available. 


1980. 138 pp., Casebound. 


Mail to: Publication Sales Department, American Psychiatric Association, 
1700 18th Street, N.W., Washington, D.C. 20009. 


Please send me copies of Preventing Mental Illness for which remittance 
of $ |.  isenclosed. (Note: Price per copy is $10.00; for orders of 4 or more 
copies, $8.50 each.) Order #158. 





All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment in 
U.S. funds. Orders over $35.00 will be invoiced with shipping and handling charges 
included. 
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"When depressive symptoms  . 
come іп a cluster of blues. . 





-Adapin'(oen+0) helps patients · ^ - 
see life in all its colors 


Improvements noted at one week 


Depressed patients often present with fatigue, anorexia, Summary of Improvement tor Some HOS са à 


anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 
antidepressant response may not be evident for 

two to three weeks. 





Factor: Sleep Dist. Retardation 


Somatic/ Anxiety 
Esa 


Baseline Week | *P « .001 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 
morning awakening? 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 






Now available...New 75 mg capsules for h.s. dosage 


Brief Summary of Prescribing Information ADAPIN® (doxepin HC!) Capsules 
Indications-Relieí of symptoms of anxiety and depression. 

Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin 
Warnings-Adapin has not been evaluated for safely in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in 
human milk, nor on effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
serious side-effects and death have been reported with the concomitant use of certain drugs and 
MAO inhibitors. 

In patients who may use alcohol excessively, potentiation may increase the danger 

inherent in any suicide attempt or overdosage. 

ns—Drowsiness may occur and patients should be cautioned 

against driving a motor vehicle or operating hazardous machinery. 

Since suicide is an inherent risk in depressed patients they 

should be closely supervised while receiving treatment. 

Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind. 

This product contains FD&C Yellow No. 5 (tartrazine) which 

May cause allergic-type reactions (including bronchial asthma) in certain 

susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 













Adverse Reactions-Dry mouth, blurred vision and constipation have been reported 
Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 
libido, rash bp nce also occur. 

Dosage and Administratíon-In mild to moderate anxiety and/or depression: 25 mg i.d 
Increase or decrease the dosage according to individual response. Daily dosage, up to 150 mg 
may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 
150 mg per day not to exceed 300 mg per day. 

— effect usually precedes the antidepressant effect by two or three weeks. 

How Supplied-Each capsule contains doxepin, as the hydrochloride. 10 mg, 25 mg, 50 mg. 
75 mg and 100 mg capsules in bottles of 100 and 1000 
For complete prescribing information please see package insert or PDR 
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clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22 

3. Pitts NE: The clinical evaluation of doxepin-A new 
psychotherapeutic agent. Psychosomatics 10:164-171, 1969 DIVISION 


б MENNWALT 


ROCHESTER NEW YORK 14623 
. 


Ada ШП... effective sin le-entity 


| drug with antidepressant 
(оерп HU) and antianxiety affects — 





A-252 









Y 


brand of 


nance therapy 


@ 7 
Каа 300 mg capsules and 
300 mg scored tablets 


lithium carbonate 


In manic-depressive patients with a history of mania, 'Eskalith' 


e prevents or diminishes the intensity of future episodes 
e can increase the intervals between episodes 


e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 





WARNING 

Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 
prompt and accurate serum lithium determinations should be 
available before initiating therapy. 





INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 

of mania. 

WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 
Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 

Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g.. operating vehicles 

or machinery). 

Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy. since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental 

fluid and salt. 

Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 
Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at level from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
. dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 

* of coordination may be early signs of toxicity and may occur at levels 

below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
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above 3.0 mEq./1. may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 

The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System—blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 
vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic—drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, 
xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities—euthyroid goiter and/or hypothyroidism (including 
myxedema) with lower Тз and Та. I?! uptake may be elevated; rare 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widening of 
the frequency spectrum, potentiation and disorganization of background 
rhythm; EKG Changes—reversible flattening, isoelectricity or inversion 
of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 
wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud’s has 
been reported. 

HOW SUPPLIED: 300 mg. capsules in bottles of 100. 

300 mg. scored tablets in bottles of 100. 
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Philadelphia, PA 
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Only Valiumrdazepam/Roche) 


—Fintianxiety 


Long known for its rapid апа effective action, Valium 
is useful in a wide range of symptomatic manifestations of 
anxiety and tension. Although definitive studies have yet to 
declare the exact location of therapeutic action, existing evidence 
suggests that Valium provides its unique quality of therapy by way of 
the limbic system’ Valium continues to intrigue the research scientist 
even while it continues to be of significant value in your practice. 





-Skeletal muscle relaxant 


In addition to producing muscle relaxation by action at 
the cerebral and spinal levels, Valium may exert direct action on the 
muscle itself. Experiments have demonstrated that, at a concentration 
of 10°M to 105M, diazepam directly counteracts contraction in the fast 
skeletal muscle of ће frog? The resulting decrease іп muscle contraction is 
attributed to a net loss of muscle calcium, which is necessary for efficient 
coupling of action potential to contraction. Further research will 
be needed to support these preliminary studies and definitely 
establish the sites of action of Valium in human beings. 
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diazepam/Foche 


Indicated in anxiety and tension states and as an 
adjunct in the relief of skeletal muscle spasm. 


n following роде C ROCHE У 





















Before prescribing, please 
consult complete product in- 
formation, a summary of which 
follows: 
Indications: Tension and anxiety associated 
with anxiety disorders, transient situational distur- 
bances and functional or organic disorders; psychoneu- 
rotic states manifested by tension, anxiety, apprehension 
fatigue, depressive symptoms or agitation; symptomatic reliet 
of acute agitation, tremor, delirium tremens and hallucinosis due 
to acute alcohol withdrawal; adjunctively in skeletal muscle spasm 
due to reflex spasm to local pathology; spasticity caused by upper 
motor neuron disorders; athetosis; stiff-man syndrome; convulsive 
disorders (not for sole therapy) 
The effectiveness of Valium (diazepam/Roche) in long-term use, that is 
more than 4 months, has not been assessed by systematic clinical 
studies. The physician should periodically reassess the usefulness of the 
drug for the individual patient. 
Contraindicated: Known hypersensitivity to the drug. Children under 6 
months of age. Acute narrow angle glaucoma; may be used in patients 
with open angle glaucoma who are receiving appropriate therapy 
Warnings: Not of value in psychotic patients. Caution against hazardous 
occupations requiring complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in frequency and/or severity 
of grand mal seizures may require increased dosage of standard anticon- 
vulsant medication; abrupt withdrawal may be associated with temporary 
increase in frequency and/or severity of seizures. Advise against simul- 
taneous ingestion of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and alcoho! have been 
observed with abrupt discontinuation, usually limited to extended use and 
excessive doses. Infrequently, milder withdrawal symptoms have been 
reported following abrupt discontinuation of benzodiazepines a'ter continu- 
ous use, generally at higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage. Keep addiction-prone 
individuals under careful surveillance because of their predisposition to 
habituation and dependence 

Usage in ry Use of minor tranquilizers during first 

trimester should almost always be avoided because of increased 

risk of ene malformations as Pune in several stud- 

ies. Consider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or do 

become pregnant. 
Precautions: |f combined with other psychotropics or anticonvulsants, con 
sider carefully pharmacology of agents employed; drugs such as phenothi- 
azines, narcotics, barbiturates, MAO inhibitors and other antidepressants 
may potentiate its action. Usual precautions indicated in patients severely 
depressed, or with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to preclude ataxia or 
oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypotension, changes in 
libido, nausea, fatigue, depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence. changes in salivation, slurred speech 
tremor, vertigo, urinary retention, blurred vision. Paradoxical reactions such 


as acute hyperexcited states, anxiety, hallucinations, increased muscle spas- 


ticity, insomnia, rage, sleep disturbances, stimulation have been reported; 
should these occur, discontinue drug. Isolated reports of neutropenia, 
jaundice; periodic blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial effect. Adults. Tension, 
anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 

10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively 
in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2V» mg, 1 or 2 times daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 272 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use under 6 months) 

Supplied: Valium* Tablets, 2 mg, 5 mg and 10 mg— bottles of 100 and 500; 
Tel-E-DoSe® packages of 100, available in trays of 4 reverse-numbered 
boxes of 25, and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available in trays of 10. 


Only Valium (dazepam/ Roche 
IS INdicated In anxiety 
and tension states 
and as an 

adjunct in the 


relief of skeletal 
muscle spasm 


General guidelines 
for the prescribing 
and appropriate use of 
minor tranquilizers 


e Individualize dosage for maximal beneficial effect. 
e Prescribe the specific quantity needed until the next 
checkup period, schedule frequent, periodic reexam- 
inations to monitor results of therapy. 

e Establish treatment goals and gradually discontinue 
medication when these have been met. 

e Avoid prescribing for individuals who appear 
dependency-prone or whose histories indicate the 
potential for misuse of psychoactive substances, 
including alcohol. 

e Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving. 

e Advise patients against the ingestion of alcoholic 
beverages while undergoing therapy with minor 
tranquilizers. 

e Counsel patients to follow label directions, keep 
medication out of children's reach, and dispose of 
unused or old medication. 

e Caution patients against giving medication to others. 
e Avoid abrupt cessation of extended therapy by 
tapering dosage before discontinuing medication. 


1. Brazier MAB, Crandall PH, Walsh GO: Exp Neurol 51:241-258, Apr 1976 
2. Naftchi NE, Lowman EW: The effect of diazepam on presynaptic 
inhibition. Scientific exhibit at the meeting of the American Academy 
of Family Physicians, Las Vegas, Nev, Oct 10-13, 1977 e 

3. deGroof RC, Bianchi CP: Fed Proc 37:787, 1978 
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Before prescribing ог administering see Sandoz literature for full 
product information. The following is a brief summary 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients мћо have previously exhibited а 
- hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 

• Phenothiazines Me capable of potentiating central nervous system depres- 
sants (e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disbrders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses. is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System— Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System— Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System — Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin — Dermatitis and skin eruptions of the drticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions—Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentgtion of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens'and cornea; systemic lupus erythematosus-like syndrome. 


* Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
«should be determined for each patient. 
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MELLARIL IS KIND - 


TO MANY PATIENTS - 


* minimal drug-induced akathisia, . 


tremor, and other extrapyramidal 
side effects 


* effective control of 


psychotic symptoms 


causes minimal akathisia or 


Mellaril* (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 


: other extrapyramidal symptoms. 
—  Mellaril (thioridazine) is contra- 
indicated in patients with hyper- 


tensive or hypotensive heart disease of extreme 


degree. . 


Effectiveness plus nfrequent side effects — that's 
the kind of kindness the physician likes to see in a 


major tranquilizer! 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridazine base equivalert to 100 mg thioridazine НСІ, USP 


- MELLARIL IS KIND - 


TO MANY PATIENTS. 


* minimal drug-induced akathisia, tremor, and 
other extrapyramidal side effects 


* effective control of psychotic symptoms 
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Presidential Address: Conceptual Ambiguity and Morality in 


Modern Psychiatry 


BY ALAN A. STONE, M.D. 


ast year in my response to the Presidential Ad- 

dress Í rather presumptuously associated myself 
with the wisdom of the owl of Minerva—the owl that 
Hegel said only spreads its wings at dusk. From that 
lofty position I described a new era in psychiatry that I 
called pragmatic eclecticism, an era in which the four 
competing models in psychiatry had learned peaceful 
coexistence. These models—the biological, the psy- 
chodynamic, the behavioral, and the social—I sug- 
gested were held together by the medical model, which 
provided clinical coherence if not conceptual clarity. 
As I present the Presidential Address I must confess 
that the wings of the owl of Minerva were not fully 
extended last year. I recant nothing, but I now believe 
Iglided too easily over that qualifying phrase about the 
absence of conceptual clarity. I intend today therefore 
to speak about the ambiguity of our eclectic medical 
model and my concern that having overcome the tyr- 
anny of narrow orthodoxy we are now in danger of 
retreating behind new walls. I shall touch briefly on 
subjects familiar to you all: racism, homosexuality, 
and the situation of women. I shall not attempt to deal 
in a deep way with the substance of these matters; 
rather, my intention is to examine how American psy- 
chiatry has grappled with them. These are all issues 
which have confronted us in our practice, challenged 
the moral assumptions that lie concealed in our theo- 
ries, and confounded us with disputes and acrimony in 
our Association. It is as we attempt to deal with this 
kind of issue that the new walls are being built, and it is 
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no accident that each invites psychiatry to take a stand 
on human values. Human values after ail are a crucial 
link in the chain that binds the self to society. To take a 
stand on them reveals something about our own 
selves, our own relation to society, and our own vision 
of what it means to love and to work. 

Many psychiatrists believe that our Association 
should limit itself to issues that are clearly psychiatric, 
and they look back at some of the strong positions we 
have taken on what they consider social issues with 
regret. Many other psychiatrists believe these social 
issues are clearly psychiatric; they are proud of what 
we have done and urge us to do more. I shall claim that 
what separates these two groups can be understood 
only as part of the deeper theoretical dilemma in which 
American psychiatry finds itself, its lack of concep- 
tual clarity. I know I shall be addressing a subject in 
public that most of us prefer to talk about in private, 
but my temerity is sustained by three considerations. 
First, our professional training obliges us to under- 
stand conflict rather than repress or deny it, and I be- 
lieve that in view of recent events the time has come to 
confront this conflict openly. Second, I have become 
convinced that the basic limitation of pragmatic eclec- 
ticism is that it creates and sustains a mood of caution 
and expediency in all things, including matters that re- 
quire moral ambition. Thus, perhaps without thinking 
it through, we are losing the courage of conscience. 
Finally, I do not intend to suggest an ultimate solution. 
I mean only to describe the problem as I encounter it 
in my own heart and mind. 


THE PARABLE OF THE BLACK SERGEANT 
. 


I turn to what I have called the parable of the black 
sergeant. It is a parable about racism, about guilt and. 
forgiveness, and about psychiatric theory and prac- 
tice. The identifying information in this parable-case 
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"history has been disguised for reasons of con- 
fidentiality, but the value conflicts it presents are real 
enough. The patient, a black man, was a supply ser- 
geant. He was caught by the military police stealing a 
deodorant stick from the post exchange. The Army, 
which had reason to suspect the sergeant of other 
thefts and was undeterred by Constitutional restraints 
on search and seizure, went to his home and re- 

* claimed every piece of Army property that the ser- 
geant could not account for. The pile of supplies—uni- 
forms, blankets, picks and shovels, cartons of canned 
goods, mess kits, etc.—could have filled a trailer 
truck. It had all been photographed on the sergeant's 
front lawn, and that picture became part of his Army 
medical file. 

The Army was determined to court-martial the ser- 
geant, but he had been examined by a civilian psychia- 
trist who decided that much of what was stolen was of 
no use to the sergeant and, based on his understand- 
ing of the sergeant's psychodynamics, had diagnosed 
him as a kleptomaniac. This civilian psychiatrist was 
prepared to testify at court-martial that the stealing 
was due to unconscious and irresistible impulses. Un- 
happy with the civilian psychiatrist's report, the Army 
sent the sergeant to be evaluated at an Army hospital. 
There he was told repeatedly that anything he said 
could be used against him at the court-martial. The 
sergeant took the warning rather impassively, and his 
Army psychiatrist set to work to construct a very de- 
tailed anamnesis over the course of three weeks. 

The sergeant, who was a very intelligent man, got 
caught up in telling the story of his life. He had grown 
up in a Southern city during the days of racial segrega- 
tion. A good and serious student from a deeply reli- 
gious family, he had done well in school and had gone 
to a small college where he studied literature. After 
graduation, despite his hopes and dreams, he had 
found no appropriate work and eventually was drafted 
into the Korean War. After the war, seeing no alterna- 
tives, he remained in the Army to serve his 20 years. 
As the years passed he became increasingly bitter. He 
was convinced that life had cheated him because he 
was black and that the Army, in the work and position 
it gave him, continued to discriminate against him. Out 
of this sense of being cheated there grew a sense of 
entitlement, and he came to feel that he was justified in 
taking whatever he could whenever he could. He had 
no sense of being impulsively driven to steal Army 
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property; instead, he stole with a sense of entitlement. 


and reparation in protest of the racist world that had 
deprived him of his hopes. 

It is not clear why this black supply sergeant, de- 
spite being warned, told all this to the Army psychia- 
trist. At any rate he did,'and the Army psychiatrist, 
after puzzling over the diagnostic possibilities (which 
included paranoid personality and depression), con- 
cluded that the sergeant did not have kleptomania or 
any Other mental disorder that should excuse him from 
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responsibility. Subsequently the Army psychiatrist 
testified at the court-martial. He told the gory I have - 
told you while trying to avoid the sergeant's eyes. The ' 
sergeant sat there in his dress uniform with his medals, 
his wife, and their small children. He was sentenced ‘to 
five years at hard labor. As you may have guessed, I 
was the Army psycLiatrist, and I felt something ter- 
rible happened that day. Each time my mind takes me 
back to that occasion I have a sense of dismay that will 
not be dissipated. 


The Influence of Morality and History 


It is tempting when one reflects on this parable of 
the black sergeant to conclude that it demonstrates no 
more than the abyss between the moral concerns of 
the law and the therapeutic concerns of psychiatry. 
But none of us, I trust, would claim that if a man like 
the sergeant came voluntarily seeking treatment his 
psychiatrist would at no point consider moral issues. 
And how could one treat such a man with no moral 
perspective and revealing no opinion about racism? 
Surely a psychiatrist treating the sergeant in 1980 
would approach his problems differently than our 
predecessors would have done in 1940. Psychiatry 
does not stand outside history or morality, but how do 
we decide which history and which morality to accept? 
Is it all a matter of individual choice? Certainly one 
cannot find the rules controlling what history or moral- 
ity to accept clearly delineated in the major theories of 
our biological, psychodynamic, and behavioral para- 
digms. Psychiatrists are taught to avoid value judg- 
ments in their dealings with patients, but I do not be- 
lieve I make a radical claim when I assert that history 
and morality are a presence in the therapist's office. 
The only question is how do they get there. 

Let me turn to a narrower question: What role does 
our practice and our zheory play in the courtroom dra- 
ma of guilt and forg.veness? The legal system, even 
the Army's legal syst2m, was hesitant to assess guilt in 
the face of a diagnos:s of kleptomania. That diagnosis 
and the account of kuman behavior that goes with it 
invoke the unconscious and the symbolic meaning of 
the theft. Those who sit in judgment are not asked to 
consider the sergeant's race and social identity. His 
behavior is presented in isolation from its historical 
and cultural context. His kleptomania is understood in 
the confines of a personality development that repeats 
a timeless sequence outside culture and history. The 
psychiatrist applying this kind of theory comprehends 
the sergeant’s motives as nonutilitarian end not in- 
tended to offend the system. Such a man can be forgiv- 
en; his quarrel is not with us but with his introjects. 

On the other hand, the account I gave takes the man 
as he experiences his life within a particular culture 
and history. His stezling is understood as part of his 
response to his predicament. It is his revenge against * 
an unjust system. Such a man cannot be forgiven by 
our law, but if his judges are willing to ccndemn the 
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racism of their'society they can lighten his sentence. 

, And if the psychiatrist is willing to lend his authority to 
the condemnation of a racist society he might even 
hglp the judges to reach that lighter sentence. But the 
moral and historical perspective that might have led 
me in that direction was not a presence in my office 
when I examined the sergeant. If in some sense I be- 
trayed the sergeant, and І believe I did, it was because 
of the historical and moral perspective I brought to the 
subject of racism. 


Psychodynamic Versus Social Considerations 


I have carefully distinguished the psychodynamic 
and the social account of the sergeant's behavior, not 
only because that is how the two psychiatrists present- 
ed them but also to emphasize the radically different 
moral implications and consequences of the two ac- 
counts. There is an irony here that should be under- 
scored. The theory that excludes history and morality 
has the power to exculpate without disturbing the stat- 
us quo. Thus the psychiatrist's choice of theory be- 
comes crucial. I shall return to this question of choice. 
Many of you must be impatient with what seems an 
artificial distinction because as eclectics we are all ac- 
customed to invoking both accounts. Indeed, the word 
"psychosocial" seems to have been invented to make 
this point. Most cf us are prepared to believe that there 
was probably some truth in both accounts of the ser- 
geant's behavior and to insist that anyone who hopes 
to understand the sergeant must give weight to both, 
not to mention biological and behavioral factors that 
are missing from this 20-year-old parable. 

Here we touch on the greatest strength of eclecti- 
cism and its greatest weakness. Its strength lies in its 
openness to consider the complexity of the forces that 
touch our lives. The eclectic psychiatrist sees biologi- 
cal man, moved by dynamic passions and ideals, 
shaped by culture and shaping culture. The eclectic 
has the most comprehensive view of what Sartre 
called the **critical mirror which alone offers man his 
image." But still that image is only a reflection; even 
less than a reflection, it is a composite sketch pieced 
` together from the accounts of different witnesses 
whose vision depends on different theoretical per- 
spectives. It is not just the problem of getting a biologi- 
cal, a psychodynamic, a behavioral, and a social psy- 
chiatrist to agree among themselves. How does the in- 
-dividual eclectic psychiatrist who conscientiously 
considers all of these factors reach a judgment about 
their relative significance? 

This is our greatest weakness. We do not know what 


weight to give each perspective’s account. We can dili- . 


gently catalogue the different accounts. We can. art- 
fully constrifct Venn diagrams to suggest the possible 
relationships of these accounts. We can in rare in- 
* stances assert with confidence the primacy of a partic- 
ular account. But most often we are condemned to the 
"ultimate ambiguity tbat is the inevitable consequence 
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of our eclecticism. This is not a problem to be resolved ` 
by mere numbers; we do not have a formula or a way 
of deciding how much something should count. We 
psychiatrists often say that behavior is overdeter- 
mined, but might it be that this concept of overde- 
termination conceals our very deepest conflsion, 
our inability to order the different considerations? As 
clinicians each of us treats the whole person, and each 
day we try to piece together the composite sketch. But ' 
we also have a pressing responsibility to ease human 
suffering. Compassion draws us inevitably to expedi- 
ent remedies. As pragmatic eclectics uncertain that we 
have put the pieces of the picture together correctly, 
we can never be confident that we can distinguish be- 
tween the sick patient and the sick society. 

Lacking that ability and given that it is easier to ap- 
ply expedient remedies to sick patients than to sick 
societies, will we not inevitably be led by our clinical 
responsibilities to distort the composite sketch of: the 
human condition? At the very least we should under- 
stand that we might seem to the outside world to be 
doing just that. | 


Sensibility at the Cost of Ambiguity! | 


Here is a second irony to be underscored: it was only 
when our generation of psychiatrists had the courage 
to overcome the walls of narrow orthodoxy that we 
confronted our greatest weakness. Only within: the 
narrow paradigms could we construct if not a causal 
account at least something close to it. When we ven- 
tured outside we purchased sensibility at the cost of 
ambiguity. This theoretical ambiguity is at the very 
core of the conflicts that confound us. When we testify 
in court, when we formulate our diagnostic nosology, 
when we issue position papers, indeed, whenever we 
attempt to act, we confront this ambiguity. It is no 
wonder, then, that many psychiatrists are now eager 
to go back to their narrow paradigms, where they hope 
to capture the rigor of conceptual clarity that comforts 
the scientist and to escape from the complexity of hu- 
man values that accompany a greater sensibility. 

Biologists, psychoanalysts, and behaviorists can at 
least imagine this alternative, but social psychiatrists 
have no place to hide, no way to narrow their sensi- 
bilities. They have always stood outside the walls, urg- 
ing their colleagues to broaden their horizons. It might 
even be possible to describe social psychiatry as the 
fractious adolescent member of the psychiatric family, 
disrupting the serenity of the household by arguing 
about values, morality, and social justice, the way all 
adolescents do. Shall we now expel them? Even if we 
could, I think it is too late. The broad sensibility they 
brought to psychiatry has opened eyes that will not be 
closed. 

What I have described thus far is an honest picture 

! 

1I wish to acknowledge my colleague Roberto Mangabeira Unger, 

whose ideas were helpful in the formulation of this section. 
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*of my own»perplexity, if not of yours. First, I know 
that I do not abandon history, morality, and human 
values when I enter my office, but I do not know how I 
decide what to take in with me. I believe that most of 
you are in the same position, and for reasons I shall 
come to shortly I am deeply suspicious of anyone who 
makes the contrary claim that history, morality, and 
human values are all irrelevant to psychiatry. Second, 
*] know that I at least am aware of no rules of ordering 
the different paradigms and their interactions. When I 
sat in judgment of the black sergeant, I believed that 
the hard truth of the matter was to be decided by 
choosing the particular paradigm which best fit the 
facts of the case. Having chosen the correct paradigm, 
I applied the explanatory theory of that paradigm and 
thus never experienced a lack of conceptual clarity. In 
a sense the four paradigms provided me a framework 
of differential diagnosis within which I proceeded rig- 
orously, with the skill and objectivity of a scientist. 
My recognition that the goal of enlightened eclectics 
like Adolf Meyer was not to choose but to reconcile 
came when I began to examine the scientific problem 
of prediction in psychiatry and the moral con- 
sequences of my professional activity. Is it possible 
that our inability to reconcile our paradigms stands in 
the way of both our scientific and our moral progress? 
Thus far I have drawn a picture in which most of 
psychiatry might seem to stand to one side on the cru- 
cial questions of morality and human values, with only 
social psychiatry on the other side demanding that we 
get involved in the real world. But during this century 
all of science has learned painfully and tragically that 
science is not remote. Every thinking person knows 
that the physicist's equations play a crucial role in the 
destiny of humanity. Psvchiatry's role is also crucial, 
although its influence is much more subtle. One of the 
most remarkable developments in this century is the 
speed with which the psychiatrist's theories of human 
nature move from the arcane jargon of our journals 
through the mass media and into the consciousness of 
our culture. Psychiatry has played no small part in the 
transformation of the mind of modern man. This trans- 
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formation takes place outside our control; theories are. 


bowdlerized and sensationalized. Our drugs are pre- 
scribed and self-prescribed everywhere. Other treat- 
ment methods have also been coopted and arrayed in 
the struggles of interpersonal politics. Young people 
make love after they make therapy. There is in all the 
affairs of daily living, public and private, the pervasive 
if subtle influence of our profession. 

The most powerful aspect of psychiatry is its contri- 
bution to what it means to be a person. This is not 
under our control, nor can it be in a free society. But 
we do bear a certain responsibility, and one of the 
themes in that responsibility is the hidden values in the 
theories and therapies that originated with us and con- 
tribute to the shaping of contemporary consciousness. 

The thrust of this analysis is to claim that even with- 
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out social psychiatry we are not on the'other side. We 


have been engaged in an enterprise that inyolves con- ° 
cealed positions on human values, moral postures, and 


even politics. This claim comes not just from un- 
friendly critics, it comes from responsible colleagues. 
This is the indictment that confronts those psychia- 
trists who assert that their psychiatry has nothing to do 
with these things; although the indictment can be over- 
drawn and viciously expressed, the fundamental truth 
in it cannot be gainsaid. Therefore, given the power of 
our enterprise, whether we like it or not we are in 
some measure responsible for the influence of these 
hidden values. It is also important to remember that 
many of us have wanted to use psychiatry to influence 
the public to confront and even to treat the sick society 
through the media. It is not just a matter of aloof scien- 
tists being victimized by the vulgarity of the mass me- 
dia. 


HOMOSEXUALITY 


One of the first great battlefields in the attack on 
psychiatry's hidden values was homosexuality. Psy- 
chiatrists had long assumed that as part of their hu- 
manistic tradition they had brought their scientific per- 
spective to things that were once considered evil. Ho- 
mosexuality became sickness rather than sin, and this 
perspective in this century was accepted not only by 
the secular masses but even by most religious authori- 
ties. However, gay liberation brought a different per- 
spective. Their argument was that our judgments 
about homosexuality as sickness contained hidden val- 
ues, a limited vision of human sensuality anc intimacy, 
the old morality under a new guise, and perhaps even 
our own phobic limitations. A campaign was under- 
taken to remove the diagnosis of homosexuality from 
the nomenclature. Our Association, after considerable 
deliberation and not a little acrimony, accepted that 
perspective. Our Association. went even -urther—it 
called for an end to legal discrimination against homo- 
sexuality. Here I come to the heart of the matter—the 
relationship of our lack of conceptual clarity to the ac- 
tions we take. Recall the analysis I have developed 
here. Each of the four paradigms in psychiatry inevita- 
bly had its own theories about homosexuality. 


Biological explanations can be sought in the endo- 


crine system, psychodynamic explanations in child- 
hood experiences and the Oedipus complex. Behavior- 
ists can find answers in the sexual gratification rein- 
forcement schedule. The social psychiatrist has the 
only paradigm that directly addresses the basic issues 
raised by gay liberation. Imagine if you will the eclec- 


бс psychiatrist who accepts all four p&radigms but 


does not know how to reconcile them. Imagine such a 


psychiatrist who uses the four paradigms as a kind of * 


differential diagnosis. Might that psychiatrist not con- 


clude that there were four different kinds of homosex-^ 
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uality and that’ only the kind described by social psy- 


` chiatry had been removed from our diagnostic man- 


ual? 

4 This analysis may seem far-fetched and bizarre to 
you, but let me emphasize the structure of my argu- 
ment. If we have no overarching theory that organizes 
the theories of the four basic paradigms, those para- 
digms cannot be changed froni the top down, at least 
not by the logic of a controlling theory. Thus it is pos- 
sible to argue that for many psychiatrists no funda- 
mental change in their basic approach had occurred. 
They could go on as before. Therefore, the struggle for 
those concerned about gay liberation had to continue 
at a second level, which has two directions. 

First, would psychiatry invest more in the effort to 
influence the public perception of homosexuality? Sec- 
ond, would each of the paradigms undertake the nec- 
essary theoretical reformulations essential to a funda- 
mental change? My analysis in no way is meant to de- 
mean the decisions our. Association reached. Nor do I 
minimize the importance of what we did. It was not an 
empty gesture. But I believe the real significance of 
our actions once again was moral. We changed the 
moral element in our composite sketch of homosexual- 
ity. I understand it as an act of moral compassion pro- 
ducing a small change in public perception. That small 
change in the long run can have a powerful effect on 
the most insular theory. 


WOMEN'S ISSUES 


Perhaps the most penetrating and convincing attack 
on the hidden and destructive values in psychiatry hàs 
related to the subject of women. Indeed, when one has 
the occasion to read the standard works in psychiatry 
written before 1970 it no longer seems appropriate to 
talk about hidden values. It is no wonder, then, that 
psychiatrists who are concerned about the quality of 
the composite sketch of women promulgated by their 
profession and assimilated into our culture should turn 
to this Association to rectify it. There was obviously a 
great deal to be rectified, but they confronted an 
enormous obstacle. There was no diagnosis of female 
that could be expunged from the diagnostic manual; 
thus there could be no obvious battlefield. The struggle 
had to begin at the second level. How far would our 
Association go in its efforts to rectify the public's per- 
ception of women, and how thoroughgoing would be 
the necessary changes in the theoretical structure of 
each of the paradigms? 

Here I come to the last piece in the structure of my 
analysis of how American psychiatry deals with these 
issues, thatfis, the effect of our own psychology and 
our own historical situation. As far as 1 can see, the 
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case against psychiatry as regards womerr if far. more 
damaging, requires far more than a minor adjustment 
of our composite sketch, indeed compels each-of us to 
reexamine not only our theories and therapy but also 
our own lives and relationships. One might even say 
that psychiatry has only recently discovered that the 
maxim to love and to work applies to women. 

Is it possible that the issues raised concerning wom- 
en cut deeper in American psychiatry than even rac-* , 
ism and homosexuality? That tlie questions raised in 
connection with women touch our personal as well as 
our professional identity? There can be no new psy- 
chology of women that does not require a new psy- 
chology of men. That makes necessary a new concep- 
tion of all our human values and all the paradigms of 
psychiatry. This challenge comes at a time when our 
profession is struggling— when we have trimmed our 
sails and yearn for the safety of calmer waters. It 
comes at a time when many would like to retreat to 
their narrow paradigm. It comes at a time when the 
spirit of pragmatic expedience dominates our profes- 
sion, narrows cur horizons, and saps our moral cour- 
age. | 

Most psychiatrists are not by temperament polemic- 
al or adversar:al. We do not seek out moral con- 
troversy. Most of us spend our lives listening com- 
passionately to people who are suffering, whose lives 
are disrupted by the uncontrolled demands of passion 
and by the pains of helplessness. We try to be non- 
judgmental while we help them weave together the del- 
icate fabric of personal strength that sustains love and 
intimacy. And we sustain ourselves by small triumphs 
and acts of private altruism. Our successes often go 
unnoticed and our failures loom large. Ours is a vul- 
nerable profession, easy to attack and to belittle, but it 
is a noble profession because it is both a moral and a 
scientific enterprise. 

When we move from the safety of our office to take 
action in the real world we usually are motivated by 
the same moral enterprise that guides us in our office: a 
mixture of compassion, understanding, art, and sci- 
ence. The world outside our office may seem increas- 
ingly treacherous. But that treacherous world: is al- 
ready inside our office, if only in microcosm, and our 
work can never be carried on in a moral and historical 
vacuum. If like Hercules we were to succeed in lifting 
our giant of a science from its earthly connections, if 
we were to cut away all the links that hold self to so- 
ciety, then psychiatry would become a corpse. We will 
make mistakes if we go forward, but doing nothing can 
be the worst mistake. What is required of us is moral 
ambition. Until our composite sketch becomes a true 
portrait of humanity we must live with our uncer- 
tainty; we wi'l grope, we Will struggle, and our com- 
passion may be our only guide and comfort. 
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Respohtse to the Presidential Address ; 


BY DONALD G. LANGSLEY, M.D. 


K for this meeting, citing the criteria for maturity sug- 
gested by Freud in ‘‘Civilization and Its Discontents”’ 
(1). In these times, when all of the health professions 
are changing rapidly, we would do well to review the 
values of psychiatrists and to place them in the context 
of changing values in society and government. Let us 
start with Aristotle, who repeatedly used medicine as a 
model for the study of values in his Nichomachean and 
Eudemian Ethics (2). He did so because medicine 
deals with both life and education. Aristotle divided 
virtues (called arete) into those of the intellect (called 
sophia) and those of the soul (the psyche). How have 
we psychiatrists fared since Aristotle? 

Our medical values are often traced to the Hippo- 
cratic tradition, which focused on the responsibility of 
each physician for his or her patient. Today we expand 
those concerns to a broad variety of issues affecting 
health. We have seen a shift from the Flexner tradi- 
tion, in which science formed the most important base 
of médicine, to a variety of concerns about ethical, 
moral, and social issues. As a profession, we are in- 
creasingly concerned with social justice. In our roles 
both as psychiatrists and as citizens, we have come to 
realize that social action and health are of one piece. 
We must make that point convincingly when we con- 
sider the effect of the social role of women on their 
mental health. 

The values of psychiatry are partially expressed in 
its ethical statements, in which our usual codes are 
rules rather than laws. Some cannot be enforced. The 
law guards against the grosser violations of human 
rights, but ethics set an ideal higher than law can guar- 
antee. What is legal is not always ethical. Professional 
ethics must transcend the law for the larger human 
good. 

Robert Moore (3) has reminded us of the sources of 
medical codes and values. They derive from prayers 
and oaths written long before the birth of Christ. The 
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Hippocratic Oath from the fourth century B.C. ex- 
pressed both a convenant among physicians and a set 
of principles about patient care. With the Middle Ages 
came the Prayer of Maimonides and a set of Admonita 
and Epistulae; the Renaissance contributed the Medi- 
cus Politicus; and during the eighteenth century a vari- 
ety of treatises on the duties and character of physi- 
cians further amplified the values of the physician in 
his professional and personal life. Similar codes were 
suggested by our Chinese colleagues as far back as the 
sixth century, when Sun Ssu-miao, the father of Chi- 
nese medicine, expressed such values in his book The 
Thousand Golden Remedies and again, in the seven- 
teenth century, when Chen Shih Kung proposed 5 
commandments and 10 requirements for physicians. 
The healing professions in all cultures have developed 
codes of values as they became invested with privi- 
leges by their particular society. 

Before we ascribe too much to these external codes, 
we must remind ourselves of the deeper sources of val- 
ues and the history of their development in the individ- 
ual. Freud’s concepts of unconscious determinism and 
of a superego and ego shook the world’s assumptions 
about rationality and free will. Our values are rooted at 
unconscious as well as conscious levels. They are in- 


‘fluenced by the experiences of our earliest years of life 


and are not readily changed by external codes. 

It is not only professional. codes that influence val- 
ues. Government has played an increasing role. Health 
has become a responsibility of government. Govern- 
ments make life-or-death decisions—even to the giving 
of life through health care or the withholding of it. 
Through a series of decisions more often based on eco- 
nomics than on social values, government is in the 
business of choosing among lives. Because health has 
become such an enormously costly affair, we see the 
increasing conflict of values among patients and physi- 
cians and those who pay—the government ard insur- 
ance companies. This complicates the life and work of 
the physician, who used to say, “I am only concerned 
with preserving life." Just as we have been cautioned 
about the power and influence of the military-industri- 
al complex, so should we be mindful of the power and 
influence of the health care industry, now the second 
largest in our total economy. е 

The mass media have had a significant influence оп 
values related to health. Sad to say, the public 
knows Trapper John and Hawkeye far better than it 
knows Sir William Osler. The media have fostered the' - 
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notion that there is a medicine for every problem, and 
` they havesenhanced the demand for high-technology 
tertiary care medicine. Television doctors cause dis- 
«atisfaction in viewers who do not receive the same 
degree of personal satisfaction from their own physi- 
cians. Yet little of this display is for the benefit of the 
public— media programs are generated to sell pills and 
other treatments for profit. 

Our ethical values also move in the direction of lib- 
ertarian ideals, a right to health care and the equally 
important right to refuse. We are concerned that pa- 
tients have the right to set their own goals and not sim- 
ply to accept those of the psychiatrist. Many people do 
not wish to change from behavior that the profession 
might choose to define as pathological. Do we, then, 
have the right to define illness with the purpose of in- 
sisting that everyone achieve something we call nor- 
mality or submit to psychotherapy, drugs, or surgery? 
We are traditionally concerned with privacy and con- 
fidentiality. Patients need these in order to develop the 
trust that makes psychotherapy possible. But at the 
same time, we are reminded that the public must be 
protected. In some jurisdictions we are required to 
warn potential victims or suffer serious consequences. 


RESPECT FOR HUMAN LIFE 


As physicians we remind ourselves that respect for 
human life is the basic moral obligation binding our 
professional decisions. In those circumstances and in 
this scientific era when we seem on the verge of creat- 
ing biologic structure, we are entitled to ask what life 
is and when it begins and ends. We are concerned 
about the beginnings of what can be an independent 
life when we consider abortion, just as we are con- 
cerned about the termination of life when we consider 
brain death. We discuss issues of prolonging life 
through new technologies and treatments, including 
transplants, chronic dialysis, and new medications, 
but we need to ask whether this prolongs life in a hap- 


py and productive fashion or simply prolongs the exis- ` 


tence of certain cells and tissues. We ourselves ask for 
demonstrations of the efficacy and safety of our treat- 
ments, but it is just as often that government and oth- 
ers who pay demand those assurances. 

In a sense, the psychiatrist is more sophisticated 
about motivation and individual values than his or her 
fellow physicians are. Although we are primarily con- 
cerned about advocacy for the patient, his needs as 
well as his rights, a respect for his autonomy, and the 
need to obtain his consent, we recognize that the com- 
petence to give consent is not a simple or rational pro- 
cess. We among all professions are aware of the irra- 
tional bases for making decisions. We know about un- 
conscious reasons for decisions, and of the influences 
. of transference on feeling, thought, and behavior. Is 
consent given without persuasion or influence and be- 
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cause of rational knowledge, as the code require? 
That proposition assumes a different human being than 
the psychiatrist knows. The physician himselfis a ma- 
jor influence. Indeed, as Michael Balint would remind 
us, the most frequently used drug is the doctor him- 
self. But our special knowledge of behavior dóes not 
maké us immune from the interests of patients, courts, 
and legislators—especially those who are lawyers. In 
his response to the President a year ago (4), Alarf. 
Stone reminded us that we have to learn to live with 


893 


. lawyers—as he himself learned to do. But that obliga- 


tion does not relieve us of the responsibility to educate 
those same lawyers concerning what we know about 
human behavior. Our values as psychiatrists are to 
avoid restriction for each human being— not only the 
restriction of hospital walls, but also the restrictions 
and inhibitions of the illness itself and the stigma that 
society still attaches to mental disorder and, indeed, to 
a degree, to all of illness. 

Tomorrow's psychiatrists—the theme of our meet- 
ing next year—are the promise of the future of our pro- 
fession and its service to humanity. How shall we help 
them develop their own values? Exhortation alone will 
not ensure their virtue. Tomorrow's ideals and values 
derive from the manner in which we select and teach 
today's students. The major influences on the behavior 
of tomorrow's psychiatrists are not the facts we pre- 
sent—those change all too frequently. More significant 
are their identifications during formative years.. 

Today's students are different from those of yester- 
day. They approach our profession with a strong com- 
mitment to social goals such as peace, civil rights, the 
reduction of poverty, and the protection of the envi- 
ronment. They prefer egalitarian attitudes and non- 
authoritarian relationships with patients. They declare 
an interest in holistic medicine, the community, and 
primary care medicine. They are more concerned 
about responsibility to their own family and them- 
selves and in participation in civic, cultural, and recre- 
ational activities. They are healthy, adaptive, and ded- 
icated women and men— more so than my generation. 

All professions must constantly reconsider their val- 
ues. Some of them change, but the past remains a use- 
ful guideline for basic values. There are few as mean- 
ingful as those outlined by Sir William Osler (5): 


I have three personal ideals. One to do the day's work 
well.... The second... to act the Golden Rule... to- 
wards my professional brethren and towards the patients 
committed to my care. And the third has been to cultivate 
such a measure of equanimity as would enable me to bear 
success with humility, the affection of my friends without 
pride and to be ready when the day of sorrow and grief 
came to meet i: with. . . cpurage (pp. 450-451)... . And, 
if a fight is fo- principle and justice, even when failure 
seems certain . . . cling to your ideal. (p. 8) 


I return to Hippocrates, Maimonides, and the.other 
ancients of our profession. Their ghosts would femind 
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RESPONSE TO PRESIDENTIAL ADDRESS 
vd. 15 } 


“us that ok first aad most lasting value as psychiatrists 
should be a concern for our patients. Many people car- 
ry the label of patient —those with mild problems and 
those with problems that interfere with achieving their 
potential. But ouz major concerns must be with those 
who suffer most intensely. I refer to those with acute 
psychosis or a major affective disorder and those with 
chronic mental illness, who were often thrust pre- 

.'maturely into communities unprepared to receive 
them. Many nonrsychiatrists in the mental health field 
claim to and do possess expertise in psychotherapy 
and can be of help to some patients with milder forms 
of mental illness. However, the seriously ill and the 
chronic patient must nct and cannot be neglected by 
psychiatrists. 
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The first responsibility of the psychiatrist is to treat 
the sick. That is the keystone of our valuessystem. 
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% 
BY SILVIO J. ONESTI, M.D. 


t speaks for the wisdom of the members of the 

American Psychiatric Association that they nomi- 
nated and elected Alan A. Stone as their 108th Presi- 
dent. Alan brought vigor, knowledge, and judgment to 
the presidency at a time of forceful challenge to 
accepted ideals. Patients challenge us, legislatures 
challenge us, insurers challenge us, colleagues in allied 
professions challenge us, opinions within psychiatry 
challenge us, expanding scientific knowledge chal- 
lenges us—all in ways that threaten our ability to 
provide professional and humane care to those whom 
we serve. Alan has recognized the challenge, and with 
it the opportunity to lead psychiatry in.the direction 
of increasing its availability and effectiveness and its 
commitment to its patients. As psychiatrist, educator, 
and advocate, and as President of the American Psy- 
chiatric Association, he has been nationally and inter- 
nationally the right spokesman for psychiatry at the 
right time. 


BACKGROUND AND EARLY YEARS 


Alan Abraham Stone was born in Boston, Mass., on 
August 15, 1929. All four of Alan’s grandparents had 
come to the United States from Lithuania to escape 
oppression and to find opportunity. Alan traces an- 
tecedents of his intellectual and scholarly interests to 
Rabbi Elijah, the famous Vilna Gaon. Alan's grand- 
fathers —both of them hardworking—established small 
businesses and provided for their families. Both 
died when Alan's parents were adolescents. Alan's fa- 
ther, one of seven children, worked while continuing 
his education through Boston University Law School, 
which in those days did not require a university degree 
for enrollment. 

Alan's father graduated from law school at age 20 
and became a law clerk for a judge in the East Boston 
Court. Soon married, he and Alan's mother took his 
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mother's two sisters in to live with them. Alan's par- 
ents had three sons in rapid succession. Alan, the 
middle son, was born into a supportive family, Jewish 
in custom and belief but not in adherence to religicus 
dogma. 

Alan's father wanted to become the judge of the 
East Boston Court. Because of that he remained in 
East Boston after the Jewish population left. Alan 
grew up surrounded by Italian and Irish people. In that 
sense he felt himself an outsider. The few remaining 
elderly Jews who attended the synagogue on holidays 
did not provide a model of identification for Alan, who 
looked elsewhere. 

Alan found a resource in books. The judge had given 
Alan's father his library. Alan read Scott, Hugo, de 
Maupassant, Balzac. One book that influenced him 
greatly was This Believing World (1) by a rabbi who 
had become an atheist. The idea that all religions were 
based on fear of death or fear of nature had a great 
impact on Alan's thinking. He became a secret atheist 
or at least an agnostic. A sense that the way of the 
world could be understood through knowledge of hu- 
man motivation replaced Alan's earlier system of be- 
lief. 

Social awareness accompanied Alan's psychological 
awareness. Alan's father, who was practicing law in 
Boston and East Boston, shared his offices with a 
black lawyer. He believed in the strength of people 
coming together; he began a camp for poor children 
of all races and religions. He believed that if whites 
and blacks, Catholics, Protestants, and Jews were ex- 
posed to each other as children they could overcome 
their racism. The camp played a large part in Alan's 
growing years. 

As Alan's father and mother had given a home to his 
mother's younger sisters, so, during the 1930s, Alan's 
father and mother provided a home for a stream of 
Jewish refugees, all speaking foreign languages. Alan's 
parents gave generously, with his mother feeding and 
sheltering them and his father helping them to find 
work and homes. Alan's father became a passionate 
Zionist. 

This background of compassion, generosity, respon- 
sibility, and devotion molded Alan's youth. Alan was a 
good son. He read, studied, and was interested in 
everything around him. It was easy for his father to see 
promise in Alan and invest in him hopes for the future. 
Alan's mother found in Alan a thoughtful confidant 
who returned affection and nurture with sompanion- 
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: ship. Ala} ‘believes that his mother’s love and joy in 


living have been the.most vital ingredients in his own 
life. >» » 

One day, when Alan was eight years old, his father 
brought home a football. Alan began playing, and 
within a year became part of a green-jerseyed neigh- 
borhood team called the Shamrocks, consisting of an 
Irish boy who was captain, Alan, and the rest all Ital- 
ian. Football became a large part of Alan's life and was 
to remain so well into his college career. From football 
Alan acquired the nickname '* Rocky," related more to 
his indomitable spirit as a linesman than to his sur- 
name. 

The Boston Latin School for Boys, a special public 
school for able students, expanded Alan's world. He 
was outstanding among the brightest and most indus- 
trious students in Boston. : 


FORMATIVE YEARS 


Alan entered Harvard University in 1946 among a 
large group of returning World War II veterans. He 
began as an economics major, intending to go to law 
school, until as a sophomore he took a course titled 
History of Religions. It was This Believing World re- 
visited. It explored the phenomenon of conversion as 
well as the ideas of Judaism and Christianity and add- 
ed the perspective of anthropology. He switched his 
major to psychology. Alan played freshman and varsi- 
ty football. He broke his jaw in a practice during his 
senior year; his football career ended. 

Alan's interest in psychology led him to consid- 
erations about aggression. At the time, the frustration- 
aggression hypothesis was in its ascendancy; it held to 
the notion that frustrations caused an increase in the 
instigation of aggression. Álan, guided by Prof. Henry 
Murray, who had developed the Thematic Appercep- 
tion Test, administered that test to football players be- 
fore and after scrimmages and after the season. He 
found that playing football provided no catharsis at all 
at the fantasy level; if anything, it seemed to provoke 
fantasies of retaliatory aggression. Alan elaborated his 
findings in his senior thesis (2) and received a thesis 
grade of summa cum laude. 

The faculty asked Alan to stay at Harvard in psy- 
chology and social relations. Alan consulted Henry 
Murray, who advised him to go to medical school. Pro- 
fessor Murray said that medicine had a tradition with a 
past and a future; physicians belonged to a continuing 
historical and social institution. Alan decided to try to 
find his roots in medicine and psychiatry. Alan had 
read a, novel about a man who, given a chance to live 
his life again, repeated the crucial unfortunate choice 
(3). Alan adopted the idea that one had to take a 
chance and do what was not expected in order to es- 
cape the inevitability of a patterned way. The sugges- 
tion of medical school jolted him, yet it sustained his 
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intellectual interest in human nature. He spent a year 
completing the premedical requirements and applied | 
to medical school. 

Alan decided to go to Yale, partly because everyoge 
expected him to go to Harvard and partly because he 
was impressed by Lawrence Kubie, whose lectures he 
attended when visiting for his interviews. He did not 
regret his decision. Át Yale he came under the influ- 
ence and guidance of Ernst Kris. 

Alan started a weekly psychiatric study group of 
medical students that continued for four years. Ernst 
Kris met with them and encouraged Alan to participate 
in the longitudinal study of child development at the 
Yale Child Study Center. He asked Alan to undertake 
the bibliographic research—to read and catalogue all 
that had been done before in the way of longitudinal 
studies. Alan and a fellow student completed this as 
their medical school thesis; it was later published as a 
reference book (4). 

Alan pursued his interest in child development by 
taking an internship in pediatrics. He wanted to ob- 
serve the personality development he had read about 
in his bibliographic research. Alan thought that after 
Freud the most interesting contributions to psychiatry 
and psychoanalysis had come from people such as ` 
Ernst Kris, Anna Freud, Melanie Klein, and Erik 
Erikson, who had worked with children. 

He remained at Yale. The Department of Pediatrics 
there was unique. Milton Senn, as chairman of the De- 
partment of Pediatrics and of the Yale Child Study 
Center, had united excellence in child development, 
child psychiatry, and child psychoanalysis with ex- 
cellence in pediatric medicine. At Yale the pediatric 
intern did everything in the care of the total patient: 
bacteriology, electrolyte determinations, fluoroscopy, 
routine blood and urine analyses, care of newborns, 
care of nursing mothers, developmental assessments, 
and longitudinal individual and family care. All of the 
fragmentation of modern medicine was overcome in 
that department. It has remained for Alan the highest 
point of his medical experience; he was saving chil- 
dren's lives in a model setting dedicated to furthering 
the total health and well-being of children and families. 

Alan went on into psychiatry. Ernst Kris recom- 
mended him to Grete Bibring for psychoanalysis and 
psychoanalytic training. Alan chose McLean Hospital 
for his psychiatric residency. He had developed an in- 
terest in psychotic patients while an undergraduate 
student at Harvard and a medical student at Yale. At 
McLean he could work with psychotic patients in in- 
tensive long-term psychotherapy under the close su- 
pervision of psychiatrists such as Alfred Stanton and 
Paul Howard. He took his final year of psychiatric 
residency training as a fellow in child psy&hiatry at the 
James Jackson Putnam Children's Center with Beata 
Rank. There, he increased his understanding of human 
development through treating its deviations in severe; 
ly disturbed, psychotic preschool children. = 
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Alan spent the subsequent two years in the U.S. Ar- 
. my Medical Corps, stationed in Denver and practicing 
psychiatry. When he returned to his home in Cam- 
bgidge, he was invited by Mrs. Rank to join her re- 
search project regarding children with atypical devel- 
opment. He received a special NIMH grant to do so. 
He also studied blind retarded children. He observed 
and reported stereotypic behavior similar to that found 
in psychotic children (5). He continued to study psy- 
chotic adults (6, 7) and adult patients showing con- 
stellations of serious suicidal behavior (8-10). His in- 
terest in the psychodynamic understanding of severe 
psychopathologic symptoms united these endeavors. 

The following year Alfred Stanton asked Alan to be- 
come Director of Residency Training at McLean Hos- 
pital, a position Alan held from 1962 to 1968. He is 
remembered by his residents as a gifted supervisor and 
educator who observed their therapeutic work directly 
or through videotapes, consulted on their evaluations, 
assisted them with psychodynamic formulations, 
taught them through classic and current literature in 
seminars at his home, and advised them in their ca- 
reers. Alan furthered his development by completing 
his psychoanalytic training at the Boston Psycho- 
analytic Institute during this period. 


PSYCHIATRY AND LAW 


Alan's career in law began by chance. Prof. Alan 
Dershowitz had come to Harvard Law School from 
Yale. He wanted to introduce at Harvard a course that 
had originated at Yale called Psychoanalytic Theory 
and Legal Assumptions, but he needed a psycho- 
analyst to teach with him. Through Grete Bibring and 
Erik Erikson he found Alan Stone. Alan, the son of a 
lawyer and a person who at one time had considered 
law as a career, found himself in law. 

The course the two Alans taught together was a re- 
markable success. Alan Dershowitz then asked Alan 
to join him in teaching the more standard course, Psy- 
chiatry and Law. Again the course was a success. A 
crucial ingredient was the dialogue between these two 
teachers, each committed to his own discipline but 
each willing to respect the other's view. 

Alan decided he had learned all he could about law 
as an outsider. He received an NIMH grant to spend a 
year at Harvard Law School. He gave up his position 
as Director of Residency Training at McLean Hospital 
and took courses in criminal law, torts, contracts, con- 
stitutional law, and family law. Prof. Frank Sander 
asked him to help teach two courses, Family Law and 
Human Relations Problems in Legal Practice. The fol- 
lowing yea Professors Dershowitz and Sander left 
their courses to Alan. Two years later, at age 40, Alan 
became Professor of Law and Psychiatry in the Facul- 
‚(у of Law and the Faculty of Medicine at Harvard. 

" Alan's professorship has allowed him to pursue the 
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life. of a scholar; an important element irf: фам is” 
detailed, rigorous interchange with ‘colleagues in what 
he calls his "study groups.” This tradition, which he 
began as a medical student, has continued to this 
day: 

Alan entered the field of law at a time of challenge to 
the assumption that psychiatry and. psychoanalysis 
were value-free sciences. He viewed the legal attacks 
on the psychiatric establishment not as a narrow prob- 
lem of forensic psychiatry but as part of a deeper chal- 
lenge to the hidden value assumptions in psychiatry 
that become visible in various legal arrangements. 
Alan has spent the subsequent 10 years of his career 
examining the moral implications of psychiatry. 

Alan became aware of the need for a reasonable 
spokesman for psychiatry who understood the law and 
what was taught in law schools, and who knew what 
was expected of psychiatry and what a constitutional 
legal system required. Alan views his book Mental 
Health and Law: A System in Transition (11), pub- 
lished in 1975, as a contribution in this regard and his 
most important book. He formulated positions on a 
number of issues, such as the standards and proce- 
dures for civil commitment, the juvenile justice sys- 
tem, the determination of competency to stand trial, ` 
the right to treatment, and the right to refuse treat- 
ment. His positions have become those of the psychi- 
atric establishmert in briefs presented to state and fed- 
eral supreme courts. Alan received the Manfred S. 
Guttmacher Award of the American Psychiatric Asso- 
ciation for this work. 

As chairman of the Committee on Law of the Group 
for the Advancement of Psychiatry, Alan was princi- 
pal author of two reports: The Right to Abortion: A 
Psychiatric View (12) and The Misuse of Psychiatry in 
the Administration of Criminal Justice: Competency 
to Stand Trial (13). The report on abortion was impor- 
tant personally to Alan because initially he was opposed, 
both for moral reasons and because he accepted the 
view that a woman who has had an abortion uncon- 
sciously feels tha: she has committed murder. In the 
course of meeting with colleagues, Alan reconsidered 
his previous views, taken from authority rather than 
from experience and evidence. Although he did not 
change his moral position, he became convinced that 
psychiatry had no valid justification for opposing a 
woman's choice. The report provided him an oppor- 
tunity to examine how law and psychiatry related to a 
major social problem. The report was to have prac- 
tical importance; ihe New York State legislature used 
it in passing a law to include nonmedical as well as 
medical criteria for abortion. This was the prelude to 
two Supreme Court decisions. 

The report on competeficy to stand trial addressed 
the controversial issue of the value of a psychiatric 
opinion in that assessment. The report took Alan's 
view that the psychiatrist can describe mental process- 
es, but, when the concepts that go into the definitions 
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* of complténcy and sanity are social, legal, political, 


and ultimately moral, psychiatrists have nothing in 
their seience that allows them to decide the ultimate 
legal questions. 

Alan has continued to add his ideas regarding the 
working relationship between law and psychiatry (14, 
13). He is widely recognized as a leading spokesman in 
American psychiatry on this increasingly important 
subject. 


AMERICAN PSYCHIATRIC ASSOCIATION 


Alan's career in the American Psychiatric Associa- 
tion began with a request from the Committee of Con- 
cerned Psychiatrists that he be a petition candidate for 
Trustee. Alan agreed with their idea that the members 
should have a choice of candidates with new views. 
His election confirmed this. As Trustee he pressed to 
have the American Psychiatric Association respond to 
issues confronting it from government and the courts. 
At the end of his three-year term he sought the Vice- 
Presidency, again by petition. Alan served as Vice- 
President for two years and accomplished a great deal. 
His influence led to the American Psychiatric Associa- 
tion's organizing a Commission on Judicial Action (16) 
that could prepare amicus curiae briefs for courts 
throughout the country. He served as chairman. Alan 
felt it was important to obtain an excellent lawyer as 
general counsel for the American Psychiatric Associa- 
tion. He found one! who not only was a gifted lawyer 
but who knew the issues as seen by psychiatrists. Alan 
regards that lawyer, Joel Klein, as a mainstay of our 
Association. Alan’s protective influence allowed the 
Commission and lawver.to articulate sensible posi- 
tions that enabled the American Psychiatric Associa- 
tion to present a broad, adaptive, responsible stance. 

Alan was nominated for the Presidencv and won the 
election, stating the need for the leadership of the 
American Psychiatric Association to address social, 
political, and governmental issues. While President- 
Elect he held a Guggenheim Fellowship, which sup- 
ported travel and time to study these issues. Alan also 
began writing a column for Psychiatric News in order 
to share his ideas with the members. 

A major chapter in Alan's life was his participation 
in a group representing the American Psychiatric As- 
sociation that was invited by the government of South 
Africa to investigate alleged abuses of blacks in their 
psychiatric facilities.? The study (17) was a landmark. 


. 

‘Joel I. Klein, who has writteit to confirm Alan's commitment to 
excellence, his humanitarian concerns, and his contribution to the 
law as a gifted teacher and thinker (personal communication, March 
1980). ў 
* 2The group was composed of Charles Pinderhughes, former 
Trustee; Jeanne Spurlock, Deputy Medical Director; Jack Wein- 
berg, Past President; and Alan Stone, President-Elect. 
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It meant that the American Psychiattic Association, 
even with knowledge of the imperfections pf psychiat-’ 
ric care in its own country, was willing to provide a 
model of objective criticism and to recommend spegf- 
ic improvements in the care of 10,000 blacks in mental 
hospitals in a foreign country. The study showed that 
psychiatric care in South Africa had been pervasively 
influenced by the system of apartheid. 

While President-Elect, Alan visited Poland by in- 
vitation to discuss a new civil commitment law and a 
new mental health law for that country. Alan was re- 
quested to examine General Pyotr Grigorenko, a Rus- 
sian dissident who had gained entry into the United 


.States. Alan visited Russia, where he spoke to the 


leading Russian psychiatrist, Prof. Andrei .Snezh- 
nevsky, who, at the 1977 meeting of the World Psychi- 
atric Association in Honolulu, had tried unsuccessful- 
ly to defend Russian psychiatry against the resolution 
that political dissidents in Russia were being mis- 
diagnosed as psychiatrically ill and were being de- 
tained in mental hospitals. Professor Snezhnevsky 
stated that the Russians welcomed an examination of 
General Grigorenko and were certain that a diagnostic 
team would find him insane. Alan viewed this as a sig- 
nificant opportunity for American psychiatry to make 
an objective evaluation of a prominent dissident. The 
diagnostic team found no evidence of insanity and no 
need for mental hospitalization. Alan sent the report, 
as he had the report on South Africa, to the respon- 
sible authorities to give them an opportunity to com- 
ment prior to its publication. 

As President of the American Psychiatric Associa- 
tion, Alan in his inaugural address called upon Ameri- 
can psychiatry to hold true to its concern for the pa- 
tient as a whole human being (18). During his presiden- 
Cy, Alan established the Council on Aging to apply this 
principle in regard to the psychiatric problems of the 
most rapidly enlarging segment of our population. He 
added the Council on Government Policy and Law to 
enable psychiatrists to develop model regulations and 
submit them to state and federal legislatures. 

Alan inherited administrative problems within the 
American Psychiatric Association that required atten- 
tion and action: the effects of inflation, the need for 
new headquarters, the need to raise funds and raise 
dues, and the need to travel to district branches to ob- 
tain informed support. He has taken appropriate steps 
with all of them. 

As President of the American Psychiatric Associa- 
tion, Alan has been a strong spokesman for psychia- 
try. He testified in Congress, conferred with represen- 
tatives and senators, appeared on television shows, 
talked endlessly to reporters who quoted him frequent- 
ly in newspapers and journals. He addressed issues in 
a manner that repeatedly helped our patients and 
strengthened our profession. In his own words, 
“When our patients’ needs are recognized, our profes: 
sion's future will be secure.” a 
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Alan is a devoted husband and father; his greatest 

ppiness has come from the love and companionship 
of his wife and children and from experiences shared 
with them. When the children were young, the family 
enjoyed summers at Cape Cod and Martha's Vine- 
yard—boating, swimming, playing tennis, collecting 
mussels and oysters, and reading. Later, vacations 
were spent in Europe. More recently, Alan and his 
wife have traveled on holiday to distant parts of the 
world such as Brazil, Peru, India, and Iran. 

Alan met his wife, then Sue Smart, while he was a 
senior at Harvard and she a sophomore at Radcliffe 
majoring in poetry. They married as soon as Sue com- 
pleted college. Sue continued her interest in poetry for 
several years and a number of her works have been 
published. When Alan and Sue returned to Cambridge 
from the Army they collaborated on a book that com- 
bined their abilities and interests: The Abnormal Per- 
sonality Through Literature (19). It was an immediate 
success. Many departments of English and psychology 
have used it as a textbook, as have a number of medi- 
cal schools. Published in 1966, the book has been re- 
printed every year. 

Later, when their children were grown, Sue went to 
law school. Since graduation in 1975 she has worked 
on projects of public interest. She has served the men- 
tally retarded, has monitored implementation of regu- 
lations regarding consent for treatment of the mentally 
ill, and has examined conflicts of interest of state em- 
ployees. She is current collaborating with Alan on a 
book about psychiatric malpractice. 

Their daughter, Karen, is 27, a graduate of the Uni- 
versity of California at Berkeley and a graduate stu- 
dent in psychology at Harvard; she will do her clinical 
work next year at McLean Hospital. Their older son, 
Douglas, is 25, a graduate of Harvard, a Rhodes Schol- 
ar, and at present a Karl Taylor Compton Fellow in 
Physics at the Massachusetts Institute of Technology. 
Their younger son, David, 22, is a senior at Harvard 
majoring in psycholinguistics and plans to go to law 
school. Alan holds his close relationships with all three 
of his children as very precious. He feels fortunate that 
he has them all nearby in Cambridge. 

Alan and I have »een friends for 25 years. We met as 
pediatric house officers at Yale. We are now psychia- 
trists and psychoanalysts at Harvard. I respect and es- 
teem him greatly and admire his dedication to every- 
thing he values. He has been psychiatrist and psycho- 
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analyst, educator and advocate, for all пр kest in” 


our field. He has been loyal to ideas and.ide@ls, articu- 
late in their expression, effective in their pursuit. He 
has brought his interest in the relationship of psychia- 
try and values to the attention of his colleagues 
through his writing and through his selection of the 
theme of his presidential meeting of the American Psy- 
chiatric Association. The theme ‘То Love and to 
Work: Human Values in Psychiatry” applies equally 
to Alan, a man whose love and work and whose human 
values have benefited those who suffer psychiatric ill- 
ness and those who attempt to alleviate that suffering. 
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Tarde Dyskinesia: Review and Update 


BY HAROLD L. KLAWANS, M.D., CHRISTOPHER G. GOETZ, M.D., AND STUART PERLIK, M.D. : 





Tardive dyskinesia is an extrapyramidal syndrome 
associated with the chronic administration of major 
neuroleptic agents. The pathogenesis of the disorder 
appears to relate to chronic striatal dopaminergic 
receptor site blockade; the pathophysiology of tardive 
dyskinesia appears to relate to the resultant 
denervation hypersensitivity. Agents that deplete the 
brain of dopamine are the mainstay of therapy for 
tardive dyskinesia. Cholinergic agents that potentially 
modulate the balance between dopamine and 
acetycholine in the striatum offer possible additional 
therapeutic options. Clearly, resumption of 
neuroleptic therapy is treatment with the presumed 
pathogenic agent and is to be avoided whenever 
possible. 


Ce dyskinesias are abnormal in- 
voluntary, persistent movements of the tongue, 
lips, and facial muscles (1), initially described as an 
integral part of the hyperkinesias of Huntington’ S 
chorea and other choreatic states. Following the in- 
troduction of neuroleptics into the practice of psychia- 
try in France in 1952, reports began to appear in the 
late 1950s of an extrapyramidal disorder characterized 
by persistent dyskinesias, often.of a lingual-facial-buc- 
cal nature, which were associated with the long-term 
administration of neuroleptics. The late appearance 
led Uhrbrand and Faurbye in 1960 to apply the term 
"tardive dyskinesia’ (2). By definition this term im- 
plies an iatrogenic disease caused by chronic neurolep- 
tic therapy. 

The early description of this syndrome emphasized 
abnormal motor movements affecting the face, the so- 
called bucco-lingual masticating syndrome. This con- 
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sisted of involuntary mouthing, chewing, sucking, and 
licking movements of the tongue. Later, the syndrome 
description was broadened to include a variety of ab- 
normal muscular manifestations, including choreoath- 
etoid-type movements of the fingers, hands, arms, 
and feet and flinging or ballistic-type movements, par- 
ticularly of the arms, as well as axial hyperkinesias and 
diaphragmatic movement resulting in grunting and dif- 
ficult breathing. As the condition was studied more, 
the mouthing movements were further refined to in- 
clude puckering, panting, smacking, and tongue move- 
ments inside the mouth. The clinical picture closely 
resembles L-dopa-induced dyskinesias and other cho- 
reatic disorders, both in the character of the move- 
ment abnormality and in the diversity of the individual 
symptoms. 


EPIDEMIOLOGY 


A number of population studies have been con- 
ducted to establish the frequency of tardive dyskinesia 
and the significance of such factors as sex, age, and 
type of underlying psychiatric disease. The prevalence 
of tardive dyskinesia has been estimated to range from 
.5% to 56% of patients treated with prolonged neuro- 
leptic agents (3-6). This wide variance may be partly 
explained by the patient selection process and the di- 
agnostic methods used to define the disorder. Studies 
of patients who were chronically institutionalized and 
older tended to report the highest incidence of tardive 
dyskinesia, but studies that focused on middle-aged 
and younger patients reported lower incidences (7-9). 
Smith and associates (10) used the Abnormal In- 
voluntary Movement Scores (AIMS) to assess the 
prevalence of tardive dyskinesia and demonstrated 
that abnormal movement scores tended to be more se- 
vere with increasing age in both men and women up to 
age 70. In patients over 70, the mean AIMS decreased 
in the male population sampled and continued to in- 
crease in women. Hence, the often quoted 2:1 female 
to male prevalence ratio of the disorder was true only 
for patients over 70; otherwise no sex difference was 
found. 

Other factors besides age and sex that have been 
studied in relation to the epidemiology of tardive dys- 
kinesia include length of hospitalization, history of 
neuroleptic-induced extrapyramidal syndromes, and, 
type of schizophrenia. No established patterns have ' 
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emerged to clarify these epidemiological issues, and it 


` appears thgt these are not significant factors in the de- 


velopment of tardive dyskinesia (11). Jus and associ- 
ates (11) reported a higher prevalence of tardive dyski- 
nesia in those schizophrenic patients who had an in- 
sidious rather than an acute onset of their psychiatric 
disease. They felt, however, that this may be an 
epiphenomenon because the insidious clinical presen- 
tation is more characteristic for the older patient popu- 
lation as a whole. Furthermore, they concluded that 
the prevalence of tardive dyskinesia was significantly 
higher if the mean age was higher at the beginning of 
medication therapy, again a possible reflection of age 
alone. 

The fact that neuroleptic drugs are associated with 
the development of tardive dyskinesia might suggest 
that the greater the total amount of neuroleptic a pa- 
tient has received, the higher the risk of severity of 
tardive dyskinesia. Two studies (12, 13) suggested an 
association between total amount of neuroleptic re- 
ceived and tardive dyskinesia, but a third study using 
higher neuroleptic doses (14) indicated no relation. 
Smith and associates (10) reviewed drug history and 
tardive dyskinesia in more than 100 patients and con- 
cluded that the total amount of neuroleptic received 
over many years is not the main variable related to the 
development of tardive dyskinesia; instead, a positive 
correlation was found between the maximal amount of 
neuroleptic administered in any one year and the tar- 
dive dyskinesia score. These results suggest that the 
temporal schedule and daily amount of neuroleptic ad- 
ministered may be epidemiologically more important 
than the total amount of medicine a patient receives. 
No increased prevalence of tardive dyskinesia in pa- 
tients chronically treated with antiparkinsonian drugs 
has been definitely established (15-17). In fact, one 
study (5) reported a lower prevalence of tardive dyski- 
nesia in patients receiving concurrent neuroleptic and 
antiparkinsonian drugs than in patients receiving neu- 
roleptics alone. 


NEUROPATHOLOGY 


The observation that tardive dyskinesia frequently 
remains permanent even after discontinuation of anti- 
psychotic drugs (2, 18-21) has led investigators to 
search for a permanent structural alteration in the 
brains of patients with tardive dyskinesia. Neuro- 
patholcgical studies following acute or chronic admin- 
istration of antipsychotic drugs in laboratory animals 
have not demonstrated specific or localized neuro- 
pathologic changes in the brain beyond those second- 
arily produced by the diverse systemic effects of these 
drugs (22, 23). There is a single report of reduced neu- 
ronal cell count in the basal ganglia of rats chronically 


receiving phenothiazines (24), but this is of uncertain 
' importance because gliosis or degenerative changes 
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were not observed. Postmortem пеев 
changes following chronic phenothiazine t alment in 
patients without extrapyramidal syndromes have usu- 
ally consisted of scattered areas of neuronal degenera- 
tion and gliosis without convincing localization (22). 
Individual patients with drug-induced parkinsonism or 
tardive dyskinesias have been reported to have post- 
mortem changes in the globus pallidus and putamen 
(25), in the caudate nucleus and substantia nigrae (25),* 
and in the inferior olive, but other investigators (27) 
have reported no significant neuropathologic abnor- 
mality in patients with tardive dyskinesias. 

Christensen ard associates (28) have reported the 
presence of neuronal degeneration and gliosis of the 
substantia nigrae in 27 of 28 brains from patients with 
chronic oral dyskinesias, 21 cases of which were at- 
tributed to antipsychotic drugs. Only 7 of 28 matched 
control brains showed similar changes. Although the 
reported nigral degeneration and gliosis may represent 
a toxic effect of the drug, their occurrence in some el- 
derly individuals who did not have tardive dyskinesia 
raises the possib:lity that they may be accompanying 
events of aging and not directly related to the appear- 
ance of tardive dyskinesia. The fact that no obvious 
anatomical alterations are associated with the develop- 
ment of tardive dyskinesia has led investigators away 
from microscopic studies and toward a more thorough 
evaluation of receptor site dynamics, neurochemistry, 
and pharmacology of the disorder. 


PATHOGENESIS AND PATHOPHYSIOLOGY 


Although the pathologic sequence of changes under- 
lying the development of tardive dyskinesia remains 
unknown, the similarity of the abnormal movements to 
other forms of chorea suggests a common biochemical 
basis. A number of clinical and pharmacologic obser- 
vations have helped to clarify the pathophysiology of 
the movements seen in tardive dyskinesia; these ob- 
servations have etiologic as well as therapeutic impli- 
cations. In summary, there is substantial evidence that 
the pathogenesis of tardive dyskinesia relates to 
chronic dopamine receptor site blockade; the patho- 
physiology of the disorder relates to the resultant re- 
ceptor site hypersensitivity. 

The first clues concerning the pathophysiology of 
tardive dyskinesias came from the observation that the 
neuroleptics —agents associated with the development 
of tardive dyskinesias—are the same agents known to 
cause drug-induced parkinsonism. Parkinsonism is felt 
to result from deficient dopaminergic activity in the 
striatum (29). The fact that the neuroleptics can induce 
a parkinsonian syndrome 'suggests that these agents 
may alter central dopaminergic balance and thereby 
chemically simulate the structural abnormality seen [п 
Parkinson's disease. Biochemical studies have cor- 
roborated these hypotheses and have shown that the 
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"neurolgpti $ act by blocking dopamine receptor sites 
in the Шс &ysterh and the striatum (30). This block- 
ade of dopamine receptors in the striatum is felt to un- 
derlie the neuroleptic-induced parkinsonism so often 
seen within the first weeks or months after neuroleptic 
induction. These studies show that neuroleptics affect 
the dopaminergic system and that, at least initially, the 
effect is one of functional underactivity of dopamine at 

, dopamine receptor sites of the striatum. 

This blockade may be thought of as a form of chem- 
ical denervation or functional inactivation of dopamine 
receptors in the striatum. If the blockade is complete 
at any receptor site, the receptor is prevented from re- 
ceiving its normal neurotransmitter influence. This 
does not imply that the blockade is complete for all 
dopaminergic receptors throughout the striatum. The 
concept is important because it implies that not all re- 
ceptors are blocked to the same extent by a single 
agent. If the latter were true, chemical denervation 
could occur only following complete blockage of all 
dopamine receptors, which would necessarily be accom- 
panied by a severe form of drug-induced parkinsonism. 

A second clue concerning the pathophysiology of 
tardive dyskinesias comes from the observation that 
these dyskinesias are remarkably similar to and often 
indistinguishable from the abnormal movements seen 
in Huntington’s disease and L-dopa-induced dyski- 
nesias. These latter two movement disorders are felt to 
relate to a heightened response of the dopamine recep- 
tor sites in the striatum. The similarity of tardive dyski- 
nesias to movement disorders whose pathaphysiology 
is better understood suggests that tardive dyskinesias, 
too, may relate to altered sensitivity of the striatal do- 
paminergic system. 

Whereas parkinsonism results from underactivity of 
the dopaminergic system, tardive dyskinesias appear 
to result from overactivity. The neuroleptics would 
then appear to be associated with both dopaminergic 
syndromes, initially parkinsonism, implicating dopa- 
mine underactivity, and eventually tardive dyski- 
nesias, implicating dopamine overactivity. The ex- 
planation behind this apparent dichotomy relates to 
the fact that after chronic blockade, receptor function 
is altered. A large body of evidence demonstrates that 
after prolonged denervation, a receptor site becomes 
hypersensitive to ambient amounts of neurotransmit- 
ter exposure. This results in an enhanced response of 
the postsynaptic cell to neurotransmitter concentra- 
tions that previously led only to low rates of baseline 
firing. This phenomenon of denervation hyper- 
sensitivity has been extensively studied in the periph- 
eral receptor site system and has been shown to apply 
to the dopaminergic striatal system as well. Ohye and 
associates (31) showed that*after prolonged denerva- 
tion the postsynaptic striatal cells fire with enhanced 
frequency in response to ambient dopamine that pre- 
viously caused only low, baseline firing rates. A simi- 
lar behavioral hypersensitivity can be seen in animals 
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after chronic neuroleptic administration (32). The ul- 


trastructural basis for this chronic hypersensitivity has | 


been studied in detail, and it appears that hyper- 
sensitivity relates pathophysiologically to alteratiogs 
in dopaminergic receptor site populations. After 
chronic neuroleptic administration to animals, there is 
an increase in the number of striatal dopamine recep- 
tors that clearly parallels the behavioral changes (32, 
33). Analogous alterations may underlie the patho- 
physiology of tardive dyskinesia in man. 

Dopamine turnover studies are consistent with the 
gradual development of denervation hypersensitivity. 
Cerebrospinal fluid levels of homovanillic acid, the 
major metabolite of dopamine, tend to increase acute- 
ly following the administration of neuroleptics (34). 
Within the first few weeks of treatment, this elevation 
tends to decrease so that after chronic treatment there 
is generally decreased turnover of dopamine (35-37). 

The question of which dopamine receptor sites are 
sensitized is of central importance to an understanding 
of the pathogenesis and pathophysiology of tardive 
dyskinesias. If tardive dyskinesias result from pro- 
longed blockade of the same dopaminergic receptors 
whose less chronic blockade leads to parkinsonism, 


some degree of parkinsonism would be a prerequisite ` 


for the subsequent occurrence of drug-induced tardive 
dyskinesias. Furthermore, these dyskinesias should 
occur in the same muscles, supplied by the same re- 
ceptors that were involved in the parkinsonian mani- 
festations. This is clearly not the case: tardive dyski- 
nesias often occur in patients who have had no history 
or evidence on physical examination of drug-induced 
parkinsonism (29). Additionally, although patients 
with tardive dyskinesia tend to have fewer hypokinetic 
parkinsonian symptoms than neuroleptic-treated pa- 
tients without tardive dyskinesia, case reports demon- 
strate that patients may suffer simultaneously from 
both tardive dyskinesia and drug-induced parkinson- 
ism (38-40). 

These observations suggest the possibility of more 
than one dopamine receptor site in the striatum. In 
fact, there is evidence from cellular recordings that at 
least two different dopamine receptor populations ex- 
ist in the striatum. Dopamine receptors of the striatum 
have been demonstrated to respond to dopamine with 
facilitation or inhibition. Since the response of a recep- 
tor to a transmitter is a property of the receptor site 
and not of the transmitter, two different responses sug- 
gest two different receptors. When dopamine activates 
one type of receptor, the neuron is hyperpolarized or 
inhibited. These receptors could be called dopamine- 
inhibited receptors. The second type of receptor re- 
sponds to dopamine stimulation with depolarization or 
facilitation and could be called the dopamifie-facilitat- 
ed receptors. Parkinsonism is usually related to de- 
creased activity of dopamine at the dopamine-inhib- 
ited receptors. 


It is of interest that although the neuroleptics block | 
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both types of dopamine receptors, the degree of block- 
` ade is diffegent for the two populations. The dopamine- 
` facilitated neurons are blocked by levels of haloperidol 
or chlorpromazine that do not block the action of 
dopamine at dopamine-inhibited receptor sites. Only 
with larger doses of the neuroleptics are the dopamine- 
inhibited receptors also blocked (41). This observa- 
tion, together with the observation that tardive dyski- 
nesias can occur independently of drug-induced par- 
kinsonism, suggests that the two disorders both relate 
to dopamine but to different receptor populations. One 
could visualize tardive dyskinesias as an abnormal hy- 
peractive response of dopamine-facilitated receptors 
to dopamine, while parkinsonism relates to a lack of 
response of the dopamine-inhibited receptors to dopa- 
mine. 

No large studies measuring receptor site populations 
in people with tardive dyskinesia have been per- 
formed, although receptor site measurements from 
brains of schizophrenic patients have been investi- 
gated. Owen and associates (42) demonstrated in- 
creased dopamine receptor sensitivity in both receptor 
numbers and affinity as measured by spiroperidol bind- 
ing in the postmortem brains of schizophrenic pa- 
tients. These biochemical changes were seen in pa- 
tients who were receiving neuroleptic agents at the 
time of death, as well as in patients who were not re- 
ceiving medication. However, those patients who 
were currently receiving medication demonstrated a 
greater degree of receptor site sensitivity. No informa- 
tion was reported on the incidence of tardive dyski- 
nesia in these patients, so these data cannot be applied 
directly to the pathophysiology of tardive dyskinesia. 
However, dopamine receptor site sensitivity was in- 
creased in the caudate nucleus and putamen as well as 
in the nucleus accumbens of the limbic system. The 
former two basal ganglia are believed to be related to 
movements and motor disorders, while the latter lim- 
bic dopaminergic nucleus has been suggested to relate 
to the pathophysiology of psychosis. 

A study by Lee and associates (43), which was simi- 
lar to that of Owen and associates, reported increased 
haloperidol binding in the caudate nucleus, putamen, 
and nucleus accumbens of brains from patients with 
schizophrenia. Again, the prevalence of tardive dyski- 
nesia in these patients was not discussed. Since ?Н- 
apomorphine binding was not altered in these brains, 
Nagy and associates (44) suggested that neuroleptic- 
induced alterations in receptor site binding in all three 
dopamine-rich areas were predominantly related to 
postsynaptic receptors. 

A number of investigators have attempted to demon- 
strate dopaminergic hypersensitivity in patients with 
tardive dysRinesia by the use of various neuroendo- 
crine tests. Neuroendocrine interest in relation to tar- 
' dive dyskinesia and dopamine stems from the observa- 

tion that there is a readily accessible and well-defined 
“hypothalamine dopaminergic pathway that involves 
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prolactin and human growth jns T ntrol ° 
(45-49). If tardive dyskinesia represents P sociat- 
ed with a diffuse hypersensitive response dopa- 


minergic systems, neuroendocrine hypersensitivity 
might be expected. If a selective striatal alteration un- 
derlies the: pathophysiology of tardive dyskimesia, 
however, necessary neuroendocrine changes in do- 
paminergic function would not be anticipated. Cohen 
and associates (5C) reported normal prolactin response: | 
after exposure to thyrotropin-releasing factor in 4 
schizophrenic patients with tardive dyskinesia and 
could demonstrate no hypothalamine dopaminergic 
supersensitivity. Similarly, the prolactin measurement 
in patients with tardive dyskinesia challenged with 
apomorphine showed no enhanced or hypersensitive 
response when compared with normal subjects (51). 
Growth hormone measurements after apomorphine 
challenge have suggested the same lack of hypotha- 
lamic hypersensitivity. One study (51) failed to show 
evidence of any difference between normal control 
subjects and patients with tardive dyskinesia, but a 
second study (52, 53), using the same apomorphine 
dose, reported that chronic schizophrenic patients 
with and without tardive dyskinesia showed slightly 
but not significantly lower growth hormone levels than 
control subjects. Although growth hormone responses 
in acute schizophrenia appeared higher than responses 
in control subjects, these responses cannot be viewed 
as relative to tardive dyskinesia because it is seen by 
definition after prolonged neuroleptic therapy for 
chronic disease. Neuroendocrine studies have there- 
fore not revealed evidence of hypothalamic hyper- 
sensitivity in patients with tardive dyskinesia. These 
data would suggest that if the disorder relates to do- 
paminergic hypersensitivity, it is a selective hyper- 
sensitivity of certain receptor populations. Because of 
the clinical similarity of tardive dyskinesia to Hunting- 
ton's chorea, the likely level of selective hyper- 
sensitivity would be the striatum. Studies of striatal 
receptor site hypersensitivity in nonschizophrenic pa- 
tients with tardive dyskinesia have not yet been re- 
ported. 


PHARMACOLOGIC THERAPY 

With this pharmacologic background, one can con- 
sider therapeutic options in terms of the pathogenesis 
and pathophysiology of tardive dyskinesia. If the path- 
ogenesis of the disorder relates to chronic dopaminer- 
gic receptor site blockade and the pathophysiology re- 
lates to the resultant denervation hypersensitivity, 
agents that interrupt this sequence would be of poten- 
tial benefit. Reserpine acts by blocking the reuptake of 
dopamine, norepinephrine, and serotonin into the in- 
traneuronal storage vesicles. In this way, reserpine de- 
pletes the brain of dopamine. Since it acts pre- 
synaptically, this drug would allow less endogenous 
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"dopamine tò be released onto the presumed hypersen- 
sitive mine receptor, thereby effecting a more 
normal! dopaminergic homeostasis. Reserpine given in 
doses of 1-5 mg/day has been shown to reduce tardive 
dyskinesha іп a number of clinical trials (54, 55). The 
potential side effects of hypotension and psychological 
depression must be monitored carefully. Reserpine-in- 
duced depression is in?requent in schizophrenic pa- 
, ‘tients who do not have a history of affective disorder. 
Jus and associates (56) recently reported treating 
tardive dyskinesia on the basis of a concept of slow 
desensitization of dopamine receptor sites. They hy- 
pothesized that because a long period of time is re- 
quired to build up striatal hypersensitivity, a pro- 
longed and slow decrease in neuroleptic blockade 
might resolve the problem. They treated 62 chronic 
schizophrenic patients who had tardive dyskinesia by 
a very slow (average period of 3.9 years), progressive, 
stepwise diminution of neuroleptic and antiparkinsoni- 
an medication. At the same time, they administered 
slowly increasing doses of reserpine or, when it was 
clinically necessary to control psychosis, a more se- 
dating neuroleptic rather than the long-acting pheno- 


thiazines. Their long-term results were disappearance 


of tardive dyskinesia in 3726 of the patients, improve- 
ment in 42%, and no effect in 21%. No patients demon- 
strated progression of abnormal, movements. This 
long-term inpatient study has not yet been expanded to 
include outpatients. | 

Tetrábenazine, a synthetic benzoquinolizine that de- 
pletes monoamines by a mechanism similar to that of 
reserpine, is more rapid in onset, more selective for 
CNS activity, and has less hypotensive effects than re- 
serpine. Given in doses of 100-300 mg/day, tetrabena- 
zine has reduced or abolished tardive dvskinesia in 
several clinical trials, most of which, however, were 
short-term or lasted less than 6 months (57-60). Agents 
that deplete central dopaminergic stores serve as the 
mainstay of current therapy for tardive dyskinesia. 

Formerly, tardive dyskinesias were often treated by 
increasing the dose of neuroleptics. This shortsighted 
treatment generally abates the abnormal movements 
but clearly is contraindicated. This method of therapy 
treats the pathophysiology of tardive dyskinesia but 
can aggravate the pathogenesis by further denervation 
and subsequent hypersensitivity. Epidemiological evi- 
dence shows a direct relationship between the in- 
cidence of tardive dyskinesia and the duration of 
neuroleptic therapy. In the individual patient, abnor- 
mal movements show a gradual progression over time, 
usually beginning with mild, localized lingual-facial- 
buccal dyskinesias and later becoming more severe 
and generalized. As neuroleptic therapy is prolonged, 
there is an increase in bot the severity of abnormal 
movements and the number of body areas involved. 
As discussed in Һе section titled Epidemiology, the 
issue of age relative to prevalence of tardive dyski- 
nesia ean be difficult to separate from chronicity of 
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medication. Nevertheless, it appears that the longer 


the pathogenesis persists, the more frequegtly and se- } 
verely the physiology will be disrupted (21, 29, 54). 


For these reasons neuroleptics have no role in the rou- 
tine treatment of tardive dyskinesias. 

An additional therapeutic option is the manipulation 
of other neurotransmitters. There is a well-known and 
accepted balance between dopamine and acetylcholine 
in the striatum. Although Parkinson's disease relates 
primarily to dopamine alteration, the cholinergic sys- 
tem is known to modify the movements of the disease 
(29). Presumably, since dopamine is already decreased 
in the illness, decreasing the cholinergic influence as 
well would reestablish the relative neurotransmitter 
balance and reinstitute the former homeostasis at a dif- 
ferent absolute level. Under the same premise, if tar- 
dive dyskinesias relate to an increase in dopaminergic 
effect, elevating the cholinergic effect would reestab- 
lish the former homeostasis, again at a new neuro- 
transmitter level. In fact this appears to be the case: 
anticholinergic agents appear to aggravate the abnor- 
mal movements of tardive dyskinesias, and cholinergic 
agents may ameliorate them. Klawans and Rubovits 
(61) administered intravenous physostigmine to pa- 


tients with tardive dyskinesias and demonstrated clear ` 


abatement of the abnormal movements. Although this 
study demonstrated the importance of neurotransmit- 
ter balance to the pathophysiology of tardive dyski- 
nesias, this therapy has not been of practical benefit to 
patients because physostigmine cannot be given 
orally. Orally available precursors of acetylcholine in- 
clude choline chloride and phosphatidylcholine (leci- 
thin). In short-term studies (62), both agents have been 
reported to be useful in the control of tardive dyski- 
nesias. Long-term controlled studies have not yet been 


.conducted; these drugs remain experimental. Di- 
methylaminoethanol (deano!) was originally reported . 


to be efficacious in the treatment of tardive dyski- 
nesias, but more extensive studies have not corrobo- 
rated this finding (63). 

Using the same concept of dopaminergic-cholinergic 
antagonism relative to tardive dyskinesia, but with a 
focus on early or presymptomatic detection, Choui- 
nard and associates (64) advocated the very short-term 
use of anticholinergics. They exposed patients who 
were receiving chronic neuroleptic therapy to small 
doses of anticholinergic drugs for a short period of 
time to see whether these doses uncovered or precipi- 
tated choreatic movements. If subclinical dyskinesias 
could be transiently unmasked by this alteration of do- 
paminergic-cholinergic balance, this precipitation 
would theoretically warn the clinician that striatal hy- 
persensitivity was developing. Appropriate reduction 
of the neuroleptic or introduction of dopathinergic de- 
pleting agents could then be instituted as an early in- 
tervention. The efficacy of such treatment is unprov- 


en, and the distinction between this short-term provo- , 


cation course of anticholinergic therapy and the 
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chronic exposufe to anticholinergic drugs is essential. 
The latter gourse has been suggested, although not 
'proven, to be associated with an enhanced chance of 
deweloping tardive dyskinesia. 

Other agents have also been tried but remain un- 
proven in the treatment of tardive dyskinesia: 

1. Lithium. In two short-term studies mild improve- 
ment has been reported in tardive dyskinesia with lith- 
ium therapy (65, 66). Other studies reported no im- 
provement or exacerbation (67, 68). Additionally, ree- 
mergence of tardive dyskinesia that had been 
quiescent for several years was seen in a patient when 
lithium therapy was introduced (69). The interaction of 
lithium with the dopaminergic system is not under- 
stood, but it is known that lithium accelerates synaptic 
reuptake of norepinephrine (70). 

2. Baclofen (in patients who have to be maintained 
on neuroleptics). It has been suggested that baclofen, 
as a presumed y-aminobutyric acid (GABA) agonist, 
affects the dopaminergic system at the level of the 
striatum or substantia nigra (71). 

3. Levodopa. There are reports of amelioration fol- 
lowing initial worsening of tardive dyskinesia with L- 
dopa (72). 

4. Alpha-methyldopa. One report suggested amelio- 
ration of symptoms (73), but another indicated no 
change in tardive dyskinesia after methyldopa therapy 
(74). 

5. Clonazepam. A benzodiazepine derivative, this 
drug is used in the treatment of seizure disorders. It 
has been reported to improve dyskinesia in 42 patients 
given 1-3 mg dailv (75). 

6. Manganese. The successful treatment of tardive 
dyskinesia has been reported in a small series of sub- 
jects given 60 mg/day of manganese chelate (76-78). 

7. ECT. It has been suggested that ECT could in- 
crease the likelihood of the development of tardive 
dyskinesia in patients receiving neuroleptic drugs (2, 
21, 79). These reports, however, lacked important his- 
torical and drug treatment information, so direct asso- 
ciation could only be conjectured. In fact, a 1978 re- 
port (80) suggested that tardive dyskinesia may be 
ameliorated after ECT. The patient reportedly had had 
a stable degree cf abnormal movement before ECT 
and showed a sudden dramatic and sustained improve- 
ment after the first three ECT treatments. 

All of these agents were studied for a short period of 
time in small groups of patients. None of these modali- 
ties can be definitely recommended at this time. 


RECOMMENDATIONS 


The folloWing principles should help to decrease the 
incidence of tardive dyskinesia: 

1. Decrease the number of subjects at risk. Neuro- 
leptics should be used only when clearly indicated and 
"continued only when efficacy is clear. 
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2. Keep the daily dosage as low as роѕві е 
3. Avoid the chronic use of anticholinérgfeif pos- 


sible. Since anticholinergic agents clearly exaeerbate 
already present tardive dyskinesia, it is possible that 
with chronic administration these drugs may 4lter the 
striatal neurochemical balance and potentiate thte de- 
velopment of abnormal movements de novo (29). 

4. Keep the duration of therapy as short as possible. 
Most schizophrenic patients are maintained on neuro- 
leptics to control chronic symptoms or to prevent ex- 
acerbation. If used for the latter purpose it is quite pos- 
sible that neuroleptics can be withdrawn for at least 
some period of time without a severe exacerbation. It 
is possible that such drug holidays might decrease the 
overall incidence of tardive dyskinesias. Data collect- 
ed from animal studies suggest that drug-free periods 
should be at least one month long to be effective (32). 
The decision to withdraw neuroleptics must be indi- 
vidualized for each patient, and the relative morbidity 
of the abnormal movements must be weighed against 
the danger of a psychotic exacerbation. 

5. Detect tardive dyskinesia early and quickly with- 
draw medication when possible. 

6. In the event that neuroleptics are absolutely re- 
quired, we tend to switch the medication to thiorida- 
zine. This practice is based on several considerations. 
First, there appears to be some relationship between 
drug-induced parkinsonism and tardive dyskinesia, 
and thioridazine nas the lowest incidence of drug-in- 
duced parkinsonism of available neuroleptics. Evi- 
dence from animal experiments also suggests that 
some agents may be less likely to induce receptor hy- 
persensitivity than others. In animals, thioridazine is a 
much weaker blocker of striatal dopamine receptors 
than other neuroleptics. Furthermore, in our laborato- 
ry we have been unable to produce receptor-site hy- 
persensitivity measured either biochemically or be- 
haviorally with chronic thioridazine but can easily pro- 
duce this state with other phenothiazines and 
haloperidol in equivalent doses (81). There are no hu- 
man data to establish a lower incidence of tardive dys- 
kinesia with thioridazine, but, because of the above 
considerations, we feel that it is reasonable to sub- 
stitute thioridazine in this situation. Clozapine, a 
neuroleptic not available in the United States, has the 
lowest incidence of associated parkinsonism and ap- 
pears to be a more specific dopamine receptor blocker 
for the nucleus accumbens of the limbic system. In Eu- 
ropean studies, clozapine was reported to ameliorate 
tardive dyskinesia. 

The low incidence of parkinsonism caused by thio- 
ridazine and clozapine has often been attributed to the 
ability of these agents to block central muscarinic re- 
ceptors. The fact that these agents are both dopami- 
nergic blockers and cholinergic blockers might suggest 
that they should have the highest likelihood of causing 
tardive dyskinesia. This is certainly not the case. No 
reports of clozapine-induced tardive dyskinesia: have 
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yet ape Ma. From a variety of animal behavior stud- 
ies it i ak that’ clozapine and thioridazine are not 
equivalent to another neuroleptic (e.g., haloperidol) 
plus an anticholinergic agent (72). The differences in 
incidenct of parkinsonism may not be due solely to a 
neuroleptic’s anticholinergic properties but may re- 
flect a preferential ability to block specific striatal 
dopamine receptors. 

With the exception of clozapine, the relative in- 
cidence of tardive dyskinesia with different neurolep- 
tics is not definitely known; although thioridazine can 
cause tardive dyskinesia, we tend to feel safer using 
this drug when neuroleptic treatment is necessarv. 


PROGNOSIS 


Shortly after neuroleptic withdrawal, tardive dyski- 
nesia may worsen, presumably because of the better 
access of dopamine to striatal receptors. This ex- 
acerbation, however, is usually only a short-term ef- 
fect. Tardive dyskinesias, in fact, are often reversible 
and may spontaneously remit following neuroleptic 
withdrawal. The earlier the symptoms are recognized 
and the drugs withdrawn, the better the prognosis for 
recovery (29). This is consistent with the view that tar- 
dive dyskinesia is a progressive disorder. The chance 
that tardive dyskinesias may become irreversible can 
be decreased by early detection and neuroleptic with- 
drawal; therefore, patients should be carefully exam- 
ined for dyskinesias at frequent intervals. After the 
discontinuation of neuroleptic therapy, tardive dyski- 
nesias can disappear, in some cases within one to two 
months. Larger series with more prolonged follow-up 
after the withdrawal of antipsychotic drugs have 
shown that patients can improve for up to two years 
and that mildly affected patients are more likely to ex- 
perience complete remission (5, 6). 


SUMMARY 


The basic pathogenesis of tardive dyskinesia ap- 
pears to relate to chronic pharmacologic denervation 
of specific dopaminergic receptor sites in the striatum. 
The pathophysiology of the disorder relates to the re- 
sultant denervation hypersensitivity. The mainstay of 
treatment includes withdrawal of neuroleptics when 
feasible and the use of dopamine-depleting agents. En- 
hancement of the striatal cholinergic input offers po- 
tential ancillary benefit to the alleviation of abnormal 
movements. The benefit of manipulating other neuro- 
transmitters remains experimental. Treatment of tar- 
dive dyskinesia with neuroleptics themselves is clearly 
treatment: with the presumed offending agent and 
should be avoided. This shortsighted therapy may 
temporarily abate the pathophysiology of the condi- 
tion but serves to aggravate its pathogenesis. 
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Opiate Use and Sexual Function 


BY STEVEN M. MIRIN, M.D., ROGER E. MEYER, M.D., JACK H. MENDELSON, M.D., 


AND JAMES ELLINGBOE, M.D. 





Although opiate addicts often equate the drug 
experience with sexual orgasm, diminished libido and 
impaired sexual performance are common sequelae of 
chronic use. Early clinical studies suggested that 
opiates may interfere with sex hormone secretion. The 
authors carried out three sequential studies which 
demonstrated that heroin use in man results in acute 
suppression of luteinizing hormone (LH) release from 
the pituitary followed by a secondary drop in plasma 
testosterone levels. The time course of these - 
neuroendocrine events correlates well with the 
tension-reducing effects of heroin and suggests that 
drive reduction is an important component of opiate 
reinforcement. 





he dramatic effects produced by an injection of 

heroin have been well described by both clinicians 
and users (1-4). A brief but very intense euphoria, fol- 
lowed by tension relief, seems to be the common de- 
nominator in the heroin experience. Chessick (5) 
called this sequence of events the ''pharmacogenic or- 
gasm," and addicts themselves often describe it in 
sexual terms. In the case of intravenous heroin the im- 
mediate postinjection ‘‘rush”’ is frequently equated to 
sexual orgasm, and subsequent feelings of tension re- 
lief and -relaxation have been likened to ‘‘being 
wrapped in warm cotton,” ‘‘returning to the womb," 
or similar allusions to warmth, security, and being 
cared for. 
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In contrast to these retrospective accounts of the 
drug experience, untreated male heroin addicts and 
patients in methadone maintenance programs. report 
that decreased interest in sex, impotence, and delayed 
ejaculation are common problems during opiate use 
(6-10), and opiate withdrawal has been associated with 
renewed sexual interest and premature ejaculation (11) 
in many patients. As a result of these observations, 
interest in the sexual sequelae of-opiate use has shifted 
from an emphasis on intrapsychic factors to the study 
of the hormonal correlates of drug administration. In 
this context, a series of clinical and laboratory studies 
have explored the effects of opiates on the hypothala- 
mic-pituitary-gonadal axis. This paper reviews a num- 
ber of these studies in man, including some recent data 
from our laboratory. We will attempt to reconcile the 
curious dichotomy between the acute reinforcing ef- 
fects of opiates, as expressed in the language of sexual 
gratification, and the neuroendocrine sequelae of 
chronic use, which appear to be somewhat less gratify- 
ing. 


EFFECTS OF CHRONIC, OPIATE USE ON 
PITUITARY-GONADAL FUNCTION IN MAN 


Early clinical studies (12-14) of the effects of opiate 
use on pituitary-gonadal function were hampered by a 
variety of methodologic problems. In outpatiént stud- 
ies it was difficult to control for the amount of prior 
drug use acróss subjects as well as the amount of time 
elapsed between drug administration and hormonal 
measurenients. Furthermore the pituitary gonadotro- 
pins and testosterone are secreted in a pulsatile fash- 
ion; thus even individuals with normal gonadal func- 
tion have considerable moment-to-moment variation 
in the mean plasma level of these hormones (15). Con- 
sequently the infrequent plasma sampling (i.e., once or 
twice per day) that characterized earlier clinical stud- 
ies made it difficult to accurately assess drug-induced 
changes in the episodic secretory pattern of these hor- 
mones. Finally, most early studies lacked the method- 
ology for direct measurement of pituitary.and gonadal 
hormones. More recent studies (16-21) have used 
modern radioimmunoassay techniques for the quan- 
titation of these hormones. 

In the face of these methodologic difficulties it is not 
surprising that the results of earlier studies often 
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prove 'optradictory. Nonétheless some general 
trends EN be discerned. Azizi and associates (12) 
foundriver than normal levels of serum testosterone 
in 8 of 16 heroin addicts and 2 of 6 chronic methadone 
users, although levels of estradiol, luteinizing hormone 
(LH); and follicle-stimulating hormone (FSH) were 
not consistently altered in these subjects. Cushman 
(13) also reported no change in LH secretion among 
active heroin users and abstinent former addicts. In a 
subsequent study (14), however, high dose methadone 
users (>40 mg/day) and some untreated heroin addicts 
had low plasma testosterone levels when compared 
with nonaddict controls; they also reported a variety 
of sexual problems during active drug use. In another 
study, Martin and associates (16) observed decreased 
plasma LH and FSH levels in 5 men maintained on 100 
mg of methadone per day, but after 1 month of absti- 
nence their gonadotropin levels were actually in- 
creased over predrug levels. In 1975 Mendelson and 
associates (17) studied a group of patients on heroin 
maintenance who, after receiving fixed doses of heroin 
at fixed intervals, reported diminished interest in sex 
and potency problems and had a significant decrease in 


. plasma testosterone compared with normal nonaddict 


control subjects. These investigators also found lower 
than normal levels of plasma testosterone in untreated 
heroin addicts who had a recent history of heavy use 
апа :іп patients on high dose (80-150 mg/day) meth- 
adone, maintenance. In a subsequent study (18) Men- 
delson and Mello found diminished plasma testos- 
terone levels in a group of chronic heroin users; after 1 
month of abstinence, however, their testosterone lev- 
els were within the normal range for adult males. Fi- 
nally, Cicero and associates (19) compared 29 patients 
maintained on methadone (mean dose=67 mg/day) 
with 16 active heroin addicts and 43 drug-free controls 
and found that methádone-treated patients had 
markedly impaired function of their secondary sex or- 
gans ànd significantly lower levels of serum testoster- 
one compared with the other two groüps. 

Over the last 4 years our research group has carried 
out a series of studies on the acute and chronic effects 
of opiate administration on pituitary-gonadal function, 
attempting to avoid some of the methodologic prob- 
lems found in earlier studies. As part of a multi- 
disciplinary research project, detoxified heroin addicts 
were admitted to a four-bed research ward and al- 
lowed to self-administer intravenous heroin under à 
variety of experimental conditions. Their informed 
consent was obtained after the procedures had been 
fully explained. In all studies individual subjects or 
groups of subjects served as their own controls. Her- 
oin dosage and the timing of plasma sampling for hor- 
топа! determinations was controlled by the experi- 
menters.' Since these studies, including the methods 
used to quantitate plasma levels of testosterone and 
pituitary gonadotropins, have been reported elsewhere 
(20-22), we will only summarize our findings here. The 
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designs of our three experiments аѓе presented іп 
table 1. | ds З 


Experiment 1 


а 


In our first study (20) we assessed the effects of 
chronic heroin use on plasma testosterone levels in 10 
detoxified addicts, who were permitted self-regulated 
access to increasing doses of intravenous heroin over a 
10-day period. Blood samples for plasma testosterone 
determinations were collected each morning at 8 a.m., 
approximately 6 hours after the previous heroin injec- 
tion. The acute hormonal response to heroin or its ef- 
fect on pituitary gonadotropins was not assessed in 
this first study. During study period 2, as the total daily 
dose of heroin increased, plasma testosterone levels 
fell. When the preceding day’s heroin dose was be- 
tween 45 and 60 mg, testosterone levels fell below 400 
ng/100 ml, significantly lower than during study period 
1, when subjects were drug-free (p<.02, matched t 
test). Following a period of methadone detoxification 
(study period 3), testosterone secretion gradually re- 
turned to predrug levels. 


Experiment 2 


In our second study (21) we sought to measure the 
acute effects of heroin on the pituitary-gonadal axis. 
After 2 weeks on a drug-free regimen and | saline con- 
trol day (periods 1 and 2), 2 detoxified male addicts 
were given 10 mg i.v. of heroin. The 2 subjects had 
very similar hormonal responses. As illustrated in fig- 
ure 1 (subject 1) the result was an almost immediate 
fall in the level of plasma LH. This acute response was 
not observed when subjects received saline, nor did it 
occur when subjects were pretreated with naltrexone, 
a narcotic antagonist with few agonistic effects of its 
own (23). In both subjects LH suppression was still 
observed 6 hours after heroin injection, although some 
recovery in LH secretion was noted in 1 subject. Inter- 
estingly, pretreatment with naltrexone, 12 hours be- 
fore heroin administration, resulted in a mean 50% rise 
in plasma LH levels compared with levels on the saline 
control day. The number and frequency of LH secre- . 
tory pulses also increased following naltrexone admin- 
istration. Despite the rise in LH, however, testoster- 
one secretion was only marginally increased in 1 sub- 
ject and unaffected in the other. In none of the 
experimental conditions was FSH affected. 


Experiment 3 


In our third study (22) we examined the acute and 
chronic effects of unblocked and naltrexone-blocked 
heroin use on the pituitary-gonadal axis. Our goals 


` уеге to replicate our findings from experiment 2 in 


more subjects and to better asséss the tifne course of 
the acute suppressant effect of heroin on LH and tes- 
tosterone. We also wanted to determine whether ` 
chronic heroin and/or naltrexone use altered the acute 
response to heroin. There were three different double” 
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Plasma Testosterone, LH, and FSH Levels Before and After Injection of Saline, Heroin, and Heroin Preceded by Naltrexone (22? 


Day 14— Saline (2 cc i.v.) 
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Day 15—Heroin (10 mg i.v.) 
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Day 19—Heroin (10 mg 2 
hours after naltrexone (50 fg 
p.o.) 
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HOURS BEFORE OR AFTER INJECTION 


^AII injecticns were given at 10:00 a.m. 


TABLE 1 E 


Three Studies of the Acute and Chronic Effects of Opiate Administration on Pituitary-Gonadal Function (22) 


Experiment 1 (N=10) 





Experiment 2 (N72) 


Experiment 3 (N 8) 





Study В 
Period Day Condition Day Condition Day Condition 
1 1-7 Drug-free 1-13 Drug-free 1-7 Drug-free 
2 8-17 Heroin? 14 (10:00 a.m.) Saline, 2 ml i.v. 7 (2 p.m.) Heroin, 10 mg i.v. 
(unblocked) 
3 18-24 Methadone detoxification 15 (10:00 a.m.) Heroin, 10 mgi.v. 10 (6 p.m.) Naloxone, 0.4 mg i.v. 
(unblocked) 10 (10 p.m.) Naltrexone, 50 mg 
i.v., or placebo 
4 25-34 Drug-free 18 (6 p.m.) Naloxone, 0.4 mg i.v. 11 (2 p.m.) Saline, 2 ml i.v., 
Naltrexone, 50 mg p.o. plus naltrexone, 50 
mg p.o., or placebo 
5 35-36 Narcotic antagonist 19 (10 a.m.) Heroin, 10 mg i.v. 12-23 (8 a.m.) Naltrexone, 50 mg 
(blocked) p.o., or placebo 
6 37-46 Narcotic antagonist 20-25 Naltrexone, 50 mg p.o. 13 (10 a.m.) Heroin® 
plus heroin to 23 (8 a.m.) 
7 47-60 Narcotic antagonist alone 23 (2 p.m.) Heroin, 10 mgi.v. 











Heroin was available any time but not more often than every 2 hours to prevent drug accumulation. The allowable intravenous dose escalated from 0.5 mg on day 
8 to 5 mg on day 18 to accommodate tolerance. By waiting 4 hours the subject could double the allowable dose; after 6 hours he could triple it. Waiting longer than 
6 hours resulted in no further increment. Subjects had the option of not self-administering heroin or of taking less than the allowable dose. 


blind conditions. After 6 drug-free days 8 subjects re- 
ceived an injection of 10 mg of heroin; 4 days later all 
subjects received intravenous saline 12 hours after 
pretreatment with either naltrexone (N=4) or an 
equivalent volume of placebo (N=4). After 10 days of 
access to heroin (see table 1) naltrexone-treated and 
placebo-treated subjects received another 10-mg dose 
of heroin. Plasma levels of LH and testosterone were 
determined on integrated blood samples collected at 
: 30-minute intervals from 4 hours before to 10 hours 
after each test injection. Blood samples were collected 
"with the use of 2 constant exfusion pump; thus hor- 


monal levels are expressed as the mean value for each 
30-minute collection period. 

In general, pooled data for these subjects were con- 
sistent with our earlier findings. As illustrated in the 
top panel of figure 2 heroin-induced suppression of LH 
secretion was first evident 2-4 hours and was greatest 
4-6 hours after unblocked heroin injecfion. In this 
study the degree of LH suppression was not as great as 
that observed previously. Since some subjects were 
given heroin after only 1 week on the research ward, 
compared with a 2-week drug-free period in the earlier 
studies, some may have been partially tolerant to the 
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Effects of Hagoin (10 mg i.v.) Versus Isotonic Saline on Plasma Levels 
stosterone (22)? 
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HOURS BEFORE OR AFTER INJECTION 


aln the unblocked heroin condition, accurate data were obtained in 6 of the 
8 subjects; all injections were given at 2:00 p.m. 


effects of heroin on LH. The maximum decline in 
plasma testosterone occurred 6-8 hours after heroin 
injection (bottom panel figure 2). As in experiment 2, 
some recovery in LH secretion was noted 6 hours after 
heroin injection and was followed shortly by a rise in 
plasma testosterone. 

As illustrated in figure 3 measurement of plasma LH 
in subjects on naltrexone or placebo also replicated 
our earlier finding—the naltrexone-treated subjects 
had consistently higher levels of LH, but their plasma 
testosterone levels were no different from the placebo- 
treated group. After 10 days of unblocked heroin use, 
there was some indication that tolerance developed to 
the drug's acute suppressant effect on LH and testos- 
terone, but the timing of drug administration and blood 
sampling in this study did not allow for accurate as- 
sessment of this question. Investigation of tolerance 
development would require that the hormonal re- 
sponse to a single dose of heroin be measured on sev- 
eral consecutive days during a sustained period of 
fixed-dose, fixed-interval drug administration. 


DISCUSSION 
Opiate Effects on Sexual Functioning 


There is ample clinical' evidence that sexual drive 
and performance are diminished in male opiate addicts 
(6-11). Only recently, however, has a link been forged 
between these clinical observations and opiate-in- 
duced changes in the hypothalamic-pituitary-gonadal 
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FIGURE 3 > 

Effects of Heroin (10 mg i.v.) Versus Isotonic Saline on Plasma Levels - 

of LH and Testosterone on Day 11 (Before Heroin Phafe) (22)? . 
Naltrexone plus saline (N24) 
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*Accurate data on plasma testosterone levels were obtained in 3 of the 4 
naltrexone-treated subjects; all injections were given at 2:00 p.m. 


axis. Recent animal studies (24-26) and our data in 
man (21, 22) suggest that a prominent neuroendocrine 
effect of opiate administration is suppression of plasma 
LH secretion followed by a secondary decline in tes- 
tosterone production. If the primary effect of heroin 
were on testosterone biosynthesis or metabolism, we 
would have expected a more rapid fall in plasma tes- 
tosterone followed by an increase in plasma LH. This 
is the normal response to a fall in plasma testosterone 
and results from disinhibition of the tonic control ex- 
erted by testosterone on the release of luteinizing hor- 
mone releasing factor (LRF) from the hypothalamus. 
LRF is released in episodic bursts and, in turn, con- 
trols LH secretion from the pituitary (27-29). That 
acute heroin administration appears to completely in- 
hibit episodic LH secretory pulses suggests a central 
effect on the release of hypothalamic LRF. In labora- 
tory animals the regulation of LH (via LRF secretion) 
has been localized to ventral and medial areas of the 
hypothalamus (30), a region that also possesses nu- 
merous opiate receptor binding sites and a high con- 
centration of endogenous opiate peptides (31). 

In our studies pretreatment with a narcotic antago- 
nist (naltrexone) not only blocked heroin-mediated 
suppression of LH release but actually increased the 
frequency of LH secretory bursts from the pituitary. - 
Ás a result mean plasma LH levels were elevated in 
naltrexone-treated subjects. This finding can best be” 
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explained in light of our advancing knowledge about 
‘the role of endogenous opioids (i.e., endorphins) and 
“opiate receptors ir. the regulation of hormonal output. 
The endogenous opioids may play an inhibitory role in 
the normal regulation of LH secretion (32), and this 
inhibitory effect may be blocked by administration of a 
narcotic antagonist. One could also explain naltrex- 
one’s stimulation of LH release as a hormonal con- 
comitant of precipitated abstinence; however, a recent 
double-blind studv by Ellingboe and associates (33) re- 
vealed that naltrexone given to nonaddicts increased 
mean plasma LH levels by 50% over baseline, which 
again suggests the involvement of a hypothalamic-pi- 
tuitary mechanism. 

Finally, our studies indicated little effect of either 
heroin or naltrexone on plasma FSH secretion. Cicero 
and associates (24, 25) found the same dichotomous 
response to opiates in the rat. Their data suggest that 
those areas of the hypothalamus which influence the 
synthesis and release of pituitary LH may be more 
sensitive to the effects of opiates than those which me- 
diate FSH levels. Although one study has demon- 
strated anatomic separation of the centers that control 
LH and FSH release in animals (34), there is no clear 
.evidence of such a separation in man. Indeed, the 
decapeptide (LRF) that regulates pituitary release of 
LH probably plays a role in FSH release as well, al- 
though the pituitary response is usually of lower mag- 
nitude. 


Correlation of Endocrine Changes with Mood States 


Addicts often cite the acute euphorigenic and ten- 
sion-relieving effects of opioids as important factors in 
the decision to initiate and maintain drug use. At the 
same time, laboratory studies of opiate use in man 
have consistently demonstrated that chronic adminis- 
tration of these substances 1s associated with the de- 
velopment of increased psychopathology and dysphor- 
ic mood states (35-38). Recently we have attempted to 
relate such events to changes in brain catecholamine 


levels (39), but the observed clinical phenomena аге. 


the result of many factors, including expectancy and 
the setting in which the data are gathered. 

At present there are also sufficient data to explain 
the brief (30-60 seconds) but intensely pleasurable 
rush that immediately follows intravenous heroin ad- 
ministration. The mechanism most likely involves 
massive release of catecholamines at both central and 
peripheral sites. The rush is followed by a less intense, 
but more sustained, period of relaxation and tension 
relief lasting 2-4 hours. The strength and duration of 
this effect are influenced by the dose administered, the 
level of plasma morphine achieved (heroin [diacetyl- 
morphine] i¢ almost immediately converted to mor- 
phine by the liver), the rate of elimination of the drug, 

* the degree of tolerance developed, and the conditioned 
and unconditioned stimulus properties of the environ- 
*ment (39-40). The time course of this effect closely 
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parallels, and may be related M the acute zn 
heroin on neuroendocrine functipn'—specifically, the 
acute suppression of LH release followed b ond- 
ary fall in plasma testosterone. Indeed, he acts 
much like the antiandrogen compound EE 
acetate, which suppresses the release of pituitary go- 
nadotropins (especially LH), lowers testosterone lev- 
els, and reduces both sexual drive and performance 
(41). In low doses acute administration of cyproterone 
acetate alters the computerized electroencephalogram 
in a fashion similar to that of the tricyclic antidepres- 
sants; larger doses produce a profile much like the ben- 
zodiazepine anxiolytics (42). On the other hand, as 
with heroin, chronic administration of cyproterone 
acetate has been reported to produce apathy, restless- 
ness, and depression (41). The similarity of these data 
to our observations in heroin users is striking. In con- 
trast, acute administration of naltrexone raises LH 
levels in detoxified opiate addicts (21) and normal vol- 
unteers (33), while producing a dysphoric mood state 
and increased sexual drive (43). 

` Although no direct link has been demonstrated be- 
tween sex hormone changes and temporally related al- 
terations in mood, our data on the acute effects of her- 
oin suggest a drive reduction model of opiate rein- 
forcement, in which the drug acts as an antianxiety 
agent and reduces sexual drive and tension. Whether 
this effect is a direct consequence of acute suppression 
of LH and testosterone or is mediated through the 
same hypothalamic mechanisms that control LH re- 
lease (i.e., alterations in catecholamine systems) is un- 
clear. It is also possible that changes in other hormone 
systems (e.g., the hypothalamic-pituitary-adrenal axis) 
may also play a role. 

With repeated heroin use, tolerance develops to the 
drug's acute positive effects on mood (38) and subjects 
manifest increasing apathy, irritability, depression, 
and social withdrawal (38, 40). This may be related to 
the development of tolerance to its acute suppressant 
effect on LH and testosterone or to alterations in the 
catecholamine systems that control mood and hor- 
monal output. Nonetheless, chronic heroin users and 
patients on high doses of methadone still have low cir- 
culating levels of testosterone, a condition common tc 
other groups who manifest high levels of anxiety and 
depression, such as soldiers under stress (44, 45), in- 
toxicated alcoholics (46), and monkeys who have re- 
cently lost status (47). Although there are data which 
suggest that testosterone may exert a mood-elevating 
effect in man (48, 49), Sachar and associates (50) found 
no correlation between testosterone levels and mood. 

The relationship between the subjective effects of 
opiate use and the neuroendocrine events that accom- 
pany these phenomena is still unclear. We do not yet 
understand the role of endorphins in the regulation of 
sex hormone secretion, the mediation, of drive states, 
and the regulation of mood. We hope that future re- 
search will help to clarify these issues. TD 
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BY uf sso M.D., REGINA CASPER, M.D., DAVID L. GARVER, M.D., І 
AND*SIDNEY CHANG, M.D. : 


* 





The authors report the results of a 2-week lithium trial 
using 31 patients meeting Research Diagnostic 
Criteria for schizophrenia or schizoaffective disorder 
who were also diagnosed according to DSM-III 
criteria. One-third of the patients showed reduction of 
their schizophrenic-like symptoms during the lithium 
trial. Seven of the 9 responders (7896) met DSM-III 
criteria not for schizophrenia but for a 
schizophreniform disorder. Such patients also met 
McCabe and associates' criteria for good prognosis 
schizophrenia. This study lends further support to the 
growing body of evidence which suggests that 
schizophreniform disorder and good prognosis 
schizophrenia may be affective disorders with 
atypical schizophrenic-like features. The authors 
cautiously suggest that a lithium trial may be 
indicated in this subgroup of patients. 





here has been growing interest in the use of lithium 
Tiu the schizophrenias, but reports on its efficacy in 
schizophrenic patients are conflicting (1, 2). One of the 
most patent difficulties in evaluating treatment results 
is the inconsistency in the diagnostic criteria used for 
schizophrenia and the so-called schizoaffective dis- 
orders. Alexander and associates (3), in a recently 
published study using the Research Diagnostic Criteria 
(RDC) of Spitzer and associates (4), demonstrated that 
some schizophrenic-like patients appear to respond to 
lithium; however, they were unable to find any RDC 
parameters that would discriminate responders. The 
present study is an attempt to identify diagnostically a 
subgroup of schizophrenic-like patients for whom a 
lithium trial is indicated. It is also, to our knowledge, 
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the first study that has examined lithium response in 
relation to the DSM-III criteria for schizophreniform 
versus schizophrenic disorders. 


METHOD 


Consecutive patients with a suspected diagnosis of 
schizophrenia were admitted to the psychobiology 
treatment unit. Only patients who then met the RDC 
for schizophrenia and schizoaffective disorder were 
admitted to the study. To meet the RDC, patients must 
have had at least two symptoms from a list that in- 
cludes specific types of delusions, hallucinations, and 
thought disorder. The illness must not have been evi- 
dence of coarse brain disease, medical illness, or sig- 
nificant alcohol or drug abuse (5). 

Study patients underwent a 2-week washout period. 
During the second week the baseline data, including 
the full Schedule for Affective Disorders and Schizo- 
phrenia (SADS), were collected. The SADS, devel- 
oped by Spitzer and colleagues, is a standard interview 
that documents symptoms, both at the time of the in- 
terview and at the time during which the illness was at 
its worst for this episode, time course of illness, pre- 
vious illnesses or episodes, and premorbid function- 
ing. After completion of the SADS, a series of formal 
diagnoses was made for each patient by the research 
physicians according to the RDC (5), DSM-III, the 
good versus poor prognosis criteria of McCabe and as- 
sociates (6, 7), and Taylor and Abrams' criteria for 
mania (8, 9). McCabe and associates' criteria empha- 
size differences in degree of recovery from previous 
episodes of major psychiatric illness. Taylor and 
Abrams' criteria for mania reclassified patients who 
met criteria for schizoaffective illness as. manic on the 
basis of the presence of all four of the following fea- 
tures: hyperactivity; rapid or pressured speech; eu- 
phoric, expansive, or irritable mood with a broad af- 
fect; and absence of concurrent medical illness. Pa- 
tients were excluded from the study if they met Taylor 
and Abrams' criteria for mania, resulting in a residual 
group of schizophrenic-like patients who would not 
typically be diagnosed as having mania osa variation 
of mania. Patients whose schizophrenic symptoms 
were mild as reflected by an initial modified New 
Haven Schizophrenia Index (NHSI) score of less than 
12 (out of a possible score of 80) were also excluded’ e 
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because small changes in ratable symptoms in such pa- 
tients could not be reliably estimated without artificial 
Inagnification and distortion of individual results. 
Beginning during the second drug-free week, the Se- 
ria! Modified NHSI was scored twice weekly by rating 
teams standardized with the instrument. The raters in- 
‘cluded a psychologist and social worker who did not 
participate in the original diagnostic workup. This in- 
strument rates on a scale of 0-5, depending on the de- 
gree of severity, delusions, hallucinations, thought dis- 
order (including bizarre reasoning, looseness or over- 
inclusion, autism, and concreteness), disturbances of 
affect, confusion, paranoid ideation, and catatonic 
symptoms. The NHSI was originally designed for di- 
agnostic purposes (10), but has been modified for use 
as a change rating scale (11, 12). The scale uses explic- 
it criteria for identifying specific symptoms and rating 
their intensity. Furthermore, it has been used to rate 
psychotic thought disturbance at intervals of 20 min- 


utes (13). The usefulness of the scale has been demon- ` 


strated in several studies that show relationships be- 
tween blood levels of antipsychotic drugs and patient 
response (11, 12, 14). In addition to the NHSI, the Af- 
fective Disorders Rating Scale was scored twice week- 
ly by a team of nurse-raters. Our interest in this latter 
instrument was primarily in the mania and depression 
Scores. 

On day 1 of the lithium trial, patients began a regi- 
men of 1200 mg daily of lithium carbonate, which in- 
creased each second day by 300 mg until.either tox- 
icity developed or a plasma lithium level of 1.4 mEq/ 
liter had been achieved. An attempt was made to main- 
tain patients at between 1.1 and 1.4 mEg/liter. Blood 
levels of lithium were monitored three times weekly 
during the 2-week trial. 

The absolute and percentage change during lithium 
treatment (days 1-14) was computed for each patient 
from the least squares linear regression of the bi- 
weekly NHSI (schizophrenic symptoms) and the Af- 
fective Disorders Rating Scale (affective symptoms 
scores). Improvement of greater than 30% on the 
NHSI was defined as response during the 2-week lith- 
ium trial. Analysis of variance was used to compare 
results among subgroups. Fisher's exact test was used 
to compare the relationships between lithium response 
and the diagnostic categories of the RDC, DSM-III, 
and McCabe and associates (6, 7). 


RESULTS 


Of the 42 patients who entered the study, 11 were 
dropped before its completion. Two chronic paranoid 
schizophrenie patients were dropped because they had 
incorporated the medication into their delusional sys- 
-tem and did, not take medication on a regular basis, 
which resulted in fluctuating blood levels of medica- 
tion. Five patients required more conventional anti- 
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psychotic drugs during the washout and baseliné L j- 
ods. Of these 5 patients, 3 had begn ‘symptomatic less 
than 6 months. Four patients required anti otiz 
medication in addition to lithium during t arly 
phase of drug treatment. All 4 had been ill for lÉss than 
6 months; all of them were subsequently discharged on 
lithium therapy, 2 of them on lithium alone. Such drop- 
outs indicate that the study has been somewhat selec- 
tive; we report data on only those patients who could 
tolerate 4 weeks without conventional antipsychotic 
drugs. Some of our most disturbed schizophrenic- 
like patients did not have the opportunity of a lithium 
trial. 

The mean age of the 31 patients who completed the 
2-week lithium trial was 25.3+1.1 years. There were 
21 male patients and 10 female patients. During the 
baseline week the mean percentage change of schizo- 
phrenic symptomatology on the NHSI was 2.7+7.5%, 
which suggests that minimal change in symptoms oc- 
curred during the week before the initiation of lithium. 

Figure 1 identifies the patients according to DSM-III 
diagnosis and shows mean NHSI scores for each diag- 
nostic group on days 1 and 14 of the lithium trial. Nine 
patients met the DSM-III criteria for schizophreniform 
disorder. Schizophreniform disorder has the essential 
features of schizophrenia, except the duration is less 
than 6 months. This group showed a mean improve- 
ment score of 13 points, that is, a 49.7% reduction of 
baseline. NHSI scores. The within-group variance of 
such reduction of NHSI scores for the schizophre- 
niform group was significantly less than the total vari- 
ance for all the groups (p«.01). Fifteen patients met 
the DSM-III criteria for schizophrenia. These criteria 
are essentially the same as those of the RDC, except 
that the illness must have lasted for at least 6 months. 
The mean improvement for this group between days 1 
and 14 was 1 point on the NHSI, that is, a 0.6% reduc- 
tion of baseline NHSI scores. Four patients met the 
DSM-III criteria for schizophrenia with a superim- 
posed atypical depression. They met DSM-III criteria 
for schizophrenia but had for a short period of time a 
superimposed depressive syndrome. Once again there 
was minimal change for this group, with a mean deteri- 
oration of 1 poirt on the NHSI—that is, а 1.5% in- 
crease of baseline NHSI scores. The last two cate- 
gories comprised 3 patients who although meeting the 
RDC for entrance into the study were rediagnosed ac- 
cording to DSM-III as having an affective illness rather 
than schizophrenia or schizoaffective disorders. These 
patients had so-called ‘‘non-mood congruent psychot- 
іс symptoms” superimposed on a major affective ill- 
ness. Non-mood congruent psychotic symptoms refers 
to those symptoms which are schizophrenic-like but 
the dominant syndrome is an affective one. One pa- 
tient was rediagnosed according to DSM-III as manic, 
non-mood congruent; he responded dramatically to 
lithium. The 2 remaining patients were depressed, 
non-mood congruent; one of them showed a лоп- 
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significant improvement during the lithium trial, and 
the other showed a marked deterioration during the 
lithium trial. - | 

Figure 2 illustrates the percentage change on the 
NHSI for each of the 9 patients given a diagnosis of 
schizophreniform disorder by DSM-III criteria. Seven 
of these patients showed a greater than 30% improve- 
ment on the NHSI during the 2-week lithium trial. All 
9 were discharged on lithium therapy; 2 patients re- 
quired neuroleptic medication in addition because of 
residual schizophrenic-like symptoms that appeared to 
persist with lithium alone. One patient who made an 
8% improvement during the 2-week lithium trial sub- 
sequently improved dramatically during the third week 
while receiving lithium alorie and was also discharged 
on lithium therapy. 

Figure 3 illustrates the percentage change on the 
NHSI for each of the 19 patients diagnosed as having 
Schizophrenia or schizophrenia with a superimposed 
atypical depressiori. Only 1 of these patients showed a 
greater than 3076 improvement on the NHSI. 

It is interesting to examine the relationship among 
the DSM-III diagnoses, the RDC diagnoses, and 
McCabe and associates' good versus poor prognosis 
groups. The 9 patients who met DSM-III criteria for 
schizophrenifprm disorder included 5 RDC schizo- 
phrenic patients and 4 RD€ schizoaffective patients, 1 
Schizoaffective-manic and 3 schizoaffective-depressed 
patients. All DSM-III schizophreniform patients met 
McCabe and associates’ criteria for good prognosis 
schizqphrenia. 
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FIGURE 2 . Е 
Individual Percentage Improvement on the New Haven. Schizophrenia . 
Index (NHSI) іп 9 Schizophreniform Patients Between Days 1 and 14, 
of Lithium Treatment 
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All 15 of the DSM-HI schizophrenic patients also 
met the RDC for schizophrenia; all similarly met 
McCabe and associates' criteria for schizophrenia of 
poor prognosis. 

The 4 patients meeting DSM-III criteria for schizo- 
phrenia with superimposed atypical depression met 
RDC criteria for schizoaffective depressed and were 
poor prognosis schizophrenic patients according to the 
criteria of McCabe and associates. 

There were no DSM-III schizoaffective patients in 
this sample of 31 schizophrenic-like subjects. 

. The single DSM-III manic, non-mood congruent 
psychotic patient was an RDC schizoaffective, manic 
patient and a good prognosis schizophrenic patient ac- 
cording to McCabe and associates’ criteria. The 2 
DSM-III depressed, non-mood congruent psychotic 
patients were RDC schizoaffective, depressed patients 
and poor prognosis schizophrenic patients according 
to McCabe and associates’ criteria. 

With respect to therapeutic response during the 2- 
week lithium trial, within the DSM-III groups (ex- 
cluding the affective non-mood congruentegroups) 7 of 
8 lithium-responding patients could be identified as 
members of the schizophreniform group, while 17 of · 
20 lithium-nonresponding patients could be identified 
as having schizophrenia or schizophrenia'with super- + 
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FIGURE 3 Ы 

Individual Percentage Improvement оп the New Haven Schizophrenia 
Index (NHSI) ift 19 Patients with Schizophrenia and Schizophrenia 
with Superimposed Atypical Depression 
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imposed atypical depression (p«.0005, Fisher exact 
probability test). 

Using the RDC for schizophrenia or schizoaffective 
disorder to preselect patients for the subsequent good 
versus poor prognosis classification of McCabe and as- 
sociates, 8 of 10 good prognosis patients responded 
during the lithium trial, while 20 of 21 poor prognosis 
patients had no response during a similar lithium trial 
(p<.0001, Fisher exact probability test, two-tailed). 

In contrast, RDC diagnosis of schizophrenia versus 
schizoaffective disorder did not differentiate between 
lithium responders and nonresponders. Five of 20 
schizophrenic patients responded during the lithium 
trial; four of 11 schizoaffective patients similarly re- 
sponded (p>.5, Fisher exact probability test, two- 
tailed). 

The depression and mania subscales of the Affective 
Disorders Rating Scale were examined for 6 of the 9 
DSM-III schizophreniform patients who completed 
the lithium trial in order to determine whether the anti- 
psychotic effect of lithium in this group of patients was 
paralleled by a reduction in depression or mania rat- 
ings. No relationship was. found between changes in 
the NHSI and changes in either the mania or depres- 
sion subscores of the Affective Disorders Rating Scale 
during the lithium trial. 


LÀ 
DISCUSSION 
Beginning with a group of 31 patients who met the 
RDC for schizophrenia or schizoaffective disorder, we 
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rediagnosed such patients according to DSM- 07 а 
McCabe and associates’ good versus poor prognosis 
criteria for schizophrenia. Each of the pa re- 
ceived a 2-week trial of lithium, with рІаѕта lAvels 
greater than 1.0 mEq/liter. Good prognosis ‘schizo- 
phrenic patients (McCabe and associates) and patrents 
with schizophrenizorm disorder (DSM-III) showed 
amelioration of their schizophrenic-like symptoms 
during the lithium trial. More common diagnostic cri- 
teria, based primarily on symptoms, such as the schiz- 
ophrenia versus schizoaffective distinctions on the 
RDC, failed to differentiate lithium responders from 
nonresponders. 

Several studies reviewing the characteristics of non- 
deteriorating schizophrenia and schizoaffective syn- 
dromes have elicited the common features of these dis- 
orders (14-21). These include good premorbid adjust- 
ment, the presence of a precipitating event, acute 
onset, presence of confusion or excitement, and an af- 
fective heredity. In their recent review Pope and Li- 
pinski (22) suggested that affective-like course (ex- 
acerbation and full remission) of schizophrenic-like 
symptoms and family history of affective disorders 
may differentiate those patients who may benefit from 
lithium better than symptoms do. Our work supports 
the finding that acute onset and good premorbid ad- 
justment are indicators of lithium response, but we 
were not able to find that affective symptoms are in 
any way related. In addition, we found that DSM-III, 
which is a clinical diagnostic instrument, discriminated 
better than the RDC, which is a research diagnostic 
instrument, in predicting lithium response. 

Thus there appears to be a growing body of evidence 
which suggests that schizophrenia of good prognosis 
and a substantial number of the schizophrenia dis- 
orders may be lithium-responsive affective disorders 
masquerading phenomenologically as schizophrenic- 
like illnesses. Our data support this notion and suggest 
that a lithium trial may be indicated in such patients. 
Firm conclusions and recommendations must await 
the evaluation of such schizophreniform illnesses and 
lithium response using double-blind, placebo-con- 
trolled methodology to rule out the possibility that 
spontaneous remission regularly occurs in such pa- 
tients during weeks 3 and 4 of hospitalization. 
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Disorder 
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BY HARRISON G. POPE, JR., M.D., JOSEPH F. LIPINSKI, M.D., BRUCE M. COHEN, M.D., PH.D., 


AND DORIS TOBY AXELROD, A.C.S.W. 





The authors compared patients meeting widely 
accepted criteria for the diagnosis of schizoaffective 
disorder, manic type, with patients meeting rigorous 
criteria for manic disorder and schizophrenia, using 
three methods of validation: family history, short-term 
treatment response, and long-term outcome. No 
significant differences were found between patients 
with manic disorder and schizoaffective disorder. 
However, consistent and often highly significant 
differences separated patients with schizophrenia 
from those with manic disorder and schizoaffective 
disorder. The findings suggest that schizoaffective 
disorder, as currently defined, is not a valid and 
independent entity. The authors suggest that 
psychotic disorders not diagnosable as manic- 
depressive illness or schizophrenia and without 
apparent organic basis would best be called 
*undiagnosed"' or "atypical" psychosis. Further, 
while proposals for new diagnoses or for subtyping of 
Schizophrenia or manic-depressive illness should be 
encouraged, these should undergo rigorous screening 
for validity before being accepted into clinical use. 





he diagnosis and nosology of psychotic disorders 

have been matters of interest and debate since 
Kraepelin's original delineation of manic-depressive 
illness and schizophrenia (1, 2). Although in the past it 
was largely of academic interest, the nosology of these 
disorders has now assumed greater importance, as the 
availability of newer and more specific treatments for 
the psychoses has required more accurate diagnosis 
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and classification of patients. Furthermore, growing 
research into the etiology and treatment of the psycho- 
ses demands that carefully selected, homogeneous 
populations of patients be available for study. It is thus 
crucial to develop a nosology of these disorders in 
which each diagnostic entity is shown to be valid. 

How does one establish the validity of a psychiatric 
diagnosis? Lacking the histological, pathological, or 
biochemical evidence used to validate diagnostic en- 
tities in most branches of medicine, psychiatry must 
rely on other validating criteria. These have been re- 
viewed by Robins and Guze (3), who enumerated five 
criteria for establishing diagnostic validity in psychiat- 
ric illness: clinical description, laboratory studies, 
delimitation from other disorders, follow-up study, 
and family study. Only by the constant and rigorous 
testing of the validity of proposed diagnostic entities, 
using criteria such as these, can we develop a truly 
useful classification of psychiatric disorders. 

Currently, fairly well-validated criteria exist for the 
diagnosis of schizophrenia and manic-depressive ill- 
ness, including tke criteria of Feighner and associates 
(4), the Research Diagnostic Criteria (RDC) (5), and 
the criteria of the 1978 and 1979 drafts of DSM-III. 
However, it is widely recognized that many patients 
manifest psychotic syndromes difficult to classify un- 
der schizophrenia or manic-depressive illness, for ex- 
ample, the patient who manifests an acute psychosis 
with both ''affective" and ‘‘schizophrenic’’ symp- 
toms. Should such patients' illnesses simply be classi- 
fied as undiagnosed psychosis, should they be sub- 
sumed under an already validated diagnosis (i.e., 
schizophrenia or manic-depressive illness), or can 
they be shown to represent a valid diagnostic group in 
their own right? 

Many diagnostic terms have been proposed to de- 
Scribe such patients; in the United States one of the 
most popular has been schizoaffective (6). Schizo- 
affective disorder has been variously proposed to rep- 
resent a subtype of schizophrenia (as іт DSM-II), a 
subtype of manic-depressive illness (7), or a separate 
entity (8, 9). The diagnosis of schizoaffective has been 
in use for nearly 50 years, despite a lack.of evidence to 
establish its validity. Does schizoaffective disorder 
merit distinction as a valid diagnostic category?- 
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А Nseful design for testing the validity of the schizo- 
affective diagnosis is to select three groups of patients: 
1) a stid group of putative schizoaffective patients 
it a defined combination of affective and 
“‘schfZophrenic’’ symptoms and two narrowly defined 
reference groups of 2) ‘‘definite’’ schizophrenic pa- 
tients and 3) "definite" manic-depressive patients. 
The study group is then compared with each of the two 
-eference groups on a wide range of available validat- 
ing criteria such as demographic indices, treatment re- 
sponse, family history, and long-term outcome. A 
finding of consistent, significant differences between 
the schizoaffective study group and a given reference 
group would suggest that the two groups represent dif- 
ferent disorders, but a finding of minimal, non- 
significant differences would suggest that the two 
groups may represent the same disorder. 

In a recent study that closely approaches this de- 
sign, Abrams and Taylor (10) compared 78 patients 
who met the RDC for manic disorder (5) with 10 pa- 
tients who also met the RDC for manic disorder but in 
addition displayed one or more of Schneider's first- 
rank symptoms (11). This latter group would be de- 
fined as having schizoaffective disorder, manic type by 
both the RDC and in the 1978 draft of DSM-III. No 
significant differences could be found between the 
manic and schizoaffective patients on any variables re- 
lated to prognosis, premorbid history, family history, 
or treatment response. These results would seem to 
question the validity of the schizoaffective diagnosis 
and suggest that schizoaffective disorder might be in- 
distinguishable from manic disorder. 

A problem with this study noted by the authors is 
that it included only 10 schizoaffective patients. This 
causes a risk of a so-called type II error—failure, as a 
result of small sample size, to demonstrate significant 
differences between two groups when in fact real dif- 
ferences exist. A second problem is the lack of long- 
term follow-up: it would be of interest to know wheth- 
er the two groups were distinguishable in any way sev- 
eral years later. 

Three other studies used similar designs to investi- 
gate groups of patients who were diagnosed as schizo- 
phrenic but who displayed good prognostic criteria 
such as affective symptoms (12-14), an acute onset of 
illness (12-14), and/or a past history of a remitting ill- 
ness (14). A number of these study patients would 
probably have been diagnosed schizoaffective in many 
centers. We summarized the results of these three 
studies in table 5 of a previous report (15). Briefly, all 
three studies found the good prognosis schizophrenic 
patients indistinguishable from reference groups of 
pure bipolar manic-depressive patients on virtually all 
indices; including demographic data, treatment re- 
sponse, and family history, but significantly different 
from the,reference group of schizophrenic patients on 
many of the вате indices. 

However, the first two of these three studies were 
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based on the same series of admissions as was the 
study of schizoaffective disorder previously described : 
(10). Thus, three of the four studies represent the work 
of the same group at the same center, which makes the 
generalizability of the findings less certain. Ы 

Several additional studies have used the single vali- 
dating criterion of family history to compare ''schizo- 
affective" and similarly defined ‘‘good prognosis 
schizophrenic” patients with reference groups of poor 
prognosis schizophrenic patients. These are summa- 
rized in table 3 of our previous review (15). These 
studies consistently found a preponderance of schizo- 
phrenia in the relatives of poor prognosis schizophren- 
ic patients, but a preponderance of affective illness in 
the relatives of schizoaffective and good prognosis 
schizophrenic patients, which again suggests that the 
latter groups represent a disorder separate from poor 
prognosis schizophrenia. 

The present study further tests the validity of the 
schizoaffective diagnosis, using the widely recognized 
RDC (5) (which closely resemble the 1978 draft of 
DSM-III criteria) to define patient groups. In order to 
minimize the possibility of a type II error, we exam- 
ined a relatively large number of schizoaffective pa- 
tients. We also conducted а 1'/2- to 5-year follow-up 
for most patients. We examined whether the validating 
criteria of treatment response, family history, and 
long-term follow-up would significantly distinguish 
schizoaffective disorder from schizophrenia and/or 
from affective disorder. Alternatively stated, we asked 
whether, in patients displaying a full manic or depres- 
sive syndrome, the presence or absence of putative 
schizophrenic symptoms (especially the Schneiderian 
first-rank symptoms) would have any effect on treat- 
ment response, family history, or long-term outcome. 


METHOD 


We reviewed the charts of 219 consecutively admit- 
ted patients to Bowditch I, a research ward for the 
study of psychotic disorders at McLean Hospital in 
Belmont, Mass. This group represented all of the pa- 
tients admitted during the period from January 1, 1974, 
to July 1, 1977. Charts contained detailed admission 
notes, mental status examinations, physicians' prog- 
ress notes, case reports, and daily notes by the trained 
nursing staff of the research unit. In addition, most of 
the 219 patients were directly known to one or another 
of us from our work on the unit. Thus, in spite of our 
retrospective approach, there were extensive data on 
each patient. 

We diagnosed the patients using the RDC (5) (which 
closely resemble the criteria of the 1978 draft of DSM- 
III). However, for the reference group of schizophren- 
ic patients we required 6 months of illness, as noted in 
the DSM-III criteria, rather than only 2 weeks as re- 
quired in the RDC. This was done in order to ensure `? 
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TABLE 1 
*Кезеагсһ Diagnostic Criteria Diagnoses of 219 Consecutively Ad- 
mitted Patient 








Diagnosis N % 
Schizophrenia 41 18.7 
Schizoaffective disorder, manic type 52 23.7 
Schizoaffective disorder, depressed type 9 4.1 
Manic disorder 34 15.5 
Major depressive disorder 4 1.8 
Unspecified functional psychosis 12 5.5 
Other disorders (psyckoses of possible 

organic etiology, factitious psychoses, 

psychoses of less than 1 week's 

duration, and nonpsvchotic disorders) 67 30.6 





that the reference group of schizophrenic patients 
would be as strictly defined as possible. The distribu- 
tion of diagnoses of the 219 patients is shown in table 1. 

Three diagnoses—schizophrenia, schizoaffective 
disorder, manic tvpe, and manic disorder—collective- 
ly accounted for 57.9% of the patients. The paucity of 
depressed patients on the unit was due to the fact that 
most such patients were routinely sent to two other 
units. The large number of patients classified in the 
category of other disorders included many who were 
disqualified because of a possible organic etiology 
(such as abuse of hallucinogens or sympathomimetic 
substances), plus a not inconsiderable number of pa- 
tients (N=13) wno we felt displayed factitious psy- 
chotic disorders. 

The 127 patients fulfilling RDC for schizophrenia, 
schizoaffective disorder, manic type, and manic dis- 
order were selected for study. These groups were 
compared using three validating criteria: 1) family his- 
tory of schizophrenia, affective disorder, and alcohol- 
ism; 2) short-term treatment response; and 3) long- 
term outcome at 11/2 to 5 years after discharge. 


Family history was rated by abstracting available in- . 


formation about ill relatives. These data were later 
scored by one of us (H.G.P.), who was blind to the 
diagnosis of the proband, using the criteria of Winokur 
and associates (16) for the.diagnosis of family mem- 
bers. 

Short-term treatment response was scored directly 
from the wording used in the physician's discharge 
summary in order to minimize any bias in our own ret- 
rospective assessment of short-term response. Pa- 
tients were divided into three categories: 1) those rated 
“worse,” ''unimproved,"' or ‘‘slightly improved" by 
their physicians; 2) those rated ''moderately im- 
proved’’; and 3) those rated ‘‘markedly improved" or 
‘in remission.” 

Long-term outcome was rated by one of us 
(D.T.A.), who was blind to the research diagnosis that 
had been assigned to the patient. However, blindness 
to diagnosis in this instance was only partial since the 

* outcome rater had seen many of the patients earlier 
during their index admissions. Outcome data were ob- 
‘tained by telephone or personal contact with the pa- 
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tient, information from patients’ therapists, ang re- ` 
view of the records of hospital admissions subsequent 
to the index admission. Outcome was evaluatyd Xr the 
entire follow-up period since the index admiss$o1A(i.e., 
П to 5 years). Four indices were defined and rated: 

1. Best social function at any time during the fol- 
low-up period. 

2. Maximum occupational or academic level at any 
time during the fcllow-up period. ` 

3. Lowest level of residual symptoms at any time 
during the follow-up period (residual symptoms were 
defined as the eight symptoms listed under part C of 
the DSM-III criteria for schizophrenic disorder). 

4. Global assessment of outcome for the period as a 
whole. 

Each of the four indices was rated on a 5-point scale 
(0=poor, 1=fair, 2=moderately good, 3=very good, 
4=excellent). 

Thus, by abstracting and blind scoring family his- 
tories, using treating physicians’ ratings of outcome, 
and by partially blind scoring of long-term outcome, 
we attempted to minimize the effects of bias in any of 
the three validating criteria employed. 


RESULTS 
Family History 


Table 2 indicates the number of patients in each of 
the three diagnostic groups (schizophrenia, schizoaf- 
fective disorder, manic type, and manic disorder) 
found to have a positive family history for schizophre- 
nia, affective illness, alcoholism, and psychotic dis- 
orders for which data were inadequate to permit a di- 
agnosis: In some instances, we felt that the family of a 
given proband contained a possible rather than a defi- 
nite case of affective illness or alcoholism; such cases 
are shown separately in the table. 

A positive family history for schizophrenia occurred 
in 9.8% of schizophrenic probands and none of the 
schizoaffective and manic probands. Using a one- 
tailed t test, this significantly differentiated schizo- 
phrenia from schizoaffective disorder, manic type 
(p=.04) and showed a similar but nonsignificant trend 
(p=.09) in comparing schizophrenia with manic dis- 
order. The low incidence of familial schizophrenia in 
our study, even in the families of patients with schizo- 
phrenia, is consistent with the findings of a number of 
other investigations (11-14, 17). 

A positive family history for affective illness signifi- 
cantly differentiated schizophrenia from schizoaffective 
disorder, manic type, and from manic disorder. How- 
ever, there was no significant difference in family his*~ 
tory of affective illness between schizoaffective disor- 
der, manic type, and manic disorder. These findings hold 
true whether or not ‘‘possible’’ cases are inclyded. 

In summary, then, the validating critetion of family 
history suggests that schizoaffective disorder, manic 
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Family History Findingstin 127 Patients Diagnosed Retrospectively According to the Research Diagnostic Criteria 
——— 
J Probands with Positive Family History® ` 
Ў ` Psychotic Disorder; = 
Schizophrenia” Affective Illness: Alcoholism? Inadequate Data to Rate 
Diagnosis of Proband N % М % М % N % 
Schizoptrenia (N=41) 4 9.8 4 9.8 4 9.8 3 7.1 
Including relatives with : А 
.* possible cases 4 9.8 4 9.8 6 14.3 3 7.1 
Schizoaffective disorder, . 
manic туре (N52) 0 21 40.4 12 23.1 5 i 9.6 
Including relatives with 
possibl2 cases 0 26 50.0 13 25.0 5 9.6 
Manic disorder (N=34) 0 11 32.4 ` 11 32.4. 1 2.9 
Includiag relatives with ` 
possible cases. 0 15 44.1 1 32.4 1 2.9 
Schizoaffective disorder, f 
manic type with 2 or more 
schizoghrenic symptoms : ^ 
(N=33) 0. . 16 48.5 8 24.2 3 9.1 
Including relatives with А 
possible cases А 0 19 57.6 9 27.3 3 . 9.1 





*Some probands had a positive family history of more than 1 disorder. 


"Schizophrenia versus schizoaffective disorder, p—.04; schizophrenia versus schizoaffective disorder with 2 or more schizophrenic symptoms, p=.09; schizo- 
phrenia versus manic disorder, p=.09 (all binomial theorem, one-tailed t test). All other differences were not significant. 

*Schizophrenia versus both schizoaffective groups, p«.001 (regardless of whetlier possible cases are included); schizophrenia versus manic disorder, p<.05 
(excluding possible cases) and p<.001 (including possible cases) (all by chi-square analysis). All other differences were not significant. 

‘Schizophrenia versus manic disorder, p<.05 (excluding possible cases) arid n.s. (including possible cases) (chi-square analysis). All other differences were not 





significant. 

TABLE 3 E 

Short-Term Treatment Response Among 127 Patients Diagnosed Retrospectively According to the Research Diagnostic Criteria 

Lt Й Improvement 
Minimal Moderate Marked Total 

Diagnosis and Treatment N % N % N % Number 

Schizophrenia? 19 46.3 19 46.3 з 73 41 
Neuroleptics 18 19 3 40 
No mediation 1 0... . 9 d 

Schizoaffective disorder, manic type 6 11.5 8 15.4 38 731 32 
Lithium 1 3 16 20 
Lithium and neuroleptics 2 2 10 14 
Neurolertics 2 2 8 12 
Lithium and antidepressants - 0 0 2 2 
ECT 0 I 1 2 
No medication 1 0 1 2 

Manic disorder 1 2.9 6 17.6 27 794 34 
Lithium 0 — 1 12 13 
Lithium znd neuroleptics 0 5 12 17 
Neurolep-ics 1 0 2 3 
ECT 0 0 1 1 

Schizoaffective disorder with 2 or more schizophrenic symptoms. 5. 1542 4 121 24 72.7 33 
Lithium 1 1 9 11 
Lithium and neuroleptics à 1 8 11 
Neuroleptics 2 2 5 9 
ECT | 0 0 1 1 
Lithium ала tricyclic antidepressants 0 0 1 1 
No medication 0 0 0 0 





*Schizophrenia versus all three other groups, p<.001 (chi-square analysis). All other differences were not significant, 


type, is indistinguishable from manic disorder but sig- 
nificantly different from schizophrenia. 

One pp$sible objection that might be raised at this 
point is that schizoaffective patients are too loosely de- 
fined in the RDC; the presence of even one Schneider- 


*. 


ian first-rank symptom, or preoccupation with a single 
delusion or hallucination unrelated to mood, is enough 
to shift the diagnosis from manic disorder о schizo- 
affective disorder, manic type. What if one were to ex- 


amine thé more narrowly defined subgroup of schizo- ` 
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` Outcome (112-5 Years) Among 127 Patients Diagnosed Retrospectively According to the Research Diagnostic Criterla 
a 
Outcome? ` 
E Poor-Fair Good _ t Exzellent 
Outcome Index and Diagnosis N % N % м % 
Best social function 
Schizophrenia (N=27)? 18 66.7 8 29.6 1 3.7 
Schizoaffective discrder, manic type (N=35) 3 8.6 7 20.0 25 71.4 
Manic disorder (N= 18) 0 6 333 12 67 
Schizoaffective disorder, manic type, with 2 or more 
schizophrenic symptoms (N=24) 3 125 4' 16.7 17 70.8 
Best occupational or academic function 
Schizophrenia (N 27)? 15 55.6 8 29.6 4 14.8 
Schizoaffective disorder, manic type (N=35) 1 2.9 9 25.7 25 71.4 
Manic disorder (N18) 0 5 27.8 14 722 
Schizoaffective disorder, manic type, with 2 or more 
schizophrenic symptoms (N 724) 1 4.2 8 333- 14 62.5 
Minimum residual symptoms 
Schizophrenia (N «27)* 1l] 40.7 15 55.6 I 3.7 
Schizoaffective disorder, manic type (N=35) 1 2.9 13 371 21 60.0 
Manic disorder (ЇЧ = 18) 0 4 222 14 77.8 
Schizoaffective disorder, manic type, with 2 or more 
schizcphrenic symptoms (ЇЧ 24) 1 4.2 10 41.7 13 342 
Global assessment of outcome 
Schizophrenia (N=27)? 16 59.3 1 407 0 
Schizoaffective disorder, manic type (N —35) 3 8.6 23 65.7 9 25,7 
Manic disorder (N= 18) 1 5.6 9 50.0 8 444 
Schizoaffective disorder, manic type, with 2 or more 
schizophrenic symptoms (N=24) 2 8.3 16 66.7 6 25.0 


*Poor-fair outcome is defined as a rating of 0-1, good —2-3, and excellent=4 for best social function, best occupational or academic function, and global 
assessment of outcome. For minimum residual symptoms, poor-fair indicates severe symptoms, good indicates moderate symptoms, and excellent indizates 


no symptoms. 


»Schizophrenia versus all other groups, p<.001 (chi-square analysis). All other differences were not significant. 


affective patients who showed not one but several 
Schneiderian or mocd-incongruent psychotic symp- 
toms? Would this group still prove indistinguishable 
from patients with manic disorder? 

To investigate the possibility, we examined the sub- 
group of 33 schizoaffective patients who displayed two 
or more of the Schneiderian or mood-incongruent psy- 
chotic symptoms from the list of symptoms considered 
suggestive of schizophrenia in criterion C of the RDC 
for schizoaffective disorder, manic type. Eighteen of 
these patients showed three or more of such symptoms 
and 6 showed five or more. However, even this more 
narrowly defined subgroup proved indistinguishable 
from manic disorder on all family history indices, but 
significantly distinguishable from schizophrenia on 
family history of manic-depressive illness (p<.001), 
and snowed a nonsignificant trend on family history of 
schizophrenia (p=.09, one-tailed t test). 


Short-Term Treatment Response 


Table 3 presents data on short-term treatment re- 
ponse. Medications shown represent those the patient 
was receiving at the time of discharge. Based on this 
criterion, a*highly significant difference separated the 
schizoaffective patients from the schizophrenic pa- 
tients. However, no difference was found between 
„schizoaffective patients and manic patients. Looking 

* again at the subgroup of schizoaffective patients with 2 


or more schizophrenic symptoms (i.e., Schneiderian 
first-rank or mood-incongruent psychotic symptoms) 
there was a highly significant difference between them 
and the schizoparenic patients, but not between them 
and the manic patients. Looking within the various 
groups at specific medication regimens (for example, 
lithium alone), there was little difference between the 
manic, schizoaffective, and schizoaffective patients 
with 2 or more schizophrenic symptoms. 

Thus these findings, like the family history findings, 
support the similarity of schizoaffective disorder, man- 
ic type, and manic disorder, but they suggest the heter- 
ogeneity of schizoaffective disorder and schizophre- 
nia.: 

Long-Term Outcome 


Data on long-term outcome are shown in table 4 and 
figure 1. It is important to reiterate that the indices of 
social function, occupational or academic function, 
and residual symptoms rate best functioning at any 
time during the follow-up interval of 1'/2 to 5 years. 
Thus, an individual with several episodes of severe ill- 
ness, separated by complete remissions, would tad to” 
score high on these indices; an individual vm chronic 
mild symptoms would score lower. On the other hand, 
global assessment of outcome represents an Overall as- 
sessment of the entire follow-up penu individual 
with several episodes of severe illness Would thus 
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"FIGURE, 1 . é 
Mean Ratings on Four Outcome Indices of 127 Patients Diagnosed as 
Having ,Schizophrenia, Schizoaffective Disorder, Manic Type, and 
Manic Disorder? 
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N 
Schizoaffective 
Disorder, 
Manic Type, 
with 2 or More 
“Schizophrenic” 
Symptoms 
DIAGNOSIS 


Manic 
Disorder 


Schizoaffective 
Disorder, 
Manic Type 


Schizophrenia 


?0—poor, |=fair, 2=moderately good, 3=very good, 4=excellent. Mean rat- 
ing values are available from Dr. Lipinski on request. 


score lower, however complete his or her remissions 
between episodes, than an individual with only a single 
major episode. 

Of the 41 patients with schizophrenia, adequate in- 
formation was obtained to rate long-term outcome in 
27 of them (66%). Eighteen of the patients with manic 
disorder (53%), 35 of the patients with schizoaffective 
disorder (67%), and 24 of the patients with schizoaf- 
fective disorder with two or more schizophrenic symp- 
toms (73%) could be rated for outcome. There was no 
significant difference between the proportions of pa- 
tients in each group for whom adequate outcome data 
were obtained. 

On all four outcome indices, the schizophrenic pa- 
tients displayed strikingly and significantly poorer out- 
ome than any of the other groups. However, no sig- 
nificant difference was found on any index between 
schizoaffective patients and manic patients. Nor did 
any significant differences emerge between the manic 
patients and the schizoaffective patients with two or 
more schizéphrenic symptoms. 
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DISCUSSION 


e А 

In order to test the validity of the diagnosis of 
schizoaffective disorder, manic type, patients meetifig 
widely published criteria for this disorder (reference 5 
and 1978 draft of DSM-III) were compared to patients 
meeting rigorous criteria (reference 5 and 1978 draft of 
DSM-III) for manic disorder and schizophrenia, using 
three validating methods: family history, short-term 
treatment response, and long-term outcome. 

On all three validating criteria, no significant dif 
ferences were found between manic disorder and 
schizoaffective disorder, manic type. No significant 
differences were found even in comparisons between 
patients with manic disorder and schizoaffective pa- 
tients who displayed two or more schizophrenic symp- 
toms (i.e., Schneiderian first-rank symptoms, pre- 
occupation with mood-incongruent delusions or hallu- 
cinations, or thought disorder persisting in the absence 
of affective disturbance). On the other hand, оп Һе. 
same three validating criteria, consistent, often highly 
significant differences emerged separating patients 
with schizophrenia from both schizoaffective and man- 
ic patients. 

Our findings suggest the following. 

1. Schizoaffective disorder, manic type (as it is de- 
fined by two sets of well-known published criteria [ref- 
erence 5 and 1978 draft of DSM-III]), is readily distin- 
guishable from schizophrenia but indistinguishable 
from manic disorder using available validating criteria. 
This suggests that schizoaffective disorder, manic 
type, is not a valid and independent diagnostic entity 
but rather should be classified within manic disorder. 

2. In patients displaying a full manic syndrome, the 
presence or absence of Schneiderian first-rank symp- 
toms or of mood-incongruent psychotic symptoms was 
of no demonstrable diagnostic or prognostic signifi- 
cance in this study. This finding adds to the mounting 
evidence, from a number of recent studies (15), that 
Schneiderian first-rank symptoms and other putative 
schizophrenic symptoms are nonspecific symptoms, 
occurring frequently in both affective illness and schiz- 
ophrenia and having little, if any, demonstrated signifi- 
cance in differential diagnosis. 

Several limitations in the present study suggest ave- 
nues for further investigation. First, the number of de- 
pressed patients in our study (4 with major depressive 
disorder and 9 with schizoaffective disorder, de- 
pressed type) is too small to permit conclusions. Our 
findings for the two groups of depressed patients close- 
ly paralleled those for the patients with manic and 
schizoaffective disorder, manic type, but the numbers 
were far too small to reach significance. A larger study 
with depressed patients would be of interest. 

Second, the restrospective design of the present 
study limits the accuracy attainable in some ratings. 
Some phenomenological or family-history data (espe- , 
cially familial alcoholism) may have been missed in the 
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, Tetrospective approach. Complete researcher blind- 


.ness was also impossible to achieve, although partial 


blindness was attained. To improve on this, we are 
currently conducting such a prospective study of con- 
secutive admissions in which the admitting diagnosis, 
family history, short-term treatment response, and 
long-term outcome are determined by four indepen- 
dent observers, each blind to the ratings of the other 
three. | 


Third, the present study examines only one defini- 


tion of schizoaffective disorder—that of the RDC (5) 
and the 1978 draft version of DSM-III. The final ver- 
sion of DSM-III redefines schizoaffective disorder as а 
residual category, without specific criteria. These nar- 
rower, but less specific criteria for schizoaffective dis- 
order are more difficult to test, since it is much harder 
to get different observers to agree reliably as to which 
patients merit the newly defined schizoaffective diag- 
nosis. Thus validation of these criteria may prove ex- 
tremely difficult. 


In summary, while the diagnostic separation of 


schizophrenia from schizoaffective disorder and manic 
disorder appears to be valid, the diagnostic separation 
of schizoaffective disorder from manic disorder does 
not appear to be valid as judged by available criteria. 
Since course, family history, and treatment response 
do not distinguish schizoaffective disorder as defined 
here from manic disorder, there would seem to be no 
adequate reason on clinical grounds to make the 
former diagnosis. Such a diagnosis can only lead to 
confusion. 


From this discussion it should not be concluded that 


schizophrenia or manic-depressive illness necessarily 
represent unitary, homogeneous diagnostic entities, 
but rather that no other divisions or diagnostic group- 
ings as yet appear to have proven diagnostic validity. 
Thus at present it appears that the diagnosis of schizo- 
affective disorder should be suspended and that indi- 
viduals without toxic, metabolic, or factitious psycho- 
sis who do not fit the above categories would best be 
given a diagnosis of atypical psychosis or undiagnosed 
psychosis. Finally, proposals for new diagnostic 
groups and subgroups should be encouraged, but 
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should undergo rigorous screening;for validity: before 


being accepted into clinical use. · 


14. 
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"Neuropsychology in Alcoholic Men in Their Late Thirties: 


One-Year Follow-Up 


- A 


BY KENNETH M. ADAMS, PH.D., IGOR GRANT, M.D., AND ROBERT REED, M.S. 





Ina previous article the authors reported on two 

: groups of alcoholic men in their late 30s who were 
remarkably free of neuropsychological impairment. In 
this article they present the results of a 1-year follow- 
up of many of these subjects. They found similarities 
in performance between alcoholic subjects who in the 
original study had been abstinent for 18 months and 
nonalcoholic control subjects who drank moderately. 
However, the group of alcoholic men who in the 
original study had been recently detoxified (about 3 
weeks) failed to show practice-effect learning on 
follow-up. The authors interpret this failure as 
possibly indicative of a preclinical phase of what 
might ultimately become organic impairment. 





n 1979 we reported on two groups of alcoholic men 
Ii their late 30s who were remarkably free of neu- 
ropsychological impairment (1). Furthermore, we 
found that we could not distinguish between alcoholic 
men who had been recently detoxified (3 weeks) and 
those who had been abstinent for 18 months and a con- 
trol group of subjects who drank moderately on the 
basis of an extended Halstead-Reitan Neuropsycholo- 
gical Battery (2). We found no evidence from life his- 
tory, neurological history, drug history, nutritional 
history, or drinking history (3) which suggested that 
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our subjects were either at special risk for or would 
enjoy special immunity from alcohol-induced cerebral 
impairment. In this article we will present the results 
of a 1-year follow-up of these groups. 


METHOD 


A comprehensive description of the study design 
can be found in the initial report (1). In brief, we per- 
formed extended Halstead-Reitan neuropsychological 
examinations on three groups of men at the beginning 
of the study. Group 1 consisted of inpatients from a 
Veterans Administration alcoholism treatment unit 
who had been in the program for 3 weeks. Group 2 
were abstinent alcoholic men who had remained sober 
for 18 months. Group 3 was composed of nonpatients 
who were recruited from various civic and educational 
organizations and screened against criteria that would 
eliminate subjects with ‘‘neuropsychological risk” 
conditions (3). Any subject with a history of neurologi- 
cal disorder, psychosis, or polydrug abuse was ex- 
cluded, as were subjects older than age 46. 

Approximately 1 year after the initial examination 
we repeated the neuropsychological tests and gathered 
interim data on health, accident, nutritional, alcohol, 
and drug abuse histories. There were 23 men in the 
follow-up group | (we will maintain the original group 
labels even though the ‘‘recently detoxified’? men had 
been detoxified for 1 year and 3 weeks at follow-up). 
The mean age of the men in group ! was 36.8+6.5 and 
the mean number of years of education was 12.9+2.0. 
Group 2 (who had originally been abstinent for 18 
months) consisted of 25 men whose mean age was 
36.5+6.3 and who had a mean of 13.2+2.7 years of 
education. In group 3 were 21 nonalcoholic men aged 
36.9+5.9 with 13.3+1.7 years of education. 

At the time they entered the study, we estimated the 
amount of ethanol consumed by all of the subjects in 
the preceding 10 years. The mean values were as fol- 
lows: group 1, 695 kg, group 2, 675 kg, and group 3, 44 
kg (F=19.0; df-2, 66; p<. 0001). The number of years 
of very heavy drinking (defined as years in which eth- 
anol consumption exceeded 560 g per weeg on the av- 
erage) was 6.7 years for group 1, 6.5 years for group 2, 
and 0.2 years for group 3 (F=35.4; df=2, 66;'р<.0001). 
The two alcoholic groups also used more, marijuana, 
(approximately three '*joints" per week versus essen- ' 
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TABLE 1 А : 7 
*Mean Scores of Alcoholic Men and Controls on Neuropsychological Tests at Initial Testing and at 1-Year Follow-Up : Е 
Recently Detoxified Abstinent Nonalcoholic 
й Alcoholics (N=23) Alcoholics (N=25) Subjects Ф =21) 
Test Initial Follow-Up Initial Follow-Up Initial Follow-Up 
WAIS 
Verbal IQ 107.1 106.4 112.2 113.7 108.3 107.9 
Performance IQ 107.3 110.28 111.2 116.4° 107.6 113.1“ 
Full-scale IQ 107.4 108.5 112.4 115.7* 108.5 110.8 
Information 12.0 11.9 12.7 12.9 12.1 12.2 
Comprehension 10.8 10.3 11.9 11.4 11.8 11.4 
Arithmetic 11.8 11.5 11.8 12.6? 11.5 11.1 
Similarities 11.5 11.1 12:3 12.4 11.8 12.1 
Digit Span 10.2 11.0 12.2 12.7 9.8 9.8 
Vocabulary 1.5 11.0* 12.0 11.9 11.7 11.5 
Digit Symbol 10.5 10.4 10.4 11.1? 10.6 112 
Picture Completion 10.7 11.2 11.6 12.15 10.8 11.5 
Block Design 10.8 11.5 11.9 12.4 11.1 12.35 
Picture Arrangement 10.2 10.5 10.5 11.8 9.3 10.0 
Object Assembly 10.3 11.0 11.1 11.98 11.0 12.9 
Halstead-Reitan battery 
Category Test? 36.3 33.1 34.9 22.8" 36.4 26.0° 
Tactual Performance Test, dominant hand? 6.0 5.6 6.7 4.98 5.6 5.0 
Tactual Performance Test, nondominant hand? 4.5 4.5 4.2 3.5% 4.2 3.7 
Tactual Performance Test, both hands? 2.3 2.7 2.4 2.5 2.5 2.2 
Tactual Performance Test, total time? 12.6 13.0 13.0 10.7° 12.3 10.9* 
Tactual Performance Test, memory 8.4 8.2 8.2 8.4 7.9 8.3 
Tactual Performance Test, location 4.6 5.0 4.7 4.6 3.7 5.08 
Speech Errors? 6.1 5.7 4.3 4.0 53 4.6 
Rhythm Errors? 3.7 4.5 3.2 2.2 4.3 4.5 
Tapping. dominant hand 50.9 50.4 51.9 51.9 51.3 51.8 
Tapping, nondominant hand 46.0 45.1 47.1 48.98 47.4 43.2 
Impairment Index? 28 28 M .16 28 23 
Other tests 
Trails A? 26.6 28.2 22.7 28.8 25.8 22.7% 
Trails B? 63.3 67.9 57.2 67.3 65.6 51.0 
Pegboard time, dominant hand? 67.2 68.7 69.2 69.1 62.1 63.5 
Pegboard time, nondominant hand? 74.0 74.3 71.8 69.5 69.1 69.2 
Right-hand grip (kg) 51.9 53.1 57.4 57.1 60.6 59.2 
Left-hand grip (kg) 45.8 45.2 52.3 53.9 54.1 54.3 
Aphasia total errors? 1.74 2.13 1.52 1.122 1.33 76 
Constructional Dyspraxia Rating? 1.00 1.30? 1.00 1.12 1.00 1.00 
Memory tests* 
Immediate verbal 6.7 72 7.6 9.2* 6.7 7.8* 
Verbal after 15-minute delay 5.9 5.6 5.9 7.0 5.2 6.5* 
Rey diagram copy 34.0 32.4 32.4 33.0 32.2 32.7 
Rey diagram after 15-minute delay 19.5 19.0 18.7 24.1* 21.0 23.7° 





"The difference between initial and follow-up ratings was significant (p<.05). 





"The difference between initial and follow-up ratings was significant (p<.001). 


°The difference between initial and follow-up ratings was significant (р<.01). 
JA higher score on this measure means more impaired performance. 


*The group Ns for these tests are different because these tests were added after the study began. There were 8 men in the group of recently detoxified alcoholics, 


15 in the group of abstinent alcoholics, and 19 in the nonalcoholic group. 


tially none) and more cigarettes (10 versus 3 packs per 
week) than the nonalcoholic men. None of the subjects 
reported much experience with other drugs. Detailed 
comparisons did not reveal any significant differences 
between the follow-up groups and the original samples 
(demographic, medical, or substance use histories, 
nutrition, and initial neuropsychological test results). 

The neurobsychological test protocols were grouped 
together, and one of us (I.G.), who was blind to group 
membership, ratec the performance data on a 6-point 
$cale ranging from excellent to severely impaired (1, 
3). 


RESULTS 


At follow-up 9 men from group 1 (39%), 3 from 
group 2 (12%), and 3 from group 3 (14%) had mild to 
moderate neuropsychological deficits (ҳ2=6.17; df=2; 
p<.05). At the first examination 1 year before, 6 men 
in group 1 (26%), 5 men in group 2 (20%), end 4meni" 
group 3 (1926) showed such impairment (the difference 
was not significant). Initial and follow-up scores for se- 


lected neuropsychological tests are id in table 
1. 
The alcoholic men who had been abstirtent Дог at 
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` least 18 months апд the nonalcoholic subjects im- 
proved significantly.on several tests and summary in- 
dexes including the Category Test, Tactual Perform- 
ance Test total time, and some Wechsler Adult In- 
telligeace Scale (WAIS) performance items. In 
conttast the recently detoxified group did not improve 
significantly on any test, although they did increase 
their overall performance IQ. This suggests that the 

* recently detoxified group did not benefit as much from 
practice effect as did the other groups. 

Sixty-three percent of the recently detoxified alco- 
holic men reported having had at least one drink in the 
follow-up periods, as did 20% of the long-term absti- 
nent g-oup and 4896 of the nonalcoholic subjects. Most 
reports of drinking were extremely modest (a few 
drinks a month), although 1 man from group 1 reported 
drinkimg a quart of whiskey a day for a month 2 months 
before retesting. We related interim drinking (yes ver- 
sus noi to follow-up neuropsychological results (unim- 
paired versus impaired). There was no reliable associ- 
ation. Similarly, neuropsychological status at the be- 
ginning of the study did not predict subsequent 
drinking. , 

There were no systematic between-group dift 
ferences in nutritional status (ratings were made by a 
dietitizn) during the follow-up period. Several group 1 
subjeczs reported interim medical events: 1 man suf- 
fered £ stroke (although he was rated as much more 
impaired neuropsychologically at follow-up, he was al- 
so milcly impaired before the stroke), another was giv- 
en diphenylhydantoin because of a seizure, and a third 
suffered a concussion in an auto accident. The latter 2 
subjects remained unimpaired at follow-up. No impor- 
tant mədical events occurred in groups 2 or 3. Thus, 
the increased proportion of neuropsychclogical im- 
pairment in group 1 at follow-up cannot be explained 
on the basis of available interim drinking, drug use, or 
dietary or medical history. 


COMMZNT 


Our initial results (1) suggested that there were no 
systematic neuropsychological differences between 
two groups of abstinent alcoholic men (those recently 
detoxifed and those who had been abstinent for 18 
months) and a nonpatient matched sample of men 
withouz a heavy drinking history. 

Repeat neuropsychological assessment of these sub- 
jects at 1 year follow-up suggests that subtle changes 
may have occurred. Taken as a whole, our neuropsy- 
chologizal results show similarities in performance be- 

ween .onge™term abstinent alcoholic men (group 2) 
and the nonalcoholic control subjects (group 3). The 
АХ group (group 1) seemed to perform 
differer#y frop.the other groups at follow-up. 

The cinis global ratings showed a trend toward 
improy2mént іп the alcoholic men who had been absti- 
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nent for a longer time (group 2) and the nonalcoholic 
subjects (group 3); this trend was also reflected in im; 
proved scores on about one-fourth of the neuropsy- 
chological tests. This may reflect actual improvement 
in cerebral functioning, along with whatever small 
amount of variance is attributable to practice effects. 

In contrast, the recently detoxified alcoholic men 
(group 1) not only failed to produce improved perform- 
ance on retest, but in some cases they were actually 
more impaired according to the clinician’s global rat- 
ing. 

These findings might plausibly be interpreted to 
mean that at initial examination the recently detoxified 
alcoholic men, although able to perform tests at an es- 
sentially normal level, nevertheless had difficulties in 
the kind of incidental learning that helped subjects in 
the other two groups do better when retested. Such a 
defect in incidental memory might reflect a persisting 
subclinical ‘‘intermediate duration organic mental dis- 
order," evidence for which has been presented by 
Bennett and associates (4) in alcoholic subjects and by 
us (3, 5, 6) among polydrug users. 

Some of our results are comparable to the results of 
Long and McLachlan (7) who studied a smaller 
sample of alcoholic men who had been abstinent for a 
year at follow-up. Their subjects were 8 years older, 
on the average, than our subjects and more intelligent 
as measured by the WAIS. 

Direct comparison of the changes in Long and 
McLachlan’s subjects and ours shows that five of the 
seven indicators that showed significant improvement 
in their study were also significantly improved in our 
abstinent alcoholic group. Among our nonpatient con- 
trol subjects, four of the seven tests showed greater 
than chance improvement, but our recently detoxified 
alcoholic men had no test improvement comparable to 
Long and McLachlan’s abstinent group. 

Some procedural differences make direct inter- 
pretation of this comparison difficult. Long and 
McLachlan obtained differences between their older 
alcoholic subjects and volunteer control subjects at 
initial testing, but they did not retest their control sub- 
jects. Further, the period between detoxification and 
testing in their initial examination of the alcoholic sub- 
jects was about half that of our study (11 versus 21 
days). i 

The fact that several-of our recently detoxified sub- 
jects actually deteriorated over a year is puzzling. We 
found no relationship between medical history, nutri- 
tion, drug, or alcohol use in the interim period that 
would explain the neuropsychological differences 
among the three groups. There are no readily apparent 
subject selection factors (health and educational his- 
tories were comparable), and the retestec*samples did 
not differ from the three initial groups on any relevant 
dimension. It is, of course, possible that the recently 
detoxified alcoholic subjects drank more in the follow- 
up period that they admitted and that such interim in- ' 
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toxication contributed to a deficit. Although we cannot 


dismiss sugh an explanation, we believe its credibility 


is weakened by the fact that the alcoholic subjects who 
reported drinking very heavily since the initial assess- 
ment showed no neuropsychological deterioration at 
follow-up. 

Deserving of further exploration is the possibility 
that some men in the recently detoxified group have 
entered a process of change in their neuropsychologi- 
cal abilities that is no longer correctable by abstinence. 

We suggest that alcoholism-related organic mental 
disorder might have a latent phase similar to that de- 
scribed for many chronic medical illnesses such as dia- 
betes. According to this model, people destined to de- 
velop neuropsychological impairments (either purely 
on the basis of alcoholism or because of some inter- 
action among constitutional factors, drinking, and nor- 
mal aging) must at some point in the evolution of their 
disorder experience early subtle changes in cerebral 
functioning that are not yet measurable even by exten- 
sive neuropsychological testing. A clue to this latent 
phase might be failure of incidental learning as reflect- 
ed by lack of expected improvement in test perform- 
ance at follow-up. With the passage of time, the pro- 
cess might advance to a subclinical phase. At this 
point a person would still appear ‘‘normal’’ in the usu- 
al clinical sense but show signs of neuropsychological 
deficit on comprehensive examination. Most neu- 
ropsychological studies of alcoholics reported in the 
literature thus far appear to have studied subjects with 
such a subclinical disorder (8-14). Eventually, some 
people would be expected to enter a clinical phase 
characterized by definite signs of cognitive decline, the 
final outcome of which is classical Wernicke-Korsa- 
koff dementia (15). 

Clearly, a report on a small number of subjects fol- 
lowed for a year can offer only tentative support for 
the model of the natural history of alcoholism-related 
cerebral disorder that we have proposed. The real test 
will come when we and others have examined larger 
and more diverse groups of alcoholic subjects over 
much longer time spans. Such investigations are time- 
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consuming and costly. At the same-time, we probably" 
have reached a limit to the amount of new information 
that cross-sectional studies, no matter how elegant, 
can provide about the long-term effects of algoholism 
on CNS function. 
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BY MICHAEL J. ECKARDT, PH.D., RALPH S. RYBACK, M.D., AND CHARLES P. PAUTLER, PH.D. 





The authors examined performances on 24 commonly 
used clinical neuropsychological tests for drug-free 
alcoholic men in their mid to late 30s either within 2-6 
days of their last drink (М —59) or between 14 and 31 
days after their last drink (N=20). Although mean 
scores were indicative of impairment on 
approximately half of the tests, no statistically 
significant overall difference in performance between 
individuals tested at these two time periods was 
observed. Recent and chronic alcohol consumption 
variables were found to interact with each other and 
with age and education in a nonlinear fashion in 
predicting neuropsychological performance. 
Increased consumption predicted decreased 
performance even on tests whose mean scores were in 
the normal range. 





ItHough sober alcoholics do not possess overall in- 

tellectual impairment (1, 2), they have deficits in 
perceptual capacities, conceptual shifting, motor per- 
formance, memory function, and visual-spatial ab- 
stracting abilities (1, 3-6) and consequently have been 
compared to people with organic brain damage (7-11). 
These results become even more convincing when it is 
noted that many of the neuropsychological tests com- 
monly used to assess alcoholism-associated brain dys- 
function have been demonstrated to be valid (12, 13) 
and clinically reliable (14, 15). Reduced cognition in 
alcoholic patients has been related to length of alcohol- 
ism (9, 16, 17) and to pattern of alcoholic drinking even 
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when mean test scores are in the normal range (6). 
Fine and Steer (18) reported brain damage coincident 
with early alcohol dependency, and Parker and Noble 
(19) demonstrated that the amount of alcohol con- 
sumption per drinking occasion was negatively related 
to performance by social drinkers on several cognitive 
tests. These findings are strikingly different from those 
of the study by Grant and associates (20), who opted 
for ‘‘cautious optimism that even very heavy alcohol 
use (80 g/day, or more) is not related to neuropsy- 
chological impairment in the alcoholic who is in his or 
her late 30s.” 

This conclusion by Grant and associates (20) has se- 
rious clinical implications, particularly in view of the 
enormity of alcoholism as a social problem. Specifical- 
ly, if clinicians believe that no harm will result from 
drinking heavily to individuals who are less than 37 
years of age, efforts to intervene in this large popu- 
lation might not be highly motivated. Thus, additional 
studies of this age group should be conducted so that 
the generality of the findings of Grant and associates 
(20) to other clinical populations can be assessed. We 
undertook this prospective study to determine wheth- 
er recent and chronic alcohol consumption variables 
were related to neuropsychological performance in al- 
coholic men in their mid 30s. 


METHOD 


The subjects were 79 male volunteers who were be- 
tween the ages of 21 and 46 years and were inpatients 
in the Alcohol Treatment Program of the Veterans Ad- 
ministration Hospital, Long Beach, Calif. These pa- 
tients were an age-selected subsample of those alco- 
holic men between the ages of 21 and 60 years pre- 
viously reported on by Eckardt and associates (6, 21). 
They were admitted with a primary medical diagnosis 
of alcoholism and had no other psychiatric disorder. 
Informed consent was obtained after the procedure 
had been fully explained. We used a table of random 
numbers to assign patients to one of two groups. 
Group 1 (N=59) was tested within 2-6 dys of their 
last drink, and group 2 (N=20) was tested between 14 
and 31 days after their last drink. Group designation 
was independent of the intensity of withdrawal. Group, 
1 contained more patients than group 2 because the 
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latter was originally viewed as a control group for re- 
“;peated-testjng effects (21). The patients in group 1 had 
a mean age of 36.1+7.2 years, and those in group 2 
were aged 34.4+7.9 years. | 
"Neuropsychological testing was conducted by study 
personnel specifically trained and familiar with the 
tests used. Testing was conducted after the clinical 
symptoms associated with acute withdrawal (extreme 
tremulousness, ataxia, and diaphoresis) subsided. Pa- 
tients were tested individually after it was determined 
that no psychoactive medication had been adminis- 


tered during the previous 48 hours. The battery of 24 - 


neuropsychological tests was given over a 2-day peri- 
od; the order of tests was determined randomly. Tests 
were selected on the basis of common clinical use and 
recent literature reviews on brain dysfunction in alco- 
holics and have been described elsewhere (6, 21). 

Detailed information on recent and chronic alcohol 
consumption, drinking-related behavior, physical and 
mental health conditions that might ‘influence neu- 
ropsychological performance, use of drugs, and so- 
cioeconomic characteristics was obtained from re- 
search questionnaires filled out by the patient approxi- 
mately midway through the 21-day treatment program. 
Occasional discrepancies between this information 
and medical charts were resolved through an interview 
by study personnel, who were not members of the 
treatment staff. 


RESULTS 
Comparison of Group 1 and Group 2 


There were no significant differences between the 
two alcoholic groups in age, education, marital status, 
race, personal monthly income, current employment 
status, recent and chronic alcohol consumption, or 
drinking-related behavior. One of the subjects in group 
1 (2%) and none of the subjects in group 2 had com- 
pleted grade school only, 28 in group 1 (47%) and 7 in 
group 2 (3596) had completed high school, and 30 in 
group 1 (51%) and 13 in group 2 (65%) had completed 
college. Thirty of the subjects in group 1 (51%) and 10 
in group 2 (50%) were married, 17 in group 1 (29%) and 
6 in group 2 (30%) were widowed or divorced, and 12 
in group 1 (20%) and 4 in group 2 (20%) were single. 
Twenty-four subjects in group 1 (41%) and 12 in group 
2 (60%) had an income of $100-$499, 16 in group 1 
(27%) and 6 in group 2 (30%) had an income of $500- 
$899, and 19 in group 1 (32%) and 2 in group 2 (10%) had 
an income of $900 or more. The mean number of years 
of abusive drinking in group 1 was 12.0+7.6, and the 
mean for group 2 was 13.4+8.2. The mean lifetime 
consumption of 100% ethanol was 483 +450 gallons in 
group 1 ape 548::501 gallons in group 2. The mean 

* number of grams of ethanol per kilogram of body 
Weight per drinking occasion during the past 6 months 
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TABLE 1 RI Eu 
Neuropsychological Test Scores for Alcoholic Men Tested Within 2-6 
Days of Their Last Drink (Group 1) and Those Tested Between 14 and 
31 Days After Their Last Drink (Group 2) 











Group 1 Group 2 
(N59) (N=20) 
Test Mean SD Mean SD 
Tactual Performance Test, dominant 
- hand (minutes) 72 3.0 64 31. 

Tactual Performance Test, 

nondominant hand (minutes) 6.1 3.3 6.4 3.6% 
Tactual Performance Test, 

both hands (minutes) 3.7 2.48 37 3.0* 
Tactual Performance Test, ў 

total time (minutes) 17211 7.78 16.6 8.7* 
Tactual Performance Test, : 

memory 74 13 7.3 14 
Tactual Performance Test, 

location 33 2.5 2.6 2.08 
Tapping, dominant hand 45.5 7.22 45.4 68 
Tapping, nondominant hand .41.7 7,08 435 5.58 
Trails A (seconds) 379 14.68 344 9.28 
Trails B (seconds) 89.1 36.12 96.9 41.08 
Categories —66.9 27.00 -—67.0 292? 
Speech Perception 507 7.2% 527 5.3 
Seashore Rhythm 242 2.99 25.4 3.6 
Wisconsin Card Sorting Test 47 1,98 3.9 2.5% 
Digit Symbol 42.9 9.9 46.2 10.3 
Digit Span 111 2.1 11.2 1.8 
Block Design 30.6 7.9 342 7.6 
Object Assembly 29.20 67 29.8 6.6 
Rod and Frame, left tilt (degrees) — 1.70 1.35 - 1.86 1.05 
Rod and Frame, rigkt tilt (degrees) — 1.12 0.78 — 0.96 0.57 
Benton Visual Retention Test 5.5 1.9% 5.4 1.9% 
Shipley-Hartford, verbal 28.66 5.0 28.2 63 
Shipley-Hartford, abstract 105 44  1C8'39 

. Shipley-Hartford, conceptual 
quotient 83.3 13.4 86.1 182 





?Performance at a level associated with brain dysfunction acco-ding to de- 
scriptive references in Eckardt and associates (6, 21). 


mean number of drinking occasions during the past 6 
months was 3374200 in group 1 and 352+225 in group 
2. Thirteen subjects in group 1 (22%) and 7 in group 2 
(35%) had a history of delirium tremens, 7 in group 1 
(12%) and none in group 2 had a history of seizures, 55 
in group | (93%) and 16 in group 2 (80%) had a history 
of blackouts, and 25 in group 1 (42%) and 7 in group 2 
(35%) had received treatment for alcoholism before. 
The subjects’ performance on the 24 neuropsycho- 
logical tests are summarized in table 1. It is apparent 
that mean scores were at levels indicative of brain dys- 
function on 13 of 24 tests for group 1, tested within 2 
and 6 days of their last drink, and 11 of 24 tests for 
group 2, tested between 14 and 31 days after their last 
drink (see table 1). These results are similar to those 
reported by other investigators (1, 3, 5) and differ 
markedly from those of Grant and associates (20). 
Multivariate analysis of variance proe@dures demi- 
onstrated that performance over all 24 tests did not dif- 
fer as a result of past or present medica] ailment. 
These ailments were dizziness, severe ae injury, 
headaches, anxiety, depression, Nervousyess, exces- 


* was 2.4+0.7 in group 1 and 2.8+0.9 in group 2. The sive sleepiness, unconsciousness, difficultyin српсеп- 
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"tration, memory loss, СР blood pressure, black- 
outs, delirium tremens, seizures, shakes, or difficulty 
in sleeping. In addition, neither the use of medication 
nor illicit drug use over the 6 months preceding treat- 
ment was related to neuropsychological performance. 
Of the patients who used illicit drugs, 2 (2.5%) used 
glue, 4 (5.1%) used heroin, 6 (7.6%) used LSD, 6 
(7.6%) used cocaine, and 26 (32.9%) used marijuana; 
the’ average frequency of use of these compounds 
among users was never more than 1-2 times per 
month. 

.Multivariate analysis of covariance, with age and 
education as covariates, revealed no significant dif- 
ferences between the two groups compared over all 24 
tests; i.e., there was no demonstrable improvement in 
neuropsychological performance between means 
(X SD) after 5.0:: 1.3 and 20.8+4.0 days of abstinence. 
Similar findings in patients between 21 and 60 years of 
age have already been reported (21). Even though the 
two groups did not differ significantly in cognitive per- 
formance, they were analyzed separately to include a 
group that approximated the time of testing used by 
Grant and associates (20). 


Analyses for Group 1 (№ —59) 


We have reported that polynomial regression mod- 
els involving recent and chronic drinking variables, 
age, and education significantly predicted neuropsy- 
chological performance in alcoholic men (6). There- 
fore, we conducted a similar analysis using age, educa- 
tion, and four alcohol-consumption variables—current 
dose (grams of ethanol per kilogram of body weight 
per drinking occasion), how often the maximum num- 
ber of drinks was consumed, lifetime gallons of 100% 
ethanol, and years of abusive drinking at current or 
greater levels. The analysis consisted of first ex- 
panding these variables into a full polynomial equation 
of degree two. This quadratic equation had the usual 
linear terms! employed by Grant and associates (20) 
plus the square of each linear term and all combina- 
tions of the linear terms in order to represent more 
complex relationships. This quadratic equation was 
then inserted into the BMDP9R all-possible subsets re- 
gression program, which finds the ‘‘best’’ regression 
equation for prediction. '*Best" is defined in terms of 
minimizing the standardized total mean squared error 
of estimation (22). All combinations of independent 
terms, linear and nonlinear,? were considered in the 
selection of the best equation. We used actual test 
scores of the 59 alcoholic men tested within 7 days of 
their last drink as dependent variables rather than us- 
ing overall clinical ratings as Grant and associates (20) 

is to satisfy mathematical concepts in- 


2Of or іпуоіуур terms of more than the first degree, such as X^, 


*Of or iffvolving tetms of the first degree, such as X, and X3. 
Х,2, and al 
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herent to the statistical model and the'customary hy- 
pothesis testing that is performed. н 

Of the 24 tests, 21 were significantly predicted by 
this procedure (p.05) with an average В? (i.e., the 
amount of variability or variance explained by the i in- 
dependent variables) of .38, including 8 tests for which 
the mean score was in the normal range. The only tests 
not significantly explained were Tactual Performance 
Test-Memory, Block Design, and left-tilt Rod and 
Frame. Determination of the amount by which R? was 
reduced if drinking variables were removed from the 
equations revealed that alcohol consumption was in- 
volved in 70% of the explained variance, age contrib- 
uted 20%, and education contributed 10%. Approxi- 
mately half of the variance related to alcohol consump- 
tion was associated with chronic variables and half 
with recent variables. The resulting equations were 
similar to those reported by Eckardt and associates 
(6), which consisted of linear and nonlinear combina- 
tions of variables; no equation contained only linear 
terms. 

We conducted additional regression analyses in 
which we incorporated the quadratic expansion of age 
and one of the recent or chronic consumption vari- 
ables at a time to determine the neuropsychological 
consequences of different drinking patterns. In the 15 
tests for which the models predicted significant 
amounts of variance, increased consumption was pre- 
dictive of decreased performance for all tests except 
Tapping, dominant and nondominant hands (ps.05).. 
The trend of decreased performance with increased 
consumption was apparent even on the tests for which 
the mean score was in the normal range: Tactual Per- 
formance test, dominant hand; Digit Symbol; Digit 
Span; Object Assembly; and the Shipley-Hartford, 
verbal, abstracting, and conceptual quotient. 


Analyses for Group 2 (N —20) 


Because there were only 20 alcoholic men tested be- 
tween 14 and 31 days after their last drink, similar 
polynomial regression analyses that included the qua- 
dratic expansion of age, education, and the four con- 
sumption variables could not be accomplished; there- 
fore, only analyses for age and one of the recent or 
chronic consumption variables at a time were con- 
ducted. We found that 13 tests had a recent or chronic 
drinking variable in the resulting best equation; con- 
sumption and age each contributed approximately 50% 
of the explained variance. In the 11 tests for which a 
conclusion was possible, increased consumption pre- 
dicted decreased neuropsychological performance on 
all tests except right-tilt Rod and Frame and Shipley- 
Hartford, verbal. The finding of decreased perform- 
ance with increased consumption held even for tests 
with mean scores in the normal range, such as Tactual 
Performance Test, dominant hand; Digit Symbol; and 
Shipley-Hartford, conceptual quotient. No test score , 
was predicted solely by linear terms. | : 
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, DISCUSSION ' 
à e 

Because the reduced level of neuropsychological 
performance that we observed in this study is similar 
to levels previously reported (1, 3; 5), our sample is 
not atypical. We demonstrated that recent and chronic 
alcohol consumption variables interact with age and 
education in a nonlinear fashion and that alcohol con- 
sumption is involved in explaining significant amounts 
of variance for commonly used clinical neuropsy- 
chological tests. It is clinically not surprising to find 
that these higher order statistical models were more 
sensitive than the standard linear models used by 
Grant and associates (20), when one considers the 
complexity of the relationships between multiple cog- 
nitive functions and recent and chronic drinking his- 
tory. 

Grant and associates (20) reported normal neuropsy- 
chological test scores for a group of alcoholic men; we 
also observed that mean scores for our samples on ap- 
proximately half of the tests were in the normal range. 
However, the fact that we demonstrated significant 
nonlinear relationships between recent and chronic al- 
cohol consumption and normal test scores necessitates 
discussion of what is implied by the concept of normal- 
cy. It is commonly concluded that when no impair- 
ment is found on clinical neuropsychological tests, 
there is no brain dysfunction. This line of reasoning 
assumes our clinical assessment instruments are in- 
finitely sensitive and ignores the findings that the brain 
appears to have a neurological reserve or plasticity 
(23), which, particularly in younger individuals (24), 
may allow the brain to reorganize rapidly to a ‘“‘normal 
level” of cognitive functioning as measured by clinical 
neurcpsychological tests. Thus, it is difficult to deter- 
mine the impact of ethanol on brain function at any 
given point in time because we rarely know what the 
level of functioning for a particular individual was be- 
fore heavy and/or chronic alcohol consumption. Ac- 
cordingly, it is possible to obtain ‘‘normal’’ results for 
any given perscn that are actually abnormal in terms of 
the original (ї.е., before heavy alcohol intake) capac- 
ity. This concept of ‘‘abnormal normals’’ among alco- 
holics gains support from our investigation and from 
the study by Eckardt and associates (6), both of which 
Showed that cognitive performance among alcoholic 
patients was significantly predicted by nonlinear com- 
binations of recent and chronic consumption vari- 
ables, even on tests whose mean scores were in the 
normal range. Additional support derives from the 
finding of significant negative correlations between 
normal test scores and current dose of alcohol con- 
sumed per drinking occasion by social drinkers (19). In 
our study, &s well as in studies by Eckardt and associ- 
ates (6) аңа Parker and Noble (19), increased alcohol 
consumption was usually associated with decreased 
, cognitive performance. 

The observed degree and speed of recovery in path- 
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ological states that return to “normái” 18 obviously re- 
lated to the time of observation after cessation of the 
pathogenic insult. If the intensity of insult is small and/ 
or the duration oi exposure is short, the peripd of ab- 
normality may be minimal. Grant and associates (20) 
gave their patients a clean bill of health on the basis of 


' neuropsychological test scores obtained after 3 weeks 


of abstinence. Although it is possible that their pa- 
tients may have been malfunctioning cognitively for 
the 3 weeks befcre testing, a recent investigation (21) 
found no improvement in the cognitive performance of 
patients tested after 1 week of sobriety and those test- 
ed after 2-3 weeks of sobriety other than that resulting 
from having taken the same set of tests twice; we have 
confirmed this finding in the present investigation. 
Nevertheless, the period of cognitive ‘‘malfunction’’ 
directly related to alcohol abuse, even if it is less than 
1 week, is clinically very important. An individual who 
goes into cardiac failure for even 1 hour because of a 
known drug reaction is not given a clean bill of health 
when he or she recovers but is told to avoid the drug 
and is then monitored clinically. Moreover, if repeated 
insults that have a neurological impact occur, they 
might be likely to have a cumulative effect over time. 
Clinical laboratory tests such as liver function tests be- 
come ^'abnormal" early in excessive chronic alcohol 
drinking (25); therefore, if such tests were routinely 
available for brain function, similar early adverse con- 
sequences of heavy alcohol consumption cquld be 
found. A crucial difference in this analogy is that brain 
tissue does not have the regenerative capacity of the 
liver either before or after a person reaches the mid 
30s. 

Intensity, chronicity, and receptivity to any patho- 
logical process are generally acknowledged to be im- 
portant determinants of outcome. Although both our 
samples and the one reported on by Grant and associ- 
ates (20) were from Veterans Administration hospitals 
and of similar ages (i.e., receptivity), our patients 
drank significantly more alcohol (i.e., intensity) and 
had more years of abusive drinking (i.e., chronicity). 
In fact, the patients in Grant and associates' study (20) 
ingested relatively little alcohol for a short period of 
time. Our patients had a significant incidence of deliri- 
um tremens, seizures, blackouts, and previous treat- 
ment for alcoholism; on the other hand, Grant and as- 
sociates did not mention these characteristics in their 
sample. We conclude that the patients in Grant and 
associates' study (20) had not been drinking sufficient 
amounts (i.e., intensity and chronicity) to allow the re- 
searchers to observe significant dose-effec: relation- 
ships for neuropsychological testing with the aee (i.e... 
receptivity) of their sample and the staffstical proce- 
dures used. In contrast, our investigation demon- 
strated significant nonlinear relationships between re- 
cent and chronic alcohol consumption and neuropsy- 
chological performance which indicated Юа! increased 
consumption was associated with decreased cognition. 
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"Accordingly, hated of ‘‘grounds for cautious opti- 
mism taat even very heavy alcohol use is not related to 
neuropsychological impairment in men in their late 
30s" (20), we conclude that alcohol abuse in this age 
group is associated with clinically detectable cognitive 
impairment. 


ADDENDUM 


In this issue of the Journal, Adams and associates (26) 
“conclude that their failure to show improved neuropsycho- 
logical performance in alcoholic men in their late 30s when 


tested 3 weeks after their last drink and again 1 year later’ 


indicates ''a preclinical phase of what would ultimately be 
seen as & more clear organic impairment." In that 63% of 
their alccholic patients reported posttreatment alcohol con- 
sumption, a recent report by Eckardt and associates (27) 
would support another interpretation, namely, that verified 
posttreatment alcohol consumption has adverse neuropsy- 
chologica! consequences and might serve to maintain cogni- 
tive performance at original levels. 
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BY RONNIE S. STANGLER, M.D., AND ADOLPH M. PRINTZ, PH.D. 





Using DSM-III the authors reviewed psychiatric 
diagnoses in a sample of 500 students at a university 
psychiatric clinic. They present prevalence data and 
associated age and sex characteristics of this 
population in relationship to their diagnostic findings 
and discuss these in the context of earlier 
epidemiologic studies and their impact on university 
mental health services. 





he third edition of the American Psychiatric Asso- 
To Diagnostic and Statistical Manual of 
Mental Disorders holds promise for increasingly dis- 
crete, uniform, and reliable identification of clinical 
entities. With this new diagnostic language, clinicians 
have the capacity to more accurately assess the preva- 
lence of psychiatriz disorder; such data are essential to 
treatment planning, program development, and psy- 
chotherapeutic and psychopharmacologic outcome re- 
search. 
Although epidemiological studies have previously 
focused on university populations (1-9), the emer- 


gence of DSM-III warrants fresh examination of this . 


patient group. We present data that identify diagnostic 


prevalence and associated age and sex characteristics · 


for a sample of students who used a psychiatric clinic. 
Our findings offer additional empirical information 
about new diagnostic categories first presented in 
DSM-III; we highlight those data which are consistent 
with or contradict the suggested descriptors of both 
old and new categories presented in the field trial man- 
uals. 


METHOD 


The University of Washington Psychiatric Clinic for 
Students is an outpatient service housed in a compre- 
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hensive outpatient medical facility, Hall Health Cen- 
ter, serving a university population of 37,000 students. 
All undergraduate, graduate, and professional schoel- 
students are eligible for the clinic's services. We pro? 
vide crisis intervention and time-limited psychothera- 
py to approximately 1,200 students per year. The clin- 
ic staff is composed of psychiatrists, a clinical psychol- 
ogist, psychiatric social workers, and trainees :n all 
these disciplines in conjunction with the training pro- 
gram of the university's Department of Psychiatry and 
Behavioral Sciences. 

During the study, our staff recorded age, sex, ethnic 
status, and the multiaxial DSM-III diagnosis (Axis I, 
clinical syndromes, Axis II, personality and specific 
developmental disorders, Axis III, physical disorders, 
Axis IV, severity of psychosocial stressors, and Axis 
V, highest level of adaptive functioning) for all pa- 
tients. We initiated data collection on 500 consecutive 
patients during our participation in an NIMH-spon- 
sored field trial of DSM-III. Although our diagnostic 
protocol overlapped with a number of DSM-III draft 
revisions, all diagnoses reported in this study have 
been corrected to agree with the final DSM-III termi- 
nology. 


RESULTS 


Of the 500 stucents evaluated, 63.6% were women 
and 36.4% were men. The mean age of the students 
was 25.4 years (SD —5.71, range = 17-53); the modal age 
was 21 years. The ethnic-racial composition of the 
group (according to a classification recommended by 
NIMH) was 88.2% white, 5.6% Asian, 3.6% black, 
2.4% Hispanic, and 0.2% American Indian. 

The diagnostic sample yielded a total of 726 entries 
on Axes I and II: 548 on Axis I and 178 on Axis П. The 
majority of patients (63.496) received only one diagno- 
sis (regardless of axis), 29.2% received two, 5.496 
three, and the remainder received four or more. 

On Axis I, 75.4% of the sample received only one 
diagnosis of a clinical syndrome, 8.8% received none, 
and the balance had three or more such dia, es. On. 
Axis II, 65.8% of the sample received no dfagnosis of a 
personality or developmental disorder, 32.8% received 
one diagnosis, and 1.4% received two diagnoses. Axis 
Ш was not tabulated for this study and will not.be dis- 
cussed further. ~ 

After conclusion of formal participation in the 
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Most Frequent Axis ! Diagnostic Classes Used for 500 University Students, Including the Most Prevalent Single Diagnoses in Each* 
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Two Most Prevalent Single Diagnoses 








Percent of Total Percent*of 
R Number of Patient Sample Number of Diagnostic 
Diagncstic Class Diagnoses (N=500) Diagnoses Patients Class 
Adjustment disorders 145 29.0 Adjustment disorder with 60 41.4 
| depressed mood : 
Aer Adjustment disorder with 53 36.6 
mixed emotional features 

Other specific affective 85 17.0 Dysthymic disorder 79 92.9 

disonders Cyclothymic disorder 6 7.1 

~ Gondit:ons not attributable to a 73 14.6 Marital problem 27 37.0 

*- mental disorder (V codes) ` Other interpersonal problem 19 26.0 

Anxiety disorders 46 9.2 Generalized anxiety disorder п 23.9 

Panic disorder 10 21.7 

Major affective disorders 3 42 8.4 Major depression? 33 78.6 

; Bipolar disorder, depressed” 4 9.5 

Psychclogical factors affecting 36 7.2 Psychological factors 36 100.0 
‘physical condition affecting physical condition® 

Eating disorders 22 4.4 Вшітіа 19 86.4 

. Anorexia nervosa 3 13.6 

Other cisorders of infancy, 19 3.8 Identity disorder 19 100.0 

childaood, or adolescence 
Psychosexual dysfunction 12 2.4 Inhibited sexual desire 4 33.3 
Inhibited sexual excitement 4 33.3 





“Diagnostic classes were included only if there were 10 or more subjects in that class; since many patients received more than one Axis I diagnosis, the final tally 


of Axis I diagnoses exceeds the actual number of patients. 





"The levels of severity for these diagnoses were collapsed for a uniform data count. 


*DSM-ITI classification provides only one diagnosis in this diagnostic class. 





у 





ТАВІЕ 2 | 
Sex anc Age Distribution in Most Frequent Axis ! Diagnoses for 500 University Students? 
Women Men 
Percent of Total Percent of : Percentof . 
Number of Patient Sample Diagnostic Diagnostic AES (years) _ 
Diagnosis Diagnoses (N=500) N Class N Class Mean SD 
Dysthy nic disorder 79 15.8 59 74.7% 20 25.3 25.6 6.4 
Adjustment disorder with 
depressed mood 60 12.0 35 . 583 25 41.7 25.1 7.0 
` Adjustment disorder with 
mixed emotional features 53 10.6 37 69.8 . 16 30.2 26.2 7.4 
Psychological factors affecting 
physizal condition 36 7.2 23 63.9 13 36.1 25.0 4.1 
Major dzpression* 33 6.6 19 57.6 14 42.4 24.5 5.0 
Marital problem 27 5.4 20 ..7A4 7 + 259 26.9 3.2 
Other irterpersonal problem 19 3.8" 13 68.4 6 31.6 26.5 5.0 
Bulimia. 19 3.8 17 89.5^ 2 10.5 21.43 2.6 
Identity disorder 19 3.8 17 89.5 2 10.5 23.4 4.8 
Adjustment disorder with 
anxious mood 18 3.6 11 61.1 7 38.9 27.2 6.3 
Phase oz life problem or other 
life circumstance problem 14 2.8 10 71.4 4 28.6 23.4 5.7 
Adjustment disorder with 
work [ог academic) inhibition 11 2.2 6 54.5 5 45.5 26.7 7.3 
General zed anxiety disorder 1 2.2 8 72.7 3 27.3 26.0 4.1 
Panic disorder 4 10 2.0 8 80.0 2 


20.0 24.7 3.9 





*Diagnoses were included only if there were 10 ог more subjects in that subsample. 

>The difference between теп and women was significant (p<.05, corrected chi-square). 

“The level of severity for this diagnosis was collapsed for a uniform data count. 

“The ана in mean age between the subsample and the balance of the total sample was significant (р<.05, t test). 


NIMH field trial, several staff members independently 
began :o omit Axes IV and V from their multiaxial 
diagnoses. , These omissions were predominantly in re- 
sponse to ‘a subjective sense of minimal variability in 


ML he 


the ratings on these axes. As a result, onl ‚397 of our 
500 patients received ratings on Axes IV ahd V. Data 


on these axes for the patients so diagnosed revealed. . 


that ratings for both scales clustered about the scale 
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Sex and Age Characteristics of Most Frequent Axis [| Diagnoses for 500 University Students? 
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Percent of Total 

. Number of Patient Sample Women - Меп Age (years) 
Diagnosis: Personality Disorder Diagnoses (N=500) N % N % Mean SD 
Borderline 29 І 5.8 21 72.4 8 27.6 26.5 59 ` 
Atypical, mixed, or other 28 5.6 19 67.9 9 32.1 24.5 6.1 
Compulsive 24 4.8 9 37.5 15 62.5^ 25.4 5.7 
Dependent 20 4.0 12 60.0 8 40.0 26.5 ..2.8 
Нізігіопіс 18 3.6 18 100.0 0 0.0 25.0 6.6 чы 
Avoidant 18 3.6 9 50.0 9 50.0 24.5 5.2 
Schizotypal 12 2.4 5 41.7 7 58.3 26.1 4.0 
*Diagnoses were included only if there were 10 or more subjects in that subsample. et 
"Tbe difference between men and women was significant (p<.05, corrected chi-square). a 


midpoints. On Axis IV (severity of psychosocial stres- 
sors), 61.2% of this subsample was rated as 3 (mild) or 
4 (moderate). On Axis V (highest level of adaptive 
functioning), 62.5% were rated as 3 (good) or 4 (fair). 
We do not further detail Axes IV and V in our statisti- 
cal reporting. Assessment of the clinical utility of these 
scales necessitates correlation with external criteria 
not included in this diagnostic study (e.g., outcome). 

Axis I diagnostic classes with at least 10 diagnoses 
each are rank-ordered in table 1. Within each of these 
classes, the two diagnoses with the highest frequency 
and what percentage they represent of their respective 
classes are also presented in the table. For all classes 
except anxiety disorders, the two most frequent diag- 
noses account for at least 60% of each class’s diagnos- 
tic total. 

Diagnostic classes with fewer than 10 diagnoses 
each are represented as follows: substance use dis- 
orders, 9 diagnoses; schizophrenic disorders, 8; so- 
matoform disorders, 7; other psychosexual disorders, 
7; atypical affective disorders, 5; dissociative dis- 
orders, 5; psychotic disorders not elsewhere classi- 
fied, 3; paranoid disorders, 3; gender identity dis- 
orders, 2; disorders of impulse control, 1; paraphilias, 
1; substance-induced organic mental disorder, 1; other 
disorders with physical manifestations, 1; and stereo- 
typed movement disorders, 1. 

The most prevalent Axis I diagnoses (those with at 
least 10 cases) are shown in table 2 with their respec- 
tive sex and age distributions. We tested male-female 
differences using a corrected chi-square (p=.05). The 
mean age for any given diagnosis was tested against 
the mean age for the balance of the total sample with t 
tests (p=.05). 

A Significant age difference was found for only one 
diagnosis, bulimia: the patients with this diagnosis 
were younger (p=.002). Significant sex differences 
were found for bulimia (p=.032), identity disorder 
(p=.032), and dysthymic disorder (p=.035); there 
were more Women than men with all of these diag- 
noses. ; 

Table 3 €xtends the same tabulation and statistical 
procedures to Axis II diagnoses, which, for our 
‘sample, included only personality disorders. We found 


Í 


no significant age differences here, but two clear sex 
differences emerged: histrionic personality disorder 
was exclusively diagnosed in women (p=.002), and 
compulsive perscnality disorder was significantly 
more common in men (p=.02). 

Personality disorders with fewer than 10 diagnoses 
per category included passive-aggressive, with 8 diag- 
noses; narcissistic. with 8; paranoid, with 7; antisocial, 
with 4; and schizoid, with 1. 


DISCUSSION 


It is clear from these diagnostic findings that depres- 
sive symptoms, irrespective of severity, presence of 
clear precipitants, pattern of recurrence, or chronicity, 
account for the majority of this population's diagnostic 
variance. This global statement is essentially consist- 
ent with the findings of earlier university mental health 
studies (9, 10), but we used DSM-III s greater dif- 
ferentiation of depressive syndromes to provide a 
more qualitatively and quantitatively accurate picture. 

The high frequency of adjustment disorder with de- 
pressed mood is to be expected in this population as 
sequelae to the many stressors of the univérsity expe- 
rience: relationship conflicts and loss, academic de- 
mands and failure, and separation from home and fam- 
ily. Since there is little basis in the literature for pre- 
dicting the prevalence of major depressive disorder in 
the student popula-ion (7), we can only report our find- 
ings and wait for farther data from other colleges and 
universities. 

We found the prominence of dysthymic disorder 
quite surprising. Given that this diagnosis requires a 
minimum of two years of depressive symptoms, its 
high frequency in our age-restricted sample supports a 
late adolescent-early adult onset model. The singularly 
high prevalence of this chronic form of depression 
challenges the resources of university nf€ntal health 
facilities, many of which are mandated to provide only 
short-term psycho:herapeutic interventions. * 

Consistent with the finding of the.DSM-IIL draft, 
dysthymic disorder was significantly more common 
among women than men. However, this sex'difference 
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/ did no: hold.for aby other category of depression. Al- 
thougk the draft also predicted a greater prevalence of 
major Jepression among women, our data revealed no 
such difference for this diagnosis or for the adjustment 
disorders. 


Our finding that women constituted the majority of ` 


our clinic sample (64%) is in keeping with previous re- 
orte G, 6, 8), but no university mental health research 
# has addressed the issue of sex differences for clearly 
delineated individual diagnoses. Two new diagnoses, 
identity disorder and bulimia, were significantly more 
“common among women. For the personality disor- 
ers, only histrionic and compulsive disorders re- 
vealed clear sex differences: more women had the 
former diagnosis and more men had the latter. Al- 
thougk DSM-III predicted that women would be more 
likely to fit the categories of borderline, dependent, 
and avoidant personality disorders, we neted no signif- 
icant sex differences in these diagnoses. These initial 
sex prevalence data will need to be further explored in 
future studies, particularly in the light of changing sex 
roles and their consequent emotional correlates. ` 

The emergence of bulimia as a diagnostic entity and 
its strixing frequency in our sample serves as one ex- 
ample of the complicated sociocultural issues sur- 
rounding femininity. A 1978 study of one variant of 
this diagnosis, bulimarexia (11), suggested that issues 
of ''female role definition" are central to this dis- 
order's. genesis in adolescent women. We believe that 
our prevalence finding for bulimia represents a con- 
servative accounting of this syndrome in the university 
population. In addition to patients given this diagnosis, 
we no:ed that other cases of bulimia were revealed 
during therapy; our data entry system had no provi- 
sion fcr the inclusion of new diagnoses айег intake. It 
is interesting to note that bulimia was the only diagno- 
sis in our study with a significant age difference. Al- 
thougk patients with bulimia were younger women, 
their mean age of 21.4 years falls within the usual un- 
dergraduate. age spectrum. 

Conspicuous by their absence in our results, the 
schizophrenic disorders accounted for only 1.5% of 
our diagnoses. Although previous studies have at- 
tempted to survey the prevalence of psychotic illness 
in university populations (4, 6), only rarely has atten- 
tion been paid to factoring out the affective and para- 
noid psychoses from schizophrenia. Our low frequen- 
cy of schizophrenic disorders requires further investi- 
gation, but the altered diagnostic criteria of DSM-III 
may partially explain this finding. The newly defined 
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diagnoses of borderline and schizotypal disorders in 


now include patients previously diagnosed as havin 


variants of schizophrenia (e.g., latent, simple, residu- : 


al) in the DSM- nomenclature. 
The high frequency of psychophysiologic disorders 
and conditions not attributable to mental disorder (V 


codes) in our population is striking. As Reifler and as- · 


sociates (3) suggested, we may anticipate encountering 
a wider spectrum of problems in living in university 
psychiatric clinics as services become increasingly 
available. Apart from the issue of treatment availabili- 
ty. additional factors that contribute to the appearance 
of these diagnoses include increased public and profes- 
sional acceptance of intervention in such areas, the 
emergence of short-term, more visible, and clearly de- 
fined treatment approaches (e.g., biofeedback train- 
ing, couples therapy), and an increased focus on pre- 
ventive strategies in psychiatry. 

As university populations become increasingly het- 
erogeneous with respect to age, sex, ethnicity, and so- 
cioeconomic status, the range of psychiatric diagnoses 
available for study extends toward an approximation 
of the general population and offers a more viable base 
for clinical inquiry. The cutting edge of DSM-HI will 
expose our *'unweeded garden" and challenges us to 
be more precise in our diagnostic formulations, more 
focused in our treatment planning, and more account- 
able to our supporting institutions. 
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Nineteenth-century neuropsychiatrists felt that the 
aged bipolar patient usually developed chronic mania, 
which eventually turned into dementia. The authors' 
elderly patients seemed to experience few such 
denouements, so they evaluated the course and 
treatment response of 81 bipolar patients over the age 
of 55. Fifty-six responded well to lithium. Advanced 
age had no effect on course or outcome. However, 
with increased clinical evidence of neurological illness 
there was an increased incidence of chronic mania, a 
poorer response to lithium, and more frequent and 
severe neurotoxicity. Extrapyramidal syndromes were 
particularly devastating. 





King David and King Solomon led merry, merry lives 
With many, many concubines and many, many wives. 
But when old age came over them with its many, many 
qualms, 

King Solomon wrote the proverbs and King David wrote 
the psalms. 


—Shul ditty 


he effects of aging on the presentation, course, 
die outcome of manic-depressive illness have 
never been thoroughly described. In the 19th century 
both Kraepelin (1) and Schüle (2) observed that in old- 
er patients a chronic manic state could develop out of 
acute manic excitement. This chronic mania contained 
not only confusional elements but a certain '*psycho- 


biological rigidity" (3) that foreshadowed the almost | 


inevitable development of full-blown dementia. Yet 
even within the extremely ill populations cared for by 
late 19th-century alienists, this sequence of events— 
acute mania, followed by chronic mania, ending in de- 
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mentia— was not tne lot of every elderly manic-depres- 
sive patient. Mendel (4), for example, pointed out that = 
most manic psychoses did not end this way and fel” 
that the chronic manic states described by Kraepelin 
and Schüle were simply dementia with excitement, to- 
tally unrelated to true mania. à 

The past two decades have afforded a better oppor- 


' tunity to increase our rather incomplete understanding 


of the effects of aging on manic-depressive illness. In- 
creased longevity has produced more elderly patients. 
The availability of lithium salts has not only provided 
effective treatment but has led to the creation of lith- 
ium clinics, where large numbers of elderly subjects 
with both early and late onset manic-depressive illness 
are treated. Moreover, not all of these patients are ex- 
tremely ill, like those of Kraepelin's time, so that the 
effects of aging can be studied within a spectrum of 
severity. It is from such a sample that the effects of 
aging on the course of illness and the treatment re- 
sponse can best be studied and the true incidences of 
both chronic mania and neurological deterioration be 
gleaned. 

This paper describes a detailed investigation of 81 
patients between the ages of 55 and 88 who were 
treated with lithium salts at the Affective Disorders 
Clinic of the University of Pittsburgh. 


METHOD 


We studied the charts of 81 patients, who represent- 
ed 81 consecutive admissions (from 1973 through 1976) 
of patients over age 55 with manic-depressive illness. 
Diagnoses were made using the Kupfer-Detre system 
(KDS) (5). All 81 patients met Feighner’s criteria (6) 
for primary bipolar affective disorder. The Schedule 
for Affective Disorders and Schizophrenia-Research 
Diagnostic Criteria (SADS-RDC) (7) were not used at 
the clinic until late 1976, but it is probable that all 81 
patients would also fulfill these criteria. Seven of the 
81 patients were disabled only during their depressive 
phase and therefore merit the diagnosis of bipolar II 
(8). The remaining 74 were diagnosed bipolar I. 

Data were collected on the following variables: sex, 
present age, age of onset of manic-depressive illness, 
drug or alcohol abuse, dementiform features, „extra; 
pyramidal syndromes, neurotoxic reaction to lithium, 
development of chronic mania, and significant medical 
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ee Lithiumfresponse was rated on a six-point 
scale of clinical efficacy. Ratings were defined as fol- 
lows: 

1. Optimum—remission of symptoms within three 

_ weeks of the start of lithium therapy without sub- 
sequent relapse. 

2. Good—remission of symptoms within three to 
eight weeks of the start of lithium therapy without re- 

«аб 

3. Adequate—remission of symptoms during lith- 

ium therapy but subsequent relapse usually associated 
swith poor compliance; manageable on an outpatient 
Basis. 

4. Poor—incomplete remission of symptoms during 
lithium therapy and/or at least one relapse during lith- 
ium therapy and requiring hospitalization. 

5. Minimal—little symptomatic response to lithium 
therapy. 

6. None—no response or worsening during lithium 
treatment, frequently the result of neurotoxicity at 
very low lithium doses and low plasma lithium concen- 
trations. 

Habitual drug and alcohol use was defined as in pre- 
vious investigations (9). A patient was considered to 
be a habitual drug user if he or she used four or more 
standard doses of sedatives, minor tranquilizers, or 
psychomotor stimulants per day, three months or 
longer, and had had difficulty stopping these medica- 
tions because of withdrawal symptoms. Alcohol abuse 
was defined according to criteria in DSM-II, i.e., ‘‘al- 
cohol intake great enough to damage physical health or 
personal or social functioning; or to be the prerequisite 
of normal functioning.” 

Dementiform features were divided into two types: 
1) the presence of confusion and/or disorientation only 
during an affective episode (episodic confusion), and 


2) the presence of mild residual dementiform symp-. 


toms on mental status examination or on neuropsy- 
chological testing between, as well as during, affective 
episodes (dementia always present). Dementiform 
symptoms included poor memory, dysphasia, and/or 
concrete thinking or perseveration, but no frank dis- 
orientation to time, place, or person. 

Extrapyramidal dysfunction in this sample included 
only parkinsonism and/or facial dyskinesia. Park- 
insonism was defined as the presence of parkinsonian 
symptoms on the basis of idiopathic Parkinson's dis- 
ease or on the basis of atherosclerosis, but not on the 
basis of ingestion of neuroleptic drugs. Facial dyski- 
nesias were probably all neuroleptic related but had to 
persist after discontinuation of major tranquilizers in 
order to be recorded as present. 


RESULTS: 


"The most important overall result of this study was 
that 56 of-the 81 elderly bipolar patients responded 
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well (ratings of 1-3) to lithium carbonate. However, 


is notable that 23 of the 25 poor responders (ratings of) 


4-6) had manifest neurological illness. Ninetéen pa- 
tients developed chronic mania. All were poor re- 
sponders; 17 had hard neurological illness (12 had ex- 
trapyramidal syndromes, and 5 chronic dementia). 

The relationship of lithium response to other vari- 
ables is shown in tables 1 and 2. Table 1 shows no 
significant differences between good and poor re- 
sponders related to present age, age of onset, duration 
of manic-depressive illness, or presence of medical ill- 
ness. Abuse of drugs appeared to significantly inter- 
fere with lithium response. There was a significantly 
greater incidence of poor treatment response among 
men, However, this finding disappeared in later analy- 
ses that controlled for neurological status and drug 
abuse (see below and table 3), probably because of the 
known higher incidence of both alcohol abuse and ce- 
rebral vascular disease among men. 

Table 2 shows the devastating effect of worsening 
neurological status on response to lithium treatment. 
Neurologically normal patients and those confused on- 
ly during affective episodes all had some response to 
lithium; the great majority of those with episodic con- 
fusion had ‘‘good’’ or ‘‘adequate’’ response. No neu- 
rologically well patient developed chronic mania. Pa- 
tients with dementiform features tended to have a 
poorer lithium response, with 2 patients showing signs 
of toxicity at low serum lithium levels and 5 patients 
developing chronic mania. Patients with extra- 
pyramidal syndromes had a profoundly worse ге- 
sponse to lithium, with 12 patients developing chronic 
manic states. Eleven of the 15 patients with extra- 
pyramidal syndromes developed neurotoxicity at low 
doses and low serum levels of lithium. In all but one 
case neurotoxicity developed at such low serum lith- 
ium levels (0.45-0.65 mEg/liter) that increase of 
lithium dose during affective relapses was precluded. 

We performed stepwise discriminant analyses to de- 
termine which characteristics most clearly distinguish 
good from poor treatment response and which distin- 
guish absence from presence of neurotoxicity. Table 3 
summarizes the results of these two analyses and illus- 
trates that only three of the six variables entered into 
the analyses were used to discriminate fully. Neuro- 
logical illness constitutes almost the entire weight in 
determining treatment response, with minor additional 
weights contributed by drug abuse and medical ill- 
ness.! The discriminant function is extremely pow- 
erful, correctly classifying over 9596 of the cases and 
resulting in a canonical correlation of .85. A three-way 
analysis of variance was performed on treatment re- 
sponse ratings to estimate the significance of the ef- 
fects of neurological status, drug abuse, and medical 
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Forty-seven patients had 88 medical illnesses; tha predominant 
illnesses consisted of hypertensive, arteriosclerotic heart disease (43 
cases), endocrine disease (12 cases), diabetes (4 cases), and thyroid, 
disease (8 cases). 
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TABLE 1 . Р "ON У Р 
thium Treatment Response and Other Characteristics in 81 Elderly Bipolar Patients - ] s ° 
, Total Sample ' i Good Response Poor Response 
Variable (N-81) Patients (N —56)* Patients (N=25)> Significance 
Age (years) | ` І aA ` 4 { 
Mean 63:27 62.82 : 64.28 Ds: 
SD . 6.93 6.78 . 7.30 
Age of onset (years) A s А : P s І . ; 
Mean 43.00- . s 43.05 7 40.64 n.S c 
SD 13.69 712.10 i 12.60 : um 
Duration of 
manic-depressive 
illaess (years) ` 
Mean р 20.98 19.76 23.64 ns. +. 
SD ` 13.54 13.79 12.54 r 
Medical illness 5 
Not ill = š 
Number 34 27 i : 7 n.s.3 
Percent 79.4 |. 20.6 
ш ' , | r 
Number . 47 s 29 j 18 
Percent . 61.7 38.3 
Dug abuse 2l | . f 
Not abusing : . 
Number 54 41 13 p=.04# 
Percent | 75.9 | | 24.1 
Abusing ` - 
Number. 27 , 15 12 
Percent 55.6 ; 44.4 
Sex 
Female ч 
Number 39 - 31 i 8 p.034 
Percent ` : 79.5 | : 20.5 
Male | ЖИР 
Number 42 25. . E 17 
Percent : 59.5 | 40.5 ` T 
*Ratings of 1-3. ` 
"Ratings of 4-6. 
*t test. 
*Fisher exact probability test. 
TABLE 2 
Lithium Treatment Response and Neurological Status in 81 Elderly Bipolar Patients? 
Treatment Response^ 
f : ` None or 
Neurological Status Optimum Good Adequate Poor Minimal Worse Total 
Normal . 28 п 4 1 0 0 44 
Row percent 63.6 25.0 9.1 2.3 : . 
Column percent 96.6 64.7 40.0 - 12.5 54.3 
Episodic confusion 1 | 5 5 1 0 “0 12 
Row percent 8.3 41.7 4.7. 8.3 : 
Column percent : 3.4 29.4 50.0 12.5 14.8 
Dementia always present 0 1 1 5 3. 0 10 
Row percent 10.0 10.0 .50.0 30.0 
'., Column percent 5.9 10.0 62.5 37.5 12.3 
Extrapyramidal syndrome and А ; : 
episodic confusion 0 0 0 `i 2 5 8 
Row percent ; . ..12.5 25.0 . 62.5 
Column percent a 12.5 25.0 55.6 9.9 
Extrapyramidal syndrome and ; 
always-present demertia ; 0 0 s 0 | 0 3 4 7 
Row percent e ; : . 42.9 57.1 А 
Column percent 37.5 44.4 8.6 
Total * 29 17 10 8 8 9 at 81 
' Row percent, 35.8 21.0 12.3 9.9 9.9 li.i e Š H 
4y2= 116.678, df=R0, p<.0001. 
primm response had a rating of 1; good, 2; adequate, 3; poor, 4; minimal, 5; none or worse, 6. " * 
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Discriminant Analyses: Standardized Coefficients for Variables En- 
tered into Stepwise Analyses 








| Discriminant Functions 


IN Good (56 patients) 
Versus Poor 
(25 patients) 


Absence (68 patients) 
Versus Presence 
(13 patients) 





Variable Treatment Response of Neurotoxicity 
sient ological status 1.03 .95 

Drug abuse .16 .32 

Medical illness .20 Eliminated 

Age ` Eliminated 19 

—Sex Eliminated Eliminated 

Winess duration Eliminated Eliminated 

Canonical correlation .85 73 

Percent of patients 

correctly classified 95 89: 





illness. Main effects of neurological illness (F=80.63, 
df=4, p«.00005) and drug abuse (F=12.35, df=1, 
p<.001) were highly significant. There was no signifi- 
cant effect of medical illness, nor were there any sig- 
nificant two- or three-way interactions. А 

The discriminant function for neurotoxicity was 
slightly less powerful (see table 3) due to the limited 
number of patients with neurotoxicity. Nevertheless, 
the major weight was again contributed by neurologi- 
cal illness. Drug abuse contributed substantial addi- 
tional weight. There was a minor residual contribution 
made by age. However, univariate F tests on these 
three Variables were significant only for neurological 
illness (p<.0001) and drug abuse (p<.05). Drug habit- 
uation and tolerance are, in fact, a type of reversible 
neuropathology, and in the above analyses they acted 
like mild neurological ilIness in their adverse effects on 
treatment response, their facilitation of lithium-in- 
duced neurotoxicity, and their association with chron- 
ic mania. 


DISCUSSION 


Since the end of the 19th century it has gradually 
become accepted that age has important effects on the 
clinical manifestations, course, and outcome of manic- 
depressive illness. Investigations have shown that old- 
er bipolar patients not only have a tendency to experi- 
ence shallower and more frequent cycles (10), but also 
are more likely to develop unipolar or chronic mania 
(11). Our data make it clear that neurological status, 
not age, is the critical factor in determining the natural 
course of manic-depressive illness in the elderly. Neu- 
rological status not only determines the evolution of 
chronic mania, it also predicts poor treatment re- 
sponse and lithium-induced neurotoxicity. Shopsin 
and associates (12) observed that patients with an ‘‘ab- 
normal,baseline neuropathy [may] exhibit a decreased 
threshold . . . to lithium in that it exposes them to cen- 
tral nervous system toxicity at moderate to low levels 


г we 


"SE, DEMENTIA, DYSKINESIAS, AND LITHIUM 


Am 3 Psychiatry 1378, August 1980 


of serum lithium," and Hays (13) derhonstrated tha: 
patients who are older at the onset of bipolar ilness) 
have a reduced hereditary predisposition but ian in- 
creased incidence of EEG abnormalities. The 'itudies 
of Shopsin and associates and Hays may be integrated 
with our findings to make the following prediction: the 
worse the neurological illness, 1) the greater the proba- 
bility of the development of a chron:c тапіс state, 2) 
the less the likelihood of a therapeutic response to lith- 
ium, and 3) the higher the incidence of neurotoxic 
complications. 

An extrapolation of these trends allows us to define 
a spectrum that begins with pure primary bipolar af- 
fective disorder, moves through a range of bipolar cas- 
es complicated by increasingly severe neurological ill- 
ness, and ends with chronic manic states that are pure 
neurological illness. This endpoint is probably what 
Mendel described as ‘‘dementia with excitement.” In- 
deed, in the light of this hypothesis, all three 19th-cen- 
tury protagonists— Kraepelin, Mendel, and Schüle— 
were each accurately describing a different part of this 
spectrum. 

The most theoretically interesting segment of this 
spectrum is that delineated by the intersection of ex- 
trapyramidal syndromes with bipolar illness. It is not 
too surprising that neurotoxicity and chronic mania 
would somehow. be associated with an overall de- 
crease in neuronal mass, but their predominant rela- 
tionship to damage of such a specific neuroanatomical 
structure as the extrapyramidal system suggests that 
there is an important relationship between the dimly 
understood biologies of the extrapyramidal system and 
of manic-depressive illness itself. 

What is important for the practitioner is to detect the 
true culprit, which is not age, manic-depressive ill- 


ness, or lithium, but neuronal destruction and deterio- 


ration. The majority of elderly patients are spared a 
19th-century nihilistic denouement by virtue of the 
fact that they do not suffer from neurological illness. 
As a result, most elderly manic-depressive patients 


: may be treated in the same ways as younger patients 


are. Even severe medical illness, providing it does not 
involve the kidneys or the central nervous system, 
adds little to predicting outcome. The physician may 
use the same guidelines for administering lithium salts 
to the aged as he or she does for any other bipolar 
patient. For example, the physician should expect the 
usual adverse effects of drug and alcohol abuse on 
treatment response. Conversely, the physician can 
look forward to excellent results from lithium treat- 
ment of uncomplicated bipolar illness in elderly pa- 
tients. 

Since the determining factor in lith:um treatment of 
the elderly is neurological status rather than age, the 
physician should be warned about the npcessity of 
conducting an accurate and comprehensivà neurologi- 
cal evaluation of elderly lithium candijlates. Any 
subtle evidence of chronic dementia, particularly of 
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extrapyramidal movement disorders, should be a 

\warning that lithium treatment must be used very cau- 
tiously in order to avoid the possibility of either pro- 
ducing neurotoxicity or of markedly worsening pre- 
existing motor dysfunction. It is primarily in this re- 
spect that Van der Velde’s warnings (14) that older 
people require lower lithium doses and respond at 
lower serum lithium levels is useful. Finally, since 
some investigators (15-17) have suggested lithium car- 
bonate in the treatment of tardive dyskinesia, our data 
should serve as a warning that lithium salts must be 
used with great care in this population of patients. 
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А study was conducted to determine the validity of the 

| MMPI for 142 American Indian patients from Pacific 

‘Northwest tribes. All the MMPI profiles were similar 
and had significant elevations in the Sc, Pd, and Pa 
scales. There was no significant difference between 
diagnostic groups on many clinical scales. 
Nonpsychotic, depressed Indian patients could not be 
distinguished from schizophrenic patients on any 
clinical scale, and there were no significant 
differences between antisocial-alcoholic patients and 
those with situational reactions. There were minimal 
differences between the Northwest Coast, Plateau, 
and Plains cultural groups. The authors believe that 
the similarity of all subgroup profiles demonstrates a 
significant cultural influence on the results of the 
MMPI in this population of American Indians. 








Т validity of psychological assessment of minor- 
ity'groups has been challenged because of the sig- 
nificant cultural differential in test response. Nonethe- 
less, many patients from minority cultures are eval- 
uated by standard psychological methods when they 
seek care in the community mental health system. This 
evaluation often includes traditional psychological 
testing, which has been standardized on the majority 
population. In a clinical assessment psychological test 
results may have a significant influence on the evalua- 
tion of the patient's behavior and problems and on the 
formulation of the treatment plan. In this article we 
report the results of an investigation on the validity of 
the Minnesota Multiphasic Personality Inventory 
(MMPI) with a population of 142 American Indians. 
In a widely quoted study of scholastic failure and 
personality conflict among American Indian students 
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Bryde (1) used the MMPI to evaluate personality сһаг- 
acteristics. He studied eighth-grade American Indian 
students who had fallen behind white students and 
compared the personality variables of the two groups. 
Bryde identified 26 significant differences out of 28 
personality variables. On each of these measures the 
total Indian group revealed greater personality dis- 
ruption and poorer adjustment. Notable among the 
more meaningful variables were feelings of rejection, 
depression, anxiety, withdrawal, and alienation. The 
American Indian students who dropped out of school 
showed significant personality differences from the In- 
dian students who remained in school. Kline and asso- 
ciates (2) used the MMPI to assess 30 male native 
American alcoholics in an inpatient treatment pro- 
gram. They concluded that the general elevation of the 
profiles. suggested that the study group as a whole was 
very seriously disturbed. Of the 30 profiles, 10 had five 
or more T scores over 70, and 20 had three or more T 
scores over 70. The F, Pd, and Sc scales were consis- 
tently elevated, and the greatest pathology was found 
in the group with a major elevation on the Sc scale. 
Hoffman and Jackson (3) used the Differential Per- 
sonality Inventory to study 25 North American In- 
dians hospitalized for the treatment of alcoholism. 
These patients scored significantly higher than a com- 
parison non-Indian group on 7 of 27 clinical scales 
measuring cynicism, self-depreciation, and somatic 
complaints. However, there were no significant dif- 
ferences on scales reflecting character disorder. Hoff- 
man and Jackson concluded that separate norms 
should be developed and that they should have stan- 
dardized measures of psychopathology for specific 
ethnic groups. Padilla and Ruiz (4) reviewed the litera- 
ture on personality test assessment of Mexican-Ameri- 
cans. They found a paucity of research and concluded 
that problems involving fluency in English obscured 
the findings. Davis (5) studied the influence of race on 
MMPI results. He pointed out that when educational 
level was controlled there were no race differences on 
any of the 11 MMPI scales. Davis felt that social and 
economic variables were as significant as racial dif- , 
ferences in affecting the interpretation of the MMPI. 


e 
METHOD Н 


This study was conducted to determine Je validity, 
of standard MMPI psychological assessment for the’; 
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FIGURE 1 * 
| TIME Profiles of 53 Native Americans, by Diagnosis 
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Mental Health Program of the Portland Area Indian 
Health Service, a branch of the U.S. Public Health 
Service. This regional mental health program for 
American Indians was initiated in 1969 with an inter- 
disciplinary mental health team to develop services for 
10 American Indian reservation communities in Ore- 
gon, Washington, and Idaho. In 1971 the mental health 
staff began to use a standardized, computer-scored 
MMPI. From 1971 to 1974, 142 MMPIs were com- 
pleted by American Indian patients from Pacific 
Northwest tribes. The tribal groups belonged to one of 
three distinct cultures: Northwest Coastal, Plateau, 
and Plains. Whe psychological test results were used 
by local mental health staffs. 

In 53 of the 142 cases the patients were independent- 
ly evaletedby one of three senior mental health con- 
gültants, who made a psychiatric diagnosis by DSM-II 


criteria. Twenty-one of these 53 patients were impris- 
oned for antisocial behavior related to alcohol abuse. 
Seventeen patients were given a diagnosis of situation- 
al reaction, 9 of nonpsychotic depression, and 6 of 
schizophrenia. The three consultants met weekly to 
discuss the patient evaluation and diagnostic criteria. 
Many of the 53 patients were evaluated by at least two 
of the consultants. We calculated the means of K-cor- 
rected T scores from the MMPI profiles and compared 
them by age, sex, diagnosis, and cultural grouping. 


RESULTS 
The most impressive finding was the similarity 


among MMPI profiles (see figure 1). The mean profile 
for all 142 patients shows significant elevations i in the 


M 
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» TABL ty s ss , 
Rank Order of Mean MMPI Scale Scores? for 142 Native Americans 
" * А ——e. / 
MMPI Scale К 
xU Hs D Hy Pd Mf Pa Pt Sc Ma $i 
у Age б 
Under 29 (N=86) 9 5 8 2b 10 3^ 4^ 1° 6 7 
29 or older (N —56) 7 4 .8 1° 10 3 5 2 6 9 
Sex : 
: (N=68) © . 8 3 9 2 10 5" 4 1° 6 7 
t Female (N 774) 9 5 7 2» 10 3° 4 1° 6 8 
Culture* 
Northwest Coastal (N=28) 8 5 6 1? 10 4 3 2° 7. 9 
Ng — Columbia Plateau (N=72) 8 5 7 2 10 3 4 1° 6 9 
. Plains (N=16) 8 6 9 3» 10 - 2° 4° 1^ 5 7 
Diagnosis? i 
Schizophrenia (N=6) 9 5b 8 3^ 10 2b 4° 15 6 7 
Nonpsychotic depression (N=9) 8 5» 7 3? 10 2» 4% 1^ 6: 9 
Situational reaction (N —17) 9 6 8 1> 10 3^» 4 2° 5 7 
Antisocial-alcoholic (N 221) 7 6 9 1 10 5 4 2 3 8 
Total 8 5 7 25 10 3 4 1? 6 9 





2] scale having highest mean score; 10-scale having lowest mean score. 
‘Score greater than 70. 

*For the three primary cultures represented (N=116). 

*Of patients who received a diagnosis (N=53). 


F, Pd, and Sc scale scores. The Pd and Sc scales are 
ainong the three scales with the highest scores for each 
subgroup. Table 1 summarizes the profile patterns for 
the 11 subgroups. A significant amount of pathology is 
indicated by-the high incidence of mean T scores 
above two standard deviations (mean score of 70) on 
the Pd, Sc, and Pa scales. The Pd and Sc scales are 
above"70 in 9 of the 11 subgroups, and the Pa scale is 
above 70 in 7 subgroups. Younger subjects had signifi- 
cantly higher scores on the F, Pd, Pt, and Sc scales. 
Women scored significantly higher than men on the 


Hy, Pd, Pa, and Si scales, and men scored higher оп 


the МЇ scale (masculine-feminine identification). 
There were no significant differences between the 

antisocial-alcoholic patients and the patients with situ- 

ational reactions or between the schizophrenic and 


nonpsvchotic depressive patients. The combined pro-. 


file of the schizophrenic and nonpsychotic depression 
patients was compared to the combined situational and 
. antisocial-alcoholic. patient subgroups. The schizo- 
phrenic-depressed subgroup scored significantly high- 
er on the D, Hy, Pa, Pt, and Sc scales, but the dif- 
ferences between subgroups was only in the degree of 
pathology, not in the profile pattern. 

There were no significant differences between the 
MMPI scale. scores of the patients.from the Coastal 
culture and those of the patients from the Plateau cul- 
ture. Patients from the Plains culture had significantly 
higher F (validity) and Hy scores than the other two 
cultural groups. | 


DISCUSSION: 


"The similarities of all the subgroup profiles demon- 
strate that there is a significant cultural influence on 


f 


the results of the MMPI in this population of American 
Indians. It appears that cultural influence overrides in- 
dividual pathology and personality differences in influ- 
encing the pattern of the MMPI. This cultural response 
is demonstrated by the similarity of profiles between 


younger: and older patients and between men and 


women, and across diagnoses and cultural subgroups. 
The higher Sc, Pd, and Pa scale scores may reflect a 
group that has been defined as bizarre or deviant by 
the dominant culture. In a recent report on MMPI in- 
terpretation, Graham (6) stated that in white Ameri- 
cans the ‘‘[48 of 84] individuals do not seem to fit into 
their environments. They are nonconforming and re- 
sentful of authority, and they often espouse radical re- 
ligious or political views.” The responses are compat- 
ible with those of an individual raised in a nonwhite 
minority culture. An American from the dominant cul- 
ture who has taken the MMPI may meet all the desig- 
nated criteria of a particular diagnosis, both behavioral 
and clinical, and be diagnosed correctly by this psy- 
cliometric method. However, the patient from the © 
dominant culture is being compared on a profile that 
has been developed by MMPI responses of known cas- 
es from the same culture. In the current application of 
the MMPI to American Indian subjects there has been 
no such cultural standardization. 

The higher scores for women on 6 of the 10 clinical 
scales point to an important sex differential in re- 
sponse to stress where psychiatric symptomatology is. 
measured by the MMPI. The statisticallv significant 
higher score for Indian women on the Pd scale is sur- 
prising and is further indication that thisedeviance is 
sociocultural rather than psychopathic. А 

The profiles of the schizophrenia and nonpsychotic . 
depression subgroups do not differ significaptly on any 
clinical scale. Because of the small numbef of patients 


* 
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in. these two diagnostic subgroups, this finding needs 


` confirmation by additional research. However, the 


data point t@ the possibility that cultural influences sig- 
nificantly overshadow clinical and pathological dif- 
ferences in the MMPI response. American Indians 
with nonpsychotic depression appear to describe their 
symptomatology in a manner identical to that of schiz- 
ophrenic Indian patients. This interpretation is sup- 
ported by independent clinical observations that many 
American Indian patients with a grief reaction experi- 
ence auditory hallucinations, that is, hear the voice of 
the deceased person. An inexperienced diagnostician 
usually will label these nonpsychotic grief symptoms 
as schizophrenic. 

Significant differences were found between the 
"more impaired’’ (schizophrenic and nonpsychotic 
depressive) patient groups and the "less impaired” pa- 
tient groups (situational reaction and antisocial-alco- 
holic). However, these differences were ones of de- 
gree, not pattern. Also, the profiles of patients with 
situational reactions were no different from those of 
the antisocial-alcoholic imprisoned group. The similar- 
ity of profiles for schizophrenic and nonpsychotic de- 
pressed patients in the American Indian population in- 
dicates that there is no valid diagnostic assistance with 
this test in confirming a major psychosis. Since higher 
subscale scores are significantly influenced by cultural 
differences in test response, the clinician must be cau- 
tious in using the MMPI as part of the diagnostic eval- 
uation of American Indian patients. The higher test 
Scores and cultural specificity introduce the likelihood 
of overdiagnosis and misinterpretation of the clinical 
status. 

While the staff in this study did not find language 
skill to be an overt problem in the subjects' completion 
of the MMPI, cultural specificity in the comprehension 
and interpretation of word meanings can be a signifi- 
cant barrier to cross-cultural psychological testing and 
psychiatric evaluation. Leff (7) demonstrated that pa- 
tients from different cultures show a differential ability 
to distinguish between various affective feelings and 
that these differences can be documented with a struc- 
tured psychiatric examination that contains many 
items similar to various MMPI questions. Leff tested 
kis hypothesis by using material derived from the In- 
ternational Pilot Study of Schizophrenia. In that study 
of psychiatric patients in nine different countries, a 
standardized interview schedule was used for assess- 
ing the mental state. It was translated from English in- 
to the five Indo-European languages (Czech, Danish, 
Hindi, Russian, and Spanish) used by the countries in- 
volved and the two non-Indo-European languages 
(Yoruba and Chinese). Patients who speak Indo-Euro- 
pean languages can differentiate anger from depression 
and anxiety » whereas non-Indo-European language pa- 
tients have difficulty differentiating all three emotions 
from each other. : 

] From another perspective, Glott (8) gathered data to 
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evaluate the MMPI by translating it tinto. G 
Spanish, and French. He then administered it to bilin- 
gual patients, who took the test in English and in one | 
of the other three languages. The results showed that 
certain scales (pathology, deviance, and RAT c 
were likely to indicate more abnormality in the trans- ^ 
lations than in English. None of the American Indian 
subjects in our study took the test in a second lan- 
guage, but they were raised in cultures removed frOmeee, 
non-Indo-European language by only one or two gen- 
erations. To our knowledge, no one has evaluated the 
relationship of English language usage and emotional / 
states in American Indian cultures, but it is possible 
that like the non-Indo-European patients of Leff's re- 
port, the American Indian subjects have difficulty dis- 
criminating certain emotional states as defined in the 
MMPI. This difficulty could raise the score and in- 
accurately emphasize selected profiles. 

Adebimpe and associates (9) recently reviewed 
MMPI diagnoses of black psychiatric patients and con- 
cluded that black-white differences in MMPI norms al- 
so may lead to significant misclassificatior of black pa- 
tients. Their review demonstrated that blacks scored 
significantly higher on the validity (F), schizophrenia 
(Sc), and hypomania (Ma) scales, leading to false posi- 
tive diagnosis in schizophrenia. While American In- 
dian patients show a different pattern of elevated 
scales, the impact of the MMPI profile on the diagnos- 
tic formulation could be much the same. - 

Brislin and associates (10), in a compzehensivé re- 
view of cross-cultural research methods, emphasize 
the need for extensive investigation in this area: 


The cross-cultural possibilities with the MMPI continue 
to be intriguing, though there are many who blanch at the 
sight of the instrument. It would be folly and a waste tc 
dismiss all United States and other MMPI data, suggesting 
that the only reasonable approach with the MMPI would 
be to develop cultural norms. It would be equally foolish 
to tread in this jungle of clinical and psychometric data 
without utmost caution. No previous MMFI translation oz 
cross-validation study across cultures with commendable 
accuracy can be found in the literature. What :s criticallv 
needed is a series of cross-cultural cross-validation stud- 
ies with the MMPI that document empir.cally the mea- 
sured similarities and differences of clinicel diagnosis and 
personality assessment as a function of culture. 


While our study focuses on cross-cultural validation 
of the MMPI and identifies errors of interpretation 
when using the standard instrument without cross-cu:- 
tural norms, it may be erroneous to conclude that a 
modified cultural norm will correct the MMPI for 
American Indian patients. It is not only zultural norms 
for standard tests that need development but cultural 
research that identifies culturally appropriate in- 
struments from the outset. Certainly the use of the 
MMPI in a cross-cultural setting amplifies the risk of a 
false perception cf the patient's psychological state. 
While clinical judgments may also be erroneous, a ci- 
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odfiosNc interview can include techniques that may be 
more feliable. For example, direct diagnosis can be 
strengthened by the participation of mental health 
workers experienced with American Indians (profes- 
iguals, paraprofessionals, and people involved in tra- 

| йшоа] medicine) in the evaluation process to provide 
a cultural perspective for the psychiatric diagnosti- 
cian. If expert cross-cultural consultation is not avail- 
gera healthy skepticism about such testing should 

' replace any standard clinical use of the MMPI until 
additional research demonstrates a valid clinical appli- 


\ ation. 
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Sex and Heroin 


he relationship between sex and heroin has been the subject of much research 
T and more lucubration. As early as 1926, Rado (1) had developed the concept 
that equated narcotics injection with sexual orgasm; thus drive reduction in the 
form of relief of sexual tensions was postulated as the mechanism responsible for 
the appeal of narcotics. 

Although there is ample evidence for this hypothesis in the language and folk- 
lore of the street, scientific confirmation has been lacking. In the past the lack of 
chemically pure and legal heroin has been a major obstacle. However, the shift 
from a religious-legal to a scientific-therapeutic approach to drug abuse now 
makes it possible for some of us to study the mode of action of heroin, catching it 
in flagrante delicto by replicating the pharmacologic aspect of the street scene in, 
the laboratory. The availability of pure heroin coincides with the development of 
improved and sophisticated techniques of analysis (radioimmunoassays) for the 
quantification of pituitary gonadotropins and testosterone. 

Mirin, Meyer, Mendelson, and Ellingboe in their article ‘‘Opiate Use and Sexual 
Function” in this issue provide convincing biochemical evidence of the relation 
between sex and heroin and for the drive reduction hypothesis. These studies 
show that the intravenous injection of heroin results in an immediate fall of lutein- 
izing hormone (LH). This response was abolished by pretreatment with naltrex- 
one. Chronic administration of heroin leads to a fall in plasma testosterone, which 
may account for the persistent dysphoria of the chronic addict. The authors have 
discovered in yet a third experiment that ‘‘heroin-induced suppression of LH se- 
cretion was first evident 2-4 hours and was greatest 4-6 hours after unblocked 
heroin injection." The maximal decline in plasma testosterone occurred 6 hours 
after injection of heroin. 

The authors postulate on the basis of correlative animal work that acute heroin 
administration has a central effect on the release of hypothalamic luteinizing hor- 
mone releasing factor (LRF). The regulation of LH via LRF has been localized to 
ventral and medial areas of the hypothalamus, areas possessing many opiate re- 
ceptor binding sites and a high concentration of endogenous opiate peptides. 

Again, in an effort to synthesize clinical and physiological knowledge, the au- 
thors postulate that the intensive pleasurable ‘‘rush’’ which follows intravenous 
injection of heroin involves massive release of catecholamines at both central and 
peripheral sites. The authors are unable to document this suspicion. Fortunately, 
they have left some work for the rest of us. 

In thus tying together laboratory and clinical findings, the authors have done the 
field of addiction a considerable service and lend support to the drive reduction 
theory of addiction. These results should command the attention not only of all 
workers in the field of the addictions but of all those interested in the relation of 
human function to behavior. . 
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Psychiatrieally Disturbed Adolescents 


BY DOROTHY OTNOW LEWIS, M.D., AND SHELLEY S. SHANOK, M.F.H. 





The authors studied the first 88 adolescent boys who 
were placed on the secure unit of a correctional school 
during an 18-month period and found that 52 (59.1%) 
of the boys had previously received psychiatric 
residential treatment or psychiatric hospitalization. 
The authors hypothesize that many of these boys may 
have been transferred from a psychiatric setting to a 
correctional facility during adolescence when long- 
standing aberrant behaviors became more threatening 
to staff. At present the number of psychiatric hospital 
beds is decreasing and the criteria for hospitalization 
of children are becoming more stringent. The data 
indicate that correctional facilities are now expected 
to function as psychiatric treatment centers for 
disturbed adolescents no longer welcome in 
therapeutic settings. 





he purpose of this paper is to report the transfer of 

psychiatrically disturbed children from psycho- 
therapeutic settings to correctional settings as they 
reached adolescence. It documents the previous place- 
ments of a sample of seriously delinquent incarcerated 
adolescent boys. It also documents the fact that the 
recognition of serious psychopathology in delinquent 
children was not the idiosyncratic observation of clini- 
cians seeing the children in adolescence, allegedly a 
turbulent period of development. Rather, it documents 
the repeated recognition of severe psychopathology by 
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numerous clinicians who saw these children at dif- 
ferent stages of their development throughout ctild- 
hood. 


THE LITERATURE 


Several studies (1-3) have reported the subsequent 
serious psychopathology of formerly antisocial and/or 
delinquent children. Conversely, Silverman (4) has 
documented evidence of serious childhood psycho- 
pathology in the histories of adult prisoners. Other in- 
vestigators (5-8) have focused.on the early delinquent 
behavior of psychotic adults. To the best of our krowl- 
edge, with the exception of Lauretta Bender’s paper 
(9) on pseudopsychopathic schizophrenia, there has 
been little in the literature regarding the previous рѕу- 
chiatric placements of delinquent children. 


CLINICAL OBSERVATIONS 


The present study sprang from the clinical observa- 
tion that many of the children placed on a secure unit 


- of a correctional school in Connecticut during zn 1&- 


month period had previously been identified as psychi- 
atrically disturbed and had been in psychiatric residen- 
tial treatment cr had been psychiatrically hospitzlized. 
For example, one youngster, adopted in infancy, hed 
serious school difficulties in early childhood in spite of 
what was described as a ‘‘high average” intelligence. 
Throughout childhood he received private outpatient 
psychiatric treatment and was placed in a special su»- 
portive remedial school program. When, at adoles- 
cence, he got into a high-speed chase with police while 
driving the family’s car, he was psychiatrically hospi- 
talized. He was unhappy at the hospital (where he was 
given the diagnosis of borderline schizophrenia) and 
ran away on several occasions. He was eveatually 
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'Vfnntitted-to the cerrectional school, where he stayed 
through his [6th birthday. 
Another boy, who was the child of two psychotic 
parents, was first placed in a state receiving home at 
“age 10 when he was found by police wandering the 
streets aimlessly, *‘іпусІуеа in dangerous behaviors.” 
; His parents were found guilty of neglect, and the boy 
was subsequently placed in a psychiatric residential 
treatment facility. There he was described by clini- 
cians as being ‘‘unable to differentiate between reality 
and fantasy.” Over the course of several years he had 
\ multiple placements and received multiple psychologi- 
cal and psychiatric evaluations. At age 12, he was de- 
scribed by one psychologist as ‘‘filled with poorly 
formed fearful ideas." A psychiatrist described him at 
аре 14 as ‘а very disturbed youngster emotionally” 
who was suffering from a ''latent schizophrenia." He 
was eventually sent to a state psychiatric hospital after 
having set fires both in а residential treatment facility 
and in his aunt’s apartment while on home visits. After 
a 30-dav evaluation in the hospital, he was transferred 
to the correctional setting in spite of a judge’s recom- 
mendation that he be placed in a special therapeutic 
setting because of his serious psychiatric problems and 
his ‘insubstantial delinquency record." 
Another child was psychiatrically hospitalized 8 
times, then transferred to the correctional school. And 
still another youngster, who had spent 4 years in a psy- 
chiatric hospital because of dangerous psychotic be- 
havior ‘and evidence of neurological dysfunction, was 
ultimately sent to the correctional school when, on dis- 
charge from the hospital at age 12, he wandered the 
streets, grabbing at women’s breasts. His hospital dis- 
charge summary indicated that he was returned home 


after 4 years in order that he not become "'institution- 


alized.”’ 

These were but four of the many children who were 
sent to the secure unit of the correctional school and 
who had previously been in residential psychiatric 
care. We wondered what percentage of the children 
sent to this unit had previously been in psychiatric 
residential treatment or had been psychiatrically hos- 
pitalized. 


METHOD 


Our sample of incarcerated children consisted of the 
first 88 boys who were placed on the secure unit of a 
correctional school during an 18-month period of time. 
Admission to the unit was determined by school ad- 
ministrators and judges based on the severity of delin- 
quent behaviors. 

The major source was the correctional school rec- 
ord, which almost invariably contained information re- 
garding, previous placements. In fact, correctional 
school records often contained copies of actual hospi- 
tal or residential facility clinical reports. In addition, 
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the boys in the study were interviewed hind, whenever 
possible, a parent or guardian was contacted in order ' 
to verify information. E 


FINDINGS 


Of the 88 securely incarcerated boys, 52 (59.196) had 
previously been either in residential psychiatric treat- 
ment or psychiatrically hospitalized. Twenty-nine chil- 
dren had been in residential psychiatric treatment on- 
ly; 9 children had been psychiatrically hospitalized on- 
ly; and an additional 14 children had been both 
psychiatrically hospitalized and in residential psychi- 
atric treatment. 

In addition to having been psychiatrically hospital- 
ized and/or in. residential treatment, 28 of the 52 
treated children had also spent time in foster homes or 
group homes. Only 9 of the 88 boys had been in foster 
or groups homes only. Twenty-seven boys had never 
been placed outside their homes. 

Considering, now, the entire sample of 88 boys, the 
average number of placements a child had experienced 
was 1.818. This average included those children who 
had never been placed outside their homes. When the 
mean number of placements for boys ever placed out- 
side their homes was calculated, the average number 
of placements was 2.622. ) 


DISCUSSION 


Our present data indicate that many seriously delin- 
quent incarcerated adolescents have, during child- 
hood, manifested signs and symptoms of severe psy- 
chopathology leading to inpatient psychiatric care. 
Many had also spent time in foster or group homes, 
which suggests that their parents were often unable to 
care for them. These epidemiological findings are con- 
sistent with two of our previously reported findings. 
First, we found that many delinquents were the chil- 
dren of seriously impaired parents (10). Second, we 
found that the majority of violent incarcerated delin- 
quent boys whom we studied suffered from a variety of 
neuropsychiatric disorders that impaired their ability 
to adapt appropriately to their environments (11). The 
finding that 59.1% of the incarcerated boys had, prior 
to incarceration, required residential psychiatric care 
indicates that clinicians other than ourselves recog- 
nized the degree of psychiatric impairment in this pop- 
ulation. In fact, they had made the effort to obtain resi- 
dential treatment for these children, an indication of 
their concern. . 

One must therefore ask why these seriously dis- 
turbed youngsters were subsequently transferred to a 
correctional facility. A review of the children’s early 
clinical records revealed that most of the youngsters, 
with some psychotic symptoms and/or signs of neuro-V 
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. logical impairntent posed serious behavior problems 
* ‘from early childhood onward. Nevertheless, as small 
children they were able to secure acceptance at resi- 

ntial facilities and hospitals. As these children ma- 
tured physically, they continued to pose the same 
kinds of behavior problems that they had manifested 
earlier. Although in a few cases dramatic behavioral 
changes in adolescence could be documented, for the 
most part assaultiveness, temper tantrums, firesetting, 
and stealing were long-standing problems that during 
early childhood, along with neurological and often 
psychotic symptoms, were recognized as manifesta- 
tions of psychopathology and were handled within the 
therapeutic settings. It was only when a child’s in- 
creasing size made his aberrant behaviors more threat- 
ening to staff and other children that he was discharged 
їс his home or transferred to the correctional school. 
The seriously disturbed adolescent was perceived as 
more violent and, indeed, his outbursts were poten- 
tially more dangerous because of his increased 
strength. 

Discharge to the child’s home often had the same 
effect as transfer to corrections—that is, parents who 
had been unable to manage their children when the 
children were younger were no better equipped to deal 
with the youngsters during adolescence. Hence, dis- 
charged children came into conflict with the law and 
eventually made their way to corrections. Noteworthy 
was the tendency of hospitals and treatment centers to 
change diagnoses at the time a child reached adoles- 
cence, although the child's symptoms remained rela- 
tively the same as they had been in childhood. Thus, 
children formerly given a diagnosis of borderline psy- 
chotic or minimally brain damaged were redefined as 
"aggressive acting out” or ‘‘antisocial’’ adolescents. 
In one instance, even previously diagnosed psycho- 
motor epilepsy in a child with a documented temporal 
lobe focus of abnormality was rediagnosed as ‘‘ex- 
plosive personality" for purposes of transfer. In es- 
sence, potentially treatable disorders such as schizo- 
phrenia, minimal brain dysfunction, and epilepsy in 
children with aggressive symptoms were redefined as 
ostensibly less treatable sociopathic disorders in order 
to justify the children's transfer to the correctional 
school. 

The finding that seriously psychiatrically disturbed 
children are often transferred from therapeutic settings 
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to correctional facilities at the onset, of adolescence TN 
particularly ominous today, when hospital beds are de- 
creasing in number and the criteria for the psychiatric 
hospitalization of children are becoming increasingly 
strict. In the recent past, psychiatrists and attorneys- 
have focused much energy and attention on the rights 
of juveniles not to be hospitalized (e.g., the Mental 
Health Law Project) (12). However, little if any atten- 
tion has been given to the rights of psychiatrically dis- 
turbed youngsters to continue to receive necessary 
residential or hospital care through adolescence, when 
their disturbed behaviors are acknowledged to be dan- y 
gerous to others. Since the criteria for the in- 
carceration of children are extremely lenient (a child 
need only have committed a nonstatus offense of one 
sort or another), we can expect even greater numbers 
of seriously disturbed children to be sent to correction- 
al schools in the future. Tragically, once a child has 
been designated delinquent (much less incarcerated), 
it is almost impossible to reinstitute residential psychi- 
atric treatment fcr him in a reputable facility. 
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Zhe Psychiatrist’ s Role in Aerospace Operations 


BY WILLIAM H. SLEDGE, M.D., AND COL. JAMES A. BOYDSTUN, MC, USAF 





This paper presents two unique aspects of aerospace 
psychiatry: the influence of the specialized stressors 
Nand occupational requirements of an aviation career 
ard the ambiguous role of the aerospace psychiatrist. 
Aerospace psychiatrists have multiple, sometimes 
conflicting, responsibilities to the organization and 
society (the social control task) and to the individual 
aviator (the humanistic and medical tasks). In the two 
case reports below the authors describe airmen who 
had vasovagal syncope and how the psychiatrist 
intervened and resolved these conflicting tasks. 





erospace psychiatry is the practice of occupation- 
Ая psychiatry in the context of aviation and space 
operations. Two aspects of aerospace psychiatry pre- 
sent unique challenges to practitioners. First, the spe- 
cialized occupational environment of aerospace opera- 
tions entails particular psychosocial stresses, which 
result іп a variety of altered priorities and paradoxes; 
` for instance, benign medical disorders may have quite 
serious occupational implications. Second, the role of 
the psychiatrist is ambiguous because the psychiatrist 
must simultaneously serve multiple tasks, some of 
which may be in conflict. 


AEROSPACE OPERATIONS AND STRESSORS ON 
AVIATORS 


Advances in aerospace technology demand efficient 
and error-free functioning because errors are espe- 
cially amplified by the high-performance capability of 
aircraft. Furthermore, the high-performance capability 
of aircraft creates conditions that have special stres- 
sors for the aviator. Some of these stressors are accel- 
eration forces, transmeridian travel with jet lag, high- 
altitude flying, and flying in extremes of temperature. 
We will not address space travel here. 
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An iricreased number and range of tasks сап be per- 
formed by flight crews because of automated and com- 
puterized flight aids. However, the complexity of air- 
craft and the enormous increases in air traffic have re- 
sulted in more rigidly controlled safety requirements. 
These include precise procedures and regulations for 
negotiating weather and high-density traffic centers, 
more exacting medical surveillance of flight crew, and 
increased proficiency checks and adherence to training 
needs. Psychosocial factors of crew interaction, sepa- 
ration from family, fatigue-rest cycles, and time-zone 
travel are potential stressors. Consequently, profes- 
sional aviators are caught in a series of demanding 
paradoxes; they must be able and willing to submit to 
numerous regulations, procedures, and rules in their 
professional lives, yet they must maintain a sense of 
responsibility and initiative in the execution of their 
work. They must be calm, thoughtful, and free of im- 
pulsive tendencies; however, they must be quick to re- 
act adaptively to emergent situations. Aviators must 
be able to tolerate stretches of long hours of work al- 
ternating with long periods of rest. Frequently, they 
and their families must be able to endure long periods 


' of separation alternating with long periods of being idle 


at home. They must be able to make quick, effective 
decisions when given incomplete information, but they 
must always be looking for more facts about their pres- 
ent situation. They must also have a healthy, enduring 
love of flying tempered by a realistic respect for its 
dangers. They must be self-confident and convinced of 
their ability to survive dangerous situations; yet they 
must not be so grandiose that they take foolish 
chances or so unsure of themselves that they con- 
stantly must prove their mastery and invulnerability. 

The typical flyer is achievement-oriented, with a 
high need to perform well. Competitive and aggressive 
needs are adaptively channeled into work and mastery 
of the flying environment (1, 2). The average flyer uses 
action to deal with ambiguity and psychic conflict and 
to achieve gratification. As a group, these men and 
women have obsessive-compulsive tendencies; how- 
ever, these traits are usually flexibly deployed and do 
not necessarily represent neurotic conflicts or immu- 
table styles. 

Perhaps the most important personal traét for a flyer 
who wants a successful and safe aerospace career is 
motivation, particularly in terms of its coherence and 
fidelity with past experiences, its formal character- 
istics, and its content in organizing drives'and needs X 
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. into appropriate adult activity (3). One theory (4) sug- 


gests that asuccessful flying career is an integration of 
infantile erotic and aggressive urges with the appropri- 
ate cognitive and affective attributes. The aircraft may 


become a powerful instrument of aggressive potential: 


that is experienced unconsciously as a narcissistic ex- 
tension of the self. The death-defying aspects of a fly- 
ing career, coupled with the competitive rivalry with 
others, enhances the narcissistic gratification inher- 
ently involved in competent, masterful performance. 


THE PSYCHIATRIST'S ROLE 


Inevitably there will be failures and breakdowns in 
human functioning. When dysfunction occurs, the 
psychiatrist should be involved at three functional 
points in the aeromedical evaluation: diagnostic as- 
sessment from a clinical disease perspective, function- 
al/adaptive assessment in terms of how the disorder 
has been influenced by and may continue to influence 
the job, and treatment. 

In terms of role functioning, aerospace physicians 
are in a position of potential task conflict. Physicians 
who have primary contact with the patient must not 
only have patient care as their main function but they 
must also have a social control function whereby they 
work as agents of the organization to ensure mission 
completion and/or as protectors of public safety by 
identifying health conditions in the patient that threat- 
en job functioning. This social control function of psy- 
chiatrists has been well characterized by Astrachan 
and associates (5). In addition the aerospace psychia- 
trist has the humanistic task of fostering the patient's 
development and opportunity and maximizing the pa- 
tient's potential, as well as the medical task of diagnos- 
ing and treating the patient's disease; these may all 
conflict with the social control task. 

Diagnostically, the aerospace psychiatrist assists 
other aerospace physicians and clinical specialists by 
helping them rule out functional disorders and clarify 
the relationships between psychosocial elements and 
altered biology. In addition to providing standard nos- 
ological or diagnostic categorization, the psychiatrist 
contributes by making a thorough evaluation of pos- 
sible antecedert psychological and social factors in the 
onset of the disorder. In view of our research findings 
on syncope (6, 7), a careful appraisal of work-related 
stressors is particularly relevant. 

As a behavioral scientist, the aerospace psychiatrist 
is in a good position to make a fünctional/adaptive as- 
sessment of how a particular disorder may influence 
job performgance. The aerospace psychiatrist needs a 
clear understanding of possible psychosocial precipi- 
tants and the psychosocial consequences of the dis- 
order. Ideally. the two perspectives on treatment out- 


..come—the, individual's interest in relief of suffering 


and the organization's interest in safe and reliable 
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functioning— will aot be in conflict» However, if theme 
is conflict, the needs of the organization for safety and 
reliability must take precedence over the needs of the 
individual for employment and professional growth. 
This dilemma for the aerospace psychiatrist may occur 
in situations where the aviator has a form of 'intra- 
psychic conflict that is about to reach expression. 
Then the psychiatrist is faced with the problem of opt- 
ing for either short-term public safety, by intervening 
to bolster the patient’s repressive defenses, or a more 
therapeutic approach, by making the patient's conflict 
more manifest, which may lead to further temporarv 
work dysfunction. Although this type of dilemma 
arises at times, usually the patient's interests and tol- 
erance for psychological work will determine how the 
psychiatrist intervenes. 

When the psychiatrist represents the needs of the 
organization, there are various potential problems in 
the interventions that stem directly from.his or her so- 
cial contro] task. These problems are most obviously 
clear in the doctor-patient relationship, in which the 
usual potential obstacles and resistances may be ex- 
acerbated by patient wariness and distrust. For in- 
stance, the patient may be reluctant to cooperate and 
will consciously withhold data that he or she thinks 
may 'be condemning in the eyes of the psychiatrist. 
Usually an explicit early acknowledgment of this pro- 
cess is helpful in enhancing meaningful collaboration. 
Most aviators fear they will be grounded for.an ob- 
scure reason that they believe is irrelevant to their safe 
and reliable function. At the same time most of them 
are highly safety conscious and are not willing to fly 
with a condition that they believe is dangerous. Along 
these lines collaboration can usually be maintained. In 
more intermediate or long-term treatments in which 
exploration, uncovering, and insight are treatment 
goals, the treating physician's attitude toward the so- 
cial control task must be kept very clear. 

Another potential problem area is the psychiatrist's 
attitude toward the dual tasks of individual care and 
social control function. A balanced double perspective 
requires the psychiatrist to resist overidentifying with 
the patient at the expense of ignoring the organiza- 
tion's needs and to resist rigid application of organiza- 
tion rules (thereby prematurely foreclosing explora- 
tion) as a resuli of hostile countertransference feelings. 

We will report two cases of vasovagal syncope to 
highlight the multiple aspects of the aerospace psychi- 
atrist's functioning. Vasovagal syncope is a benign dis- 
order from a health perspective, but it may present a 
threat to reliable professional functioning, depending 
on its context of onset and repetitions. There is good 
evidence that the onset of vasovagal syncope is depen- 
dent on a variety of psychosocial elements (6-8), in- 
cluding the specific context in which it occurs and 
broad nonspecific factors such as personality or char- 
acter, antecedent psychological stress, megane feel- 
ings about work, and illness. E 
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Case 1. Mr. A, in his mid 20s, was a fighter jet ро! who 
fainted while having his blood pressure taken during an an- 
nual physical examination. A thorough medical and neuro- 
logicak workup revealed no disease or pathological condition 
as the basis for his fainting. He had fainted previously during 
an annual flight physical examination, and throughout his life 
medical procedures had made him uneasy. Furthermore, 
watching others clean and dress killed game after kunting 
made him queasy. However, he had been in situations where 
he and/or others had been injured or in pain and had had no 
syncope-like symptoms, for instance, viewing a dead 
friend's body and participating in his child's birth. There had 
been no clear psychosocial antecedents such as separations, 
loss, or job stress before this latest episode. 

He gave. a history of unconflicted competition and ambi- 
tion to do well. Mr. A impressed the examining Air Force 
psychiatrist as an active, outgoing, action-oriented man. He 
had had a successful flying career, and his interest in and 
motivation for a flying career seemed to be appropriate and 
well integrated. 

Although intially somewhat wary, Mr. A was able to ap- 
preciate during the course of several interviews with tke ex- 
aminer how phvsical manipulation of his body, however be- 
nign, together with a stance of enforced passivity and resig- 
nation were critical antecedents in his syncopal episodes. He 
was able to overcome this particular situation by assuming a 
more active orientation toward the numerous medical proce- 
dures and examinations being carried out during his aero- 
medical evaluation. An in-depth understanding of the dy- 
namics of his ‘‘neurosis’’ was not attempted. 

Although there were neurotic components in Mr. A's 
fainting response, this aspect of his psychopathology seemed 
discrete and limited and did not interfere with his flying; fur- 
thermore, the condition seemed influenced by education. It 
was recommended that Mr. A return to his flying duties. 

In this case the psychiatrist was able to support the ciag- 
nosis of vasovagal syncope and rule out psychosocial factors 
that may have interfered with continuing job reliability and 
safe functioning. Furthermore, Mr. A and the psychiacrist 
were able to elaborate an understanding of the impor-ant 
psychodynamic elements in his syncopal episodes so that he 
was able to do something about the problem. His recurrent 
syncope was believed to be occupationally benign. 


Case 2. Mr. B, a navigator in his mid 20s, fainted durirg a 
venipuncture procedure during an annual flight physical ex- 
amination. A thorough physical and neurological evaluation 
revealed no somatic pathological basis for the syncopal epi- 
sode. He had fainted three times before during medical or 
dental procedures that entailed receiving an injection. He al- 
most fainted on many other occasions: during his wife's .la- 
bor when she received an injection, when he came upon an 
accident and saw people injured and bleeding, and when he 
saw two people killed. Furthermore, he had had in-flight e»i- 
sodes of syncope-like symptoms during a variety of emer- 
gent and dangerous in-flight events, but he had never lost 
consciousness at these times. 

Although there were no discrete antecedent psychosoc:al 
stressors*before his last episode of fainting, Mr. B indicated 
that he had grave reservations about his suitability for a fly- 
ing career. He wanted to serve out his commitment, but he 
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found the work tedious, unfulfilling, dangerous, and fright- . 
ening. During the evaluation he was foundeto be per- 
fectionistic, overly conscientious, and severe with himself 
He was not clinically depressed. on 

Mr. B was grounded and disqualified from flying on the 
basis of his recurrent episodes of syncope against the back-. 
ground of inflight episodes, conflicted feelings about his 
work, and questions about motivation for a flying career as a 
navigator. He was opposed consciously to the grounding and 
refused to accept a trial of psychotherapy after which time 
he could be reevaluated. The psychiatrist, therefore, recom- : 
mended he be disqualified for flying. The social control func- 
tion took precedence. 


DISCUSSION 


These two patients resembled one another superfi- 
cially, but the relationship of the illness to flying was 
different. In both cases the psychiatrist was able to 
support the diagnosis of vasovagal syncope and make 
an assessment of the importance of antecedent psy- 
chosocial factors. Mr. A did not have a significant 
work-related. dysfunction, and there were no apparent 
secondary gain benefits. The conflict was dealt with 
through rationalization and education. This approach 
permitted Mr. A to establish mastery over his symp- 
toms, but he probably had no insight in the usual psy- - 
chotherapeutic sense. The benign disorder. of vasovag- 
al syncope presented a possible threat to Mr. A’s relia- 
bility as an aviator. The psychiatrist’s assessment, 
however, suggested a focal neurotic process con- 
cerning enforced passivity during medical examina- 
tions; it did not reveal a dysfunctional response to the 
psychosocial stressors of an aviation career nor an in- 
appropriate or conflicted motivation for a flying ca- 
reer. There was no task conflict for the psychiatrist. 

Mr. B's medically benign disorder of vasovagal syn- ` 
cope did pose a threat to operational reliability and 


‘safety. The psychiatrist’s evaluation revealed a more 


diffuse neurotic process involving a strong vagal re- 
sponse to many situations that were perceived as 
threatening, at least unconsciously, and that could not 
be countered. Furthermore this neurotic process was 
sensitive to the dangers and stressors of a flying ca- 
reer. He had an additional problem of conflicted moti- 
vation for flying and a character structure that com- 
pounded these problems. In Mr. B’s case the psychia- 
trist experienced an element of task conflict: his social 
control function dictated that this patient be grounded 
and the humanistic function pointed toward trying to 
make it possible to work out his problems. The social 
control function clearly took precedence when Mr. B 
refused to accept grounding and a trial of pgychothera- 
py. 
The primary function of the psychiatrist Who works 

as a part of the aeromedical evaluation process is to 

assess the relation of the patient's disorder to the oc- 7 
cupation's psychosocial stressors and to assess how 
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- , the disorder relates to occupational functioning. In or- 


„дег to do this work effectively, the aerospace psychia- 

rist must not only know the aviator's character, moti- 
Vation, psychopathology, and life events, but he must 
also understand the unique characteristics of aero- 
space operations. Furthermore, aerospace psychia- 
trists must be aware of the ambiguity of their own role 
in that they have responsibilities to the organization 
and society (the social control task) and to the aviator 
(the humanistic and medical tasks). 
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Psychiatric Participation in the Hootch Case: Effects on Alaska 


Native Education 


BY JOSEPH D. BLOOM, M.D., AND JACQUELINE L. BLOOM, M.S. 


The Hootch case was a class action suit that 
established the right of Alaska Native students 

to attend secondary school in their home 
communities. The authors review the history of 
Native education, give the background of the suit, . 
and present behavioral science data on school 
adjustment of Alaska Natives and American Indian 
students. These data, included in an amicus curiae 
brief, were incorporated into the court decision. 
The authors consider this case a positive example of 
psychiatric involvement in social policy matters. 








he 1972 case of Molly Hootch et al v Alaska State- 
Operated School System (1) dramatically changed 
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secondary education for Alaska Native students. In 
this paper we will review the history of the educational 


. system for Alaska Native students, including the prob- 


lems that led to the Hootch case, and will focus on the 
psychosocial effects of this system of education. 

The Hootch case was a class action suit brought by 
Molly Hootch, a representative of Alaska Native vil- 
lage adolescents, who was attempting to secure educa- 
tional opportunities for them. Specifically, Hootch and 
her fellow students were seeking to establish their 
right to attend secondary school in their home commu- 
nities. The case involved no direct psychiatric testimo- 
ny. However, psychiatric data on the effects of the 
secondary education system on Alaska Native stu- 
dents were provided through an amicus curiae brief 
that was submitted jointly by the local Alaskan chap- 
ters of the American Psychiatric Association, the 
Alaska State Medical Association, and the Amer:can 
Academy of Pediatrics (2). 


ALASKAN NATIVE SECONDARY 
HISTORICAL DEVELOPMENT 


EDUCATION: 


In 1884, 17 years after the Alaska purchase, Cen- 
gress passed legislation that incorporated the new ter- 
ritory into the United States as an administrative juris- 
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díction.(3): Within'the confines of this act, Congress 
set up àn administrative procedure for the provision of 
education to the newly formed territory through the 
Bureau of Education. The first agent of the United 
States Bureau of Education in the territory was Dr. 
Sheldón Jackson, a Presbyterian minister. Jackson 
sought to interest religious denominations in estab- 
lishing church schools and missions throughout the 
territory. Jackson was instrumental in establishing the 
Moravians in southwest Alaska, the Catholics on 
the Yukon, the Episcopalians at Point Hope, the Pres- 
byterians in Barrow, the Congregationalists at Wales, 
and the Friends at Kotzebue. In 1905 Congress com- 
bined the educational programs for Alaska Natives 
with those for American Indians in a law stating the 
Alaska students would have the right to enroll in any 
of the boarding schools established for American In- 
dian children. The government gradually discontinued 
supporting church-run schools and began constructing 
village-based day schools. In 1931 administration of 
the education programs passed from the Bureai of 
Education to the Bureau of Indian Affairs within the 
Department of Interior. From this time until World 
War II availability of grade school education was still 
limited, and secondary education was almost nonex- 
istent for the Native population. 

After the war, government services in Alaska aczel- 
erated rapidly. In 1955 health care was shifted from the 
Bureau.of Indian Affairs to a newly created health au- 
thority within the U.S. Public Health Service. This 
agency was created because of the dire health status of 
the Native people, who were plagued by epidemically 
high rates of tuberculosis. The introduction of anti- 
tuberculosis medication together with a vigorous med- 
ical program brought the disease under control rapid- 
ly. By the late 1950s and early 1960s the population 
was increasing at a dramatic rate; during the 1950-1660 
decade the population increased 2796 (4). This popu- 
lation explosion greatly affected the resources of the 
educational system in the late 1960s and in the 1970s. . 

The educational system developed rapidly frcm 
1950 to 1975. Day schools were built in villages and 
teachers encouraged students to go on to high school. 
To do so meant that the majority of students had to 
leave their home communities and reside at Mt. Edge- 
cumbe School at Sitka, in southeast Alaska. As the 
demand for places in school increased, students were 
sent further awav to schools within the larger Bureau 
of Indian Affairs system. In the late 1960s students 
from Alaska were placed in boarding schools at Chem- 
awa, Oregon, and at Chilaco, Oklahoma. 

Statehood was granted Alaska in 1959. Within a dec- 
ade significant changes were made in the system af 
secondary education. Unlike most reservation In- 
dians, the Alaska Native peoples had full equality un- 


oN `. 


. дег, the Alaska constitution. The state of Alaska was 
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residents. The Bureau of Indian Affairs programs were , 
gradually transferred to the state of Alaska Although. 
there is still a dual educational system, the state has 
increasingly assumed the leadership in establishing 
programs and policy. The state moved vigorously into 
its own version of boarding school education. АЦ high 
school students remained in Alaska, and secondary 
education was provided through a network of boarding 


` programs both rural and urban. 


During the decade from 1965 to 1975 new schools 
were built. Existing school districts, like Anchorage, 
developed programs for Native students within urban 
high schools. Students were kept in Alaska but were in 
a hodgepodge of federal, state, and local jurisdictions, 
which had limited coordination. Students, especially 


.troubled students, often rode a circuit from one high 


school to another. Many rural boarding programs were 
located in rural transitional towns such as Bethel ‘ог’ 
Nome. Because these towns were in transition from 
villages to cities (5-7), their social climate generated 
problems for many adolescents. The urban boarding 
programs were more stable, but the urban schools 
were almost universally unprepared for large numbers 
of Native students. In addition, the private boarding 
homes were poorly screened and poorly supervised by 
state agencies. Thus, although the students had been 
separated from the Bureau of Indiàn Affairs secondary 
school system, the learning environment had not really 
improved. 

In 1971 Congress passed the Alaska Native Claims 
Settlement Act (8). The act extinguished the Native 
claims against the federal government with a cash and 
land payment to the Native groups. Regional Native 
corporations were organized to handle the settlement. 
The Claims Settlement Act focused on a regional enti- 
ty for community organization and ultimately provided 
administrative structures that could be used for institu- 
tional change (9). : 


THE HOOTCH CASE 


Molly Hootch was an Eskimo from Emmonok, a 
large village at the mouth of the Yukon River near the 
Bering Sea. In order to attend secondary school, Mol- 
ly Hootch, as well as the other 3,000 Alaska Native 
School-age children, would have had to leave her 
home and family and travel a substantial distance to 
attend high school. The case was based on a constitu- 
tional argument that stated that the constitution of 
Alaska guaranteed public school as a ‘‘fundamental 
right to all Alaskan children, and further as a right it 
must be provided on equal terms to all children." The 
case was lost in the superior court in 19/4 and was 
appealed immediately to the Alaska Supreme Court. 
The superior court's decision acknowledged that the 


state was obliged to make educational opportunities ·, 
available to students and stated that it did so through ' 


thus responsible for providing educational programs 
for Native peoples just as it provided them for other 
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the state boarding programs. Availability of high 
School progsams in every village was not regarded as a 

sic right and, further, was considered financially 
prohibitive. 

In preparing their appeal to the Alaska Supreme 
Court the attorneys for the villagers asked the Alaska 
Psychiatric Association to detail the psychosocial ef- 
fects of boarding school education on the children and 
their parents. Mental health professionals and educa- 
tors had for years seen that the educational system re- 
sulted in dropouts, suicide attempts, antisocial acting 
out, alcohol problems, identity diffusion, poor voca- 
tional planning, and only a small number of students 
going on to advanced training institutions. 

In the amicus brief a general statement was made 
regarding adolescent development in the context of 
family and cultural life. Given the cross-cultural prob- 
lems faced by Alaska Native children, the mainte- 
nance of parent-child contact was viewed as crucial 
through the teenage years. The brief cited studies con- 
cerning the effects of boarding schools on Alaska Na- 
tive students. Kraus (10) found a definite over-repre- 
sentation of younger people in suicide attempts and 
suicide. He concluded that school separation was a 
definite factor in the suicide problem. Kleinfeld (11, 
12) studied Eskimo students in four different school 
environments: an urban boarding home program, a ru- 
ral boarding home program, a rural transitional town 
boarding school, and a village-based church-affiliated 
school. Using a variety of measures, Kleinfeld found 
that rates of emotional disturbance were high in all of 
the schools but particularly so in the two rural town 
programs and the urban boarding school. The amicus 
brief concluded by supporting the position of the 
‚ plaintiffs against the State Department of Education 
and recommending to the state supreme court that sec- 
ondary education be moved to the villages. 

The suit was settled іп 1976 through a negotiated 
agreement in favor of the village children. The combi- 
nation of the original constitutional issues and the be- 
havioral science data was a crucial element in the 
court's findings, as shown by its decree: 


Members of the plaintiff class enrolled in the boarding 
program have experienced accelerated drop-out rates, 
psychological and social problems, including disruption of 
family life and loss of identity, and failure to live up to 
educational potential. Studies of drop-out rates indicate 
fa- higher rates among Native children attending boarding 
programs than among Native children residing at home 
while attending secondary school. ... Also the sending 
of Native children to secondary schools outside of their 
villages has had harmful effects on village cultural and 
family life and on the student's relationship to each. When 
the studeat who attends a boarding program returns to his 
village in the summer, he finds it difficult to readjust to 
village life because of the increasing differences between 
himself and the other members of his village. He is unable 
to fully identify with either the town or village way of life. 
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Such students are :п the process of becoming what apthro- 
pologists term ‘‘marginal. . . ."' (1) 


The language cited reflects the court's consideration 
of the views expressed in the amicus brief. Indian 
Family Defense (13), published by the Association on 
American Indian Affairs, cited the conclusion of the 
case as a historic victory affecting Native American 
children and looked for ramifications that would affect 
Native American boarding programs in other areas of 
the United States. 


E 


DISCUSSION 


The outcome of the Hootch case was based on the 
state's recognition of the right of children to be edu- 
cated in their home villages. The court case was able 
to focus in one forum both the constitutional and hu- 
man outcome arguments. It is interesting that most of 
the same issues have long been known and debated in 
professional circles and within government. Krush and 
associates (14) coined the term "psychological nomad- 
ism" to describe the objectless, anomic existence 
characteristic of the boarding school experience. 
Hammerschlag and associates (15) described one 
southwestern boarding school and concluded that the 
educational system contributed to the sense of pow- 
erlessness and government dependency so prevalent 
among Indian peoples. Shore and Levy! described-high 
dropout rates in a northwest Indian boarding school. 
They reported a dropout rate of 26% in 1970-1971. In 
another report, Shore (16) described the difficulties 
and frustrations involved in providing mental health 
consultation in ihe same boarding school. In an edito- 
rial in the American Journal of Psychiatry (17) Beiser 
pointed to the problems of Indian boarding schools 
and called for changes in programs that separated chil- 
dren from their parents. Based on data gathered from a 
boarding school project in the southwest (18), the edi- 
torial suggested improvements in the schools that in- 
volved improving staff/pupil ratios by employing more 
Indian persons in dormitories and as instructional 
aides. The ill effects of Indian boarding schools were 
summarized in a publication of the Association on 
American Indian Affairs titled The Destruction of 
American Indian Families (19). 

From the perspective of the physicians and behav- 


ioral scientists involved in the amicus brief the out- 


come was verv positive. As indicated above, clinicians 
had for years seen a wide variety of problems that at- 
tested to the negative influence of the educational sys- 
tem on both Alaska Native and Indian children. In 
Alaska it had become painfully clear that the system of 
education was not improving after the state moved to 


17, Shore, J. Levy: Dropout epidemic at an Indian boarding 
school. Department of Psychiatry, University of Oregon Hee Sci- 
ences Center, 1975 (processed) 
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replace the 08 of Indian Affairs as the dominant 
system і in education. 

The amicus brief offered a vehicle by which scien- 
tific evidence directly effected a major social change. 
An implied hypothesis in this report is that the willing- 
ness to be involved in court proceedings of this type is 
an important consideration for psychiatrists interested 
in social change, decreased psychiatric morbidity, and 
in primary prevention. Psychiatry's involvement in so- 
cial issues is certainly widely debated today within the 
profession. We consider the material described in this 
paper as a positive example of psychiatric participa- 
tion in an attempt to solve an important social problem 
affecting the next generation of Alaska Native stu- 
dents. 
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Three depressed geriatric patients had a marked 
therapeutic response to the psychostimulant drug 
methylphenidate. These patients either had been 
unable to tolerate tricyclic antidepressants or had a 
medical illness that contraindicated tricyclic therapy. 
The lack of adverse effects in our elderly patients and 
methylphenidate's effectiveness as an antidepressant 
were consistent with the findings of other 
investigators. These results suggest that 
psychostimulants deserve further evaluation as 
antidepressant agents in the geriatric population. 





Ithough tricyclic antidepressants are the drugs of 

A choice in the psychopharmacologic management 
of depression (1), their adverse anticholinergic and 
cardiovascular effects can limit their usefulness in el- 
derly depressed patients, particularly those suffering 
' from a concomitant serious medical illness. Given the 
high prevalence of depression in the elderly (2), finding 
an antidepressant regimen for geriatric patients who 
cannot tolerate tricyclics is a significant problem. One 
seldom considered alternative psychopharmacologic 
agent is methylphenidate, one of the psychostimulant 
drugs. Psychostimulants were briefly used as antide- 
pressants before the introduction of tricyclics, but le- 
gitimate questions concerning long-term efficacy and 
potential for drug abuse contributed to a marked de- 
crease in their use as antidepressants. On the other 
band, the psychostimulants are effective and widely 
used in child psychiatry in the long-term management 
of the minimal brain dysfunction syndrome (3). In the 
pediatric population, adverse effects, tolerance, and 
drug abuse have not been significant problems (4, 5). 
The usefulness and safety of psychostimulants in the 
pediatric population suggest that age may be an impor- 
tant variable in the effectiveness of this class of drug. 
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In fact, several reports suggest that psychostimulants 
may have a place in the psychopharmacology of anoth- 
er special age group, the geriatric population. In a pla- 
cebo-controlled but nonblind study (6), methylphen- 
idate was significantly superior to placebo in the treat- 
ment of 54 elderly patients suffering from depression. 
Two studies have demonstrated methylphenidate to be 
effective in treating secondary depression in patients 
in whom the affective signs and symptoms were super- 
imposed on an underlying dementia (chronic organic 
brain syndrome). In the first study (7), depressed de- 
mentia patients responded better to methylphenidate 
than they did to the tricyclic antidepressant pro- 
triptyline. In the second (8), methylphenidate was 
compared to placebo in the treatment of a large grou» 
of depressed elderly patients with underlying ds- 
mentia. Methylphenidate was clearly superior to pla- 
cebo in this double-blind 8-week study, and the mett- 
ylphenidate group was remarkably free of significant 
adverse effects. Faced with the dilemma of institutirg 
an effective therapeutic regimen for elderly depressed 
patients who were intolerant of tricyclic antidepres- 
sants, we elected to treat several of these patients wizh 
methylphenidate. Following are illustrative case re- 
ports. 


CASE REPORTS 


Case 1. Mr. A, an 82-year-old retired professor, had a оле- 
year history of poor mental concentration, loss of interes: in 
his environment, decreased energy, insomnia, episodes of 
tearfulness and pessimism, decreased appetite, and an in- 
sidious 7-kg weight loss. Psychometric testing and a com- 
plete neurological evaluation showed his cognitive function- 
ing to be within normal limits. His primary physician лай 
diagnosed depression and had prescribed amitriptyline. 50 
mg/day. Unfortunately, acute urinary retention had devel- 
oped and amitriptyline treatment was discontinued, Шош 
any change in Mr. A’s psychiatric status. Supportive psy- 
chotherapy by the primary physician had also failed to alle- 
viate Mr. A’s symptoms, and he was referred for psychictric 
evaluation. 

We confirmed the diagnosis of depression and elected to 
start a course of desipramine. We hoped that the relatively 
low anticholinergic activity of desipramine would lower the 
risk of urinary retention (9). Unfortunately, after the dose 
had been gradually increased to 75 mg/day over 2 weeks, 
urinary retention again developed, without improvemeat in 
Mr. A's depressive signs and symptoms. After a aires 
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‘period of ) Y prescribed 10 mg of methylphenidate 

twice }'day. Two days later Mr. A reported that his mood 
was brighter arid his ability to concentrate on everyday tasks 
was improved. Over the subsequent month his mood, enthu- 
siasm, energy, and appetite markedly improved and he re- 
turned to part-time work. Methylphenidate treatment was 
continued for another 3 months and Mr. A maintained his 
therapeutic gains. Urinary retention or hesitancy were not 
problems, and there was no suggestion of psychostimulant 
habituation or abuse. Methylphenidate was discontinued af- 
ter the 4-month treatment course and Mr. A remained free of 
signs and symptoms of depression at 1-year follow-up. 


Case 2. Ms. B, a 73-year-old nursing home resident, had 
adult onset diabetes mellitus and bilateral amputations below 
the knee for peripheral vascular disease. She developed sad- 
dened mood, decreased appetite, weight loss, social with- 
drawal, and loss of interest in her usual activities over a 3- 
month period. Her private physician prescribed a 4-week 
course of imipramine, 100 mg/day in divided doses. The 
imipramine regimen was associated with unpleasant tremor, 
constipation, nocturnal sweats, and increased dysphoria. 
Imipramine treatment was discontinued and amitriptyline 
was prescribed at 75 mg/day in divided doses. During the 
subsequent week Ms. B became increasingly lethargic and 
fell twice from her chair. Severe orthostatic hypotension was 
documented at the time of her falls and treament with ami- 
triptyline was discontinued, with no evident improvement of 
her depression. After a 1-week drug-free interval, we began 
to administer methylphenidate, 10 mg twice per day. Ms. B 
noted an increased sense of well-being within 3 days and the 

| nursing staff reported that she had increased energy, bright- 
ened mood, and increased participation in social activities. 
Over the next month Ms. B's signs and symptoms of depres- 
sion resolved and she was judged to have returned to her 
previous level of function. Methylphenidate treatment was 
continued for another 2 months. During treatment Ms. B's 
blood pressure was stable and she did not experience any 
adverse effects from the methylphenidate. She was tree of 
signs and symptoms of depression at 6-month follow-up. 


Case 3. Ms. C, an 85-year-old woman, was hospitalized 
for treatment of a dislocated right hip suffered in a motor 


vehicle accident. She was withdrawn, apathetic, and somno- - 


lent. Her primary physician became increasingly concerned 
about her inadequate caloric intake, progressive weight loss, 
and refusal to participate in physical rehabilitation. After a 
thorough medical and neurologic workup failed to provide an 
explanation for her deteriorating condition, we felt that de- 
pression most likely was responsible for Ms. C's symptoms. 
Although both Ms. C and her husband denied that she had a 
history of affective disorder, they did acknowledge that she 
had been much less active and enthusiastic about general ac- 
tivities over the past 2 years, after a traumatic fall in her 
* bathtub. Her husband stated that she was ''just getting back 
to herself" when the motor vehicle accident occurred. Dur- 
ing psychiatric examination Ms. C appeared lethargic, apa- 
thetic, and depressed and had psychomotor retardation and 
increased latency of response. She was fully oriented, her 
past and present memory were normal, and she interpreted 
proverbs well.’ Several times during the examination she 
stated that she wes very tired and needed to be left alone. 
Electrocardiogram revealed first-degree atrioventricular 
block ae a tight bundle branch intraventricular block. Ms. 
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C's primary physician felt that the cardiac chnduction abnor- 

malities contraindicated the use of tricyclic antidepressants. * 
Therefore methylphenidate was prescribed at®10 mg twicé 

per day. Within 3 days Ms. C was eating well participating 
in physical activity, and sitting up most of the day. She was 

alert, her mood was much improved, and she showed re- 

newed interest in her rehabilitation and discharge from the 

hospital. She left the hospital 10 days later to continue her 

convalescence in an intermediate care facility. and her im- 

provement in mood and activity level persistec. 


DISCUSSION 


We have presented three cases of depressed geriat- 
ric patients who either could not tolerate trizyclic anti- 
depressants or whose medical status was felt to con- 
traindicate the use of tricyclics. Each of these patients 
appeared to have a marked therapeutic response to 
low-dose methylphenidate. Although positive case re- 
ports certainly do not establish the antidepressant effi- 
cacy of a drug, these three cases illustrate several as- 
pects of treatment with methylphenidate which sug- 
gest that this drug deserves more careful scrutiny as an 
antidepressant agent in the geriatric popu.ation. Of 
note was the rapidity of the therapeutic response, in 
each case beginning during the first few days of treat- 
ment. Of perhaps greater importance was the absence 
of significant adverse effects from methylphenidate in 
these three patients. The same patients who either 
could not tolerate tricyclic antidepressants or for 
whom tricyclics were felt to be contraindicated easily 
tolerated a course of low-dose methylphenidate. We 
did not observe the adverse effects that have been at- 
tributed to psychostimulants (10), such as appetite 
suppression, hypertension, palpitations, cardiac ar- 
rhythmias, nervousness, headaches, dyskinesias, pre- 
cipitation of paranoid ideation or overt psyckosis, in- 
somnia, rapid tolerance to euphoriant effects, and 
abuse of these agents. This absence of adverse effects 
may have been fortuitous or secondary to the low dose 
of medication, but it is consistent with the low in- 
cidence of adverse effects secondary to methylphen- 
idate in previous geriatric studies (6-8, 11-14). 

Ms. C demonstrated another property of the psy- 
chostimulants, which Hackett and Draper (11) de- 
scribed as particularly relevant to consultatiomliaison 
psychiatry. This property is its usefulness in the dif- 
ferentiation of depression from enfeebling medical ill- 
ness. A sustained improvement of mood, energy, and 
function with psychostimulant therapy suggests a large 
component of reversible depression in the medically ill. 

Betore the initiation of treatment with methylphen- 
idate, the consulting psychiatrist attempted, supportive 
psychotherapy in each of the three cases, wita little 
benefit. However, after methylphenidate 'treatment 
had begun the patients’ affects brightened and thzir en- 
ergy levels increased, which facilitated the formation - 
of a strong therapeutic alliance with the psychiatrist 
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‚апа subsequent beneficial supportive psychotherapy. 
Jacobson 46) also noted that methylphenidate in- 

reased the efficacy of psychotherapy in depressed 
geriatric patients. 

Our suggestion that methyphenidate be considered 
as a therapeutic approach to the patient who cannot 
tolerate tricyclic antidepressants is not meant to imply 
that other approaches do not exist. Electroconvulsive 


e therapy is effective and reasonably safe for severely 
depressed geriatric patients and may even be the treat- · 


ment of choice for those with clear-cut delusions or for 
those whose nutritional status cannot be maintained 
(15). On the other hand, posttreatment memory im- 
pairment can be a problem in the elderly, and the idea 
of electroconvulsive therapy is frequently unpalatable 
to either the patient or the patient's family. Also, the 
use of electroconvulsive therapy is often administra- 
tively difficult in the nursing home population because 
the patient would have to be transferred to a hospital 
and would require the services of an anesthesiologist. 
The monoamine oxidase inhibitor drugs are effective 
antidepressants, but the risk of serious adverse effects 
has led several authorities (16) to discourage the use of 
monoamine oxidase inhibitors in the elderly patient. 

Our data and those of earlier investigators suggest 
that methylphenidate is a reasonable candidate for 
closer scrutiny as an antidepressant drug for the el- 
derly depressed patient. Well-designed clinical studies 
would clarify the role of methylphenidate in this im- 
portant patient group, especially in those who cannot 
tolerate tricyclic antidepressants. 
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BY ROY B. LACOURSIERE, M.D., KENNETH E. GODFREY, M.D., AND LORNE M. RUBY, M.D. 





Traumatic neurosis from Viet Nam combat or other 
sources includes many symptoms that can be 
effectively self-medicated with alcohol, at least 
initially. These symptoms include chronic anxiety and 
restlessness, insomnia, and recurrent frightening 


` dreams. Repeated self-medication with alcohol results 


in tolerance and a need to increase the amount 
consumed. Attempts to decrease consumption or to 
abstain can lead to alcohol withdrawal symptoms 
similar to and exacerbating the initial symptoms of 
traumatic neurosis. Continuing alcohol use, with the 
establishment of a vicious circle, can follow. The 
authors present three case examples. They note that 
treatment of alcoholism under the-conditions 
described requires specific attention to the underlying 
traumatic neurosis. 








-—— 
Wine drunk with an equal quantity of water puts away 
anxiety and terrors. 


— Hippocrates, Aphorisms 


he perspective of a Veterans Administration chem- 
Ti abuse program has allowed us to observe a 
relationship between traumatic neurosis and alco- 
holism in some patients. This relationship is seen in 
Viet Nam combat-traumatized veterans and in other 
combat veterans, and may well occur in association 
with traumatic neurosis from noncombat sources. A 
variety of postcombat syndromes have been described 
(1, 2); the clinical picture is often not ‘риге.’ Of par- 
ticular note in this paper are the symptoms associated 
with classical traumatic war neurosis, i.e., chronic and 
at least moderately severe anxiety; recurrent fright- 
ening dreams, usually about the traumatic event or 
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events; and insomnia, irritability, agitation, depres- 
sion, and somatic symptoms and preoccupations. Of- 
ten the insomnia is secondary to the feared dreams. 
Various abusable substances can be used to suppress 
these symptoms, e.g., minor tranquilizers, barbitu- 
rates, and alcohol. In this report we focus on alcohol, a 
substance readily available and at least implicitly en- 
couraged among armed forces personnel in the United 
States (3). 

The acute administration of alcohol selieves many of 
the symptoms of classical traumatic neurosis. It is ef- 
fective in inducing sleep and suppressing anxiety and 
can ease muscle tension and sometimes depression, ir- 
ritability, and agitation. In most patients alcohol ini- 
tially suppresses REM sleep (4-6), with which most 
posttraumatic terrifying dreams are associated (7). (It 
apparently does not provide such suppression in all pa- 
tients (8].) Some of these terrifying dreams are prob- 
ably stage IV night terrors; the effect of alcohol on 
them is not firmly established, but alcohol may have a 
suppressant effect similar to that of diazepam (7). The 
repeated drinking of alcohol leads to tolerance and the 
need to increase the amount consumed. Even then, 
with chronic alcohol use disturbing dreams can break 
through the suppressing effects (7). In addition, the 
abrupt cessation of significant drinking leads to its own 
problems. These are the well-known symptoms of the 
alcohol withdrawal syndrome and include many symp- 
toms similar to those of traumatic neurosis, e.g., anx- 
iety, motor restlessness, agitation, insomnia, and an 
increase in frightening dreams (4-6, 8). Thus, what can 
begin as innocent self-medication for symptoms of 
traumatic neurosis can lead to a vicious circle. Repeti- 
tive symptom reduction by means of alcohol leads to 
tolerance and an increase in alcohol consumption to 
maintain symptom reduction, which leads to problems 
from the alcohol use itself (e.g., hangovers, gastritis, 
marital difficulties, and arrests for driving while in- 
toxicated) and attempts to reduce or abstain from 
alcohol consumption. This leads to the alcohol with- 
drawal syndrome, with an exacerbation of many of the 
initial traumatic neurosis symptoms; this stimulates 
further drinking, closing the vicious circle, 

It is important to note here that the initial use of al- 
cohol is effective self-medication for тапу post- 
traumatic symptoms. After chronic use, attempts to 
stop the self-medication lead to exacerbation of the ini- 
tial symptoms. This use of alcohol is different in de- 
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E . gree, if not also in kind, from the more frequent use of 
Alcohol to gelieve genera] psychological dysphoria; in 
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the latter case the cessation or decrease of chronic al- 
Cohol use does not lead to withdrawal symptoms that 
are as synergistic with the initial psychological diffi- 
culties. In addition, alcoholism secondary to traumatic 
neurosis calls for particular therapeutic strategies with 
these alcoholic patients. 


CASE REPORTS 


The patients described here were all treated in our 
intensive residential alcohol rehabilitation program. 
The first patient had a classic traumatic neurosis; the 
second patient showed symptoms of traumatic neurosis 
mixed with other postcombat symptoms (2); and the 
third patient had an attenuated traumatic neurosis that 
had persisted for over 30 years. 


Case 1. Mr. A, a 30-year-old veteran, was admitted be- 
cause of alcoholism associated with interpersonal, work, and 
health problems. Although well detoxified on admission, he 
was extremely anxious, restless, ‘‘couldn’t remember’’ 
much of his background or experience in Viet Nam, and ei- 
ther kept considerably to himself or sought staff contact for a 
variety of physical and psychological complaints. He slept 
very poorly and had recurrent terrifying dreams. 

Mr. A had been adopted as an infant, and his natural par- 
ents were unknown. His adoptive parents were free of alco- 
holism and had no history of psychiatric treatment. He re- 
ported that he drank during high school and used marijuana 
but that this had not created problems; his family corrobo- 
rated this information. He entered the army at age 19 and 
was sent to Viet Nam as a foot soldier. While patrolling and 
preparing to settle for the night, his patrol of 27 members 
was ambushed by machine-gun fire and all but a few of his 
group were killed in a matter of seconds. No one who was hit 
survived. He and a few others at the end of the line of sol- 
diers were not hit. He felt extremely helpless during this ca- 
tastrophe. He was subsequently very ''uptight"" and began 
to be awakened regularly by terrifying dreams in which he 
relived the ambush. He began to try to go to bed later and 
later and used drugs and alcohol more extensively; he found 
they relaxed him and helped him sleep. After discharge from 
the service he ceased using most drugs except alcohol, but 
alcohol began to cause him progressively more problems. 
His admission to our unit was his second treatment program 
for alcoholism. 

Mr. A's treatment with us included thrice-weekly psycho- 
therapy using support and hypnotherapy focusing on relaxa- 
tion, recall of the traumatic event, and some catharsis. As 
often occurs, the combat trauma was found to be related to 
prior experiences, including early childhood experiences of 
being helpless and overwhelmed; these experiences were al- 
so examined. Hydroxyzine, 50 mg three times a day, was 
used to help decrease the patient's extreme level of anxiety 
and marked resistance to exploring ihe traumatic events. 
With 2 montfis of treatment the patient's severe anxiety level 
abated coifsiderably, and he slept well without frightening 
dreams. At discharge he was taking disulfiram and hydroxy- 
zine and felt confident that he could manage without alcohol. 

At follow-up a month later Mr. A was doing well, was so- 
ber, and, as his father reported, was ‘‘calmer than he's been 


LACOURSIERE, GODFREY, AND' RUBY 967 
x 


, (c ; 
Й oe 
in many years." His sleep а be very T4 im- 


proved, although he had had at least one night of disturbing 
dreams. 


Case 2. Mr. B, a 29-year-old veteran, was admitted for 
treatment of alcoholism after prior detoxification in another 
hospital. On admission he was depressed, had fears of attack 
and death, was concerned over losing control of his anger, 
and described repetitive frightening dreams showing the 
faces of two Vietnamese he had killed. He described himself 
as “а small town boy” jolted by his military experience. 

Mr. B's family »ackground showed no evidence of alco- 
holism or psychiatric problems. He was in the military from 
ages 18 to 20 and began drinking significant amounts cf alco- 
hol toward the end of that time. He felt that drinking repre- 
sented an attempt to cope with his fears of imminent attack 
and death, sorrow over the loss of friends, rage at the Viet- 
namese enemy, and guilt over his killing others. He said that 
he had problems from alcohol within his first year of drink- 
ing. He acknowledged experimenting with other substances, 
but without difficulties. Before his treatment with us he had 
been detoxified from alcohol in 1974 and 1975. 

Mr. B's treatment on our unit included short-term individ- 
ual and group psychotherapy with emphasis on exploration, 
catharsis, and reintegration of his Viet Nam experiences. By 
discharge he was much improved and was free of frightening 
dreams. No follow-up data were available. 


Case 3. Mr. C, a 59-year-old World War II fighter pilot, 
was intoxicated when admitted for his first treatment for 
alcoholism. Following detoxification he was anxious, rest- 
less, dejected, and complained of poor sleep with recurrent 
frightening dreams. 

Mr. C's history showed that his father had had pfóblems 
with alcohol beginning when the patient was a teenager. 
While in the se-vice the patient was shot down cver Japan 
shortly before the end of the war and was beaten by peasants 
before being taken into custody by the local police. From 
that time onward he had a recurrent dream that awakenec 
him in terror in a cold sweat just at the point of being sho: 
down. He said he used alcohol to sleep, to avoid dreaming, 
and ''to settle my nerves." Although alcohol did not fullv 
stop the dreams, when he tried to abstain from drinking the 
dreams became worse and he lost more sleep. 

Mr. C's treaiment included hypnotherapy with abreaction 
of the traumatic event after abreaction of earlier traumatic 
life experiences related to the combat trauma. He progres- 
sively slept better and soon slept through the night without 
frightening dreams. His overall condition in spite of its long 
history was much improved at discharge. On follow-up 
several weeks later his wife noted many ways in which he 
had changed; he was sociable, patient, had a sense of humor, 
was relaxed, and slept well. He was maintaining sobriety. 


DISCUSSION 


We do not wish to imply that other factors may not 
also have had important etiological significance in 
these cases of alcoholism. However, from our evalua- 
tion the traumatic neurosis-type symptoms were cru- 
cial and precipitating causes, and diligen: attention 
needed to b2 directed to them to satisfactorily treatthe 
alcoholism. Whether or not we have obtained enduring 
and significant help for the patients' pastirsumstie 
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так. uM alcoholism remains to be seen, 
but it &ppears-to us that a treatment approach for such 
cases of alcoholism which ignores the historical devel- 
opment will have less chance of success. The possi- 
bility remains that alcoholism which begins largely 
secondary to a traumatic experience might persist af- 
ter the -raumatic neurosis is adequately treated. This is 
a researchable question. 

The relationship between traumatic neurosis and al- 
coholism appears not to have been previously record- 
ed in the psychiatric literature. Our computer searches 
' of the literature for the past 10 years failed to find any 
materia. on this subject, as did an examination of older 
war-releted literature (but see hints in reference 1, p. 
413). Itis hoped that our drawing attention to this rela- 
tionship may encourage others to carefully look for it, 
prcvide appropriate treatment, and perhaps further 
study this area. 


вё 
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A Multi-Tiered Screening System for the Least Restrictive Setting 
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AND JAMES L. CLAGHORN, M.D. 





The authors evaluated the placement process їп a large 
psychiatric facility with both inpatient and outpatient 
services. They examined 71 inpatient and 90 
outpatient new admissions using standardized tests of 
psychopatFology and sociodemographic status. After 
correcting for response bias, the authors found, in 
contrast to other studies, that the level of morbidity in 
the inpatier.t service was significantly different jrom 
that in the cutpatient unit. The measures of 
sociodemographic data indicate that inpatients were 
more dependent on social support systems and ihat 
this finding was not influenced by response bias. 
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psychiatrist’s decision to hospitalize a patient is 

a profound moment in that patient’s life. Appar- 
ent immediate medical desirability notwithstanding, 
the patient will most assuredly experience the stigma- 
tizing effects of psychiatric hospitalization. In contrast 
to outpatient placement, such an event can compro- 
mise a patient’s effectiveness in securing employment, 
joining a union, or entering a trade or professional 
school. For these reasons, the process for hospital- 
ization should be carefully designed to ensure that in- 
patient placement is essential to the total well-being of 
the patient. To that end, a step has been interposed at 
our facility before hospitalization. Our facility requires 
that all patients who are hospitalized must have been 
interviewed first in an outpatient setting. Those pa- 
tients who might be treated effectively in an outpatient 
setting are then so assigned. 

Several authors (1, 2) have posited that precise cri- 
teria should be established for psychiatric inpatient 
placement because standards for hospitalization are 
seldom explicit. Such criteria for admission would log- 
ically include severity of illness as well as usefulness 
of programs unique to the inpatient setting for the pa- 
tient. Measurement of the severity of illness, however, 
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. js complicated by the tendency for patients to exagger- 


ate or minimize their reports of symptoms (3). This 

* creates a, diagnostic dilemma for the clinician and ап 
усш hazard for the psychometrist. The ex- 
tent to which this distortion is systematic lends itself to 
examination focusing particularly on the way it blurs 
discrimination between groups and interferes with ap- 
propriate placement. 


» In this investigation we examined the placement 


! 


process of a large psychiatric institute with both in- 
patient and outpatient facilities. The purpose of the 
study was to show whether placement was justified by 
differences in standardized tests of personal and social 
functioning. Additionally, we examined the hypothesis 
that distortions ia symptom reporting do occur and 
that this distortion is a function of response bias. We 
have defined response bias as the tendency to mini- 
mize or exaggerate the presence of symptoms; there- 
fore, we analyzed the influence of response bias in in- 
terpreting the differences. 


METHOD 
Setting 


The Texas Research Institute of Mental Sciences is 
the research and training arm of the Texas Department 
of Mental Health and Mental Retardation. In order to 
satisfv its mission, the Texas Research Institute has 
established a broad-based service component that in- 
cludes an inpatient unit and one of the largest out- 
patient departments in Texas. A patient's entry into 
the adult service involves evaluation at each stage of a 
three-tiered system that graduates from a paraprofes- 
sional level through the front-line therapist to the doc- 
toral-level supervisor. Medical responsibility for each 
case is assigned to the psychiatrist attached to the unit. 

The initial contact for services is made with a case- 
worker in the Information and Referral Service. The 
paraprofessional staff member at this critical juncture 
is familiar with criteria regarding appropriateness for 
admission to each of the adult service units. Following 
this contact, an appointment is made for the patient to 
be interviewed by a primary therapist from the adult 
outpatient unit. A psychiatrist reviews the information 
obtained by the primary therapist and, if appropriate, 
also interviews the patient. The decision as to place- 
ment of the patient is then made. 

This course of events is followed, even for people 
who obviously require hospitalization, to comply with 
the state mental health commissioner's rule regarding 
outpatient evaluation for least restrictive setting. The 
rule was mage in response to an increasing social con- 
science within the state department of mental health 
and was influenced by court precedents. It contains 

~ minimum guidelines for hospitalization that are used 
Љу the outpatient personnel in the placement decision 
| Process. These guidelines are as follows: 
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1. Both mental impairment or à reasonable pre- 
sumption of mental impairment and social impaiťment 
may justify admission. 

2. Evidence of the following must be documented: 
a) ideational or behavioral indications of dan- 
gerousness to self or others, b) need for planned psy- 
chiatric, medical, social, or psychological evaluation 
or treatment; special drug therapy; treatment requiring 
hospitalization or continuous skilled observation. 

3. Evidence of the following may be present: a) im- 
pairment of socizl, familial, or occupational function- 
ing of süfficient severity to require the structure or 
safety of inpatient services, b) failure of outpatient er 
extended care management, c) inability to meet one's 
own basic life and health needs, d) behavior ‘‘intoler- 
able” to patient, family, or community, e) need to in- 
terrupt deleterious psychosocial interactions. 

If a crisis exisis, the entire review sequence is con- 
densed into a single day. A request for emergency treat- 
ment is not, of itself, a sufficient criterion for crisis in- 
tervention. The working definition of ‘‘crisis’’ is based 
on the imminence of a bad experience for the patient 
or others. If harm may come within a 72-hour period, a 
crisis exists and immediate steps are taken. A primary 
therapist conducts a complete interview to answer the 
questions remaining from the briefer screening exami- 
nation. The supervising psychiatrist then talks with the 
patient and conjointly with the therapist determines 
the appropriate disposition. On the average, a third of 
the crisis patients are hospitalized, a third receive in- 
tensive outpatient crisis intervention, and a third are 
referred to another clinic. 


Subjects 


The subjects for this study were 71 inpatient and 90 
outpatient new admissions to the Texas Research In- 
stitute of Mental Sciences. Subjects were entered into 
the study sequentially. All patients who were able to 
respond to questions were asked to participate. In nei- 
ther group was participation presented as part of a 
treatment program, and it was stated on the consent 
form that participation was voluntary. All of the sub- 
jects signed the consent form after the nature of the 
study had been explained. 

The subjects displayed the spectrum of psychiatric 
problems seen at our facility, from severe psychoses 
to phobias and marital discord. Treatment is provided 
in the outpatient clinics according to the nature of the 
problems presented. The principal objective of the in- 
patient service is to stabilize the patient and return him 
or her to appropriate outpatient care as soon as pos- 
sible. The length of stay is usuallv 20 to 25 days. 


Instruments 


The instruments in the study from whish data were 
selected were the Denver Community -Mental Health 
Questionnaire (4), a measure of effective level of per- 
sonal and social functioning; the Mini-Mult (5), an ab- 
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Unadjasted Means and Means Adjusted for L Scale for MMPI and Taylor Manifest Anxiety Scale Scores of 71 Inpatients and 90 Qutpatients 





Unadjusted Mean Score 


Adjusted Mean Scores . 








3. 
Scale Inpatients Outpatients Significance? Inpatients Outpatients Significance? 
MMPI 
Hypochondriasis 19.2 16.7 p<.02 19.4 16.5 р<.01 
Depression 30.7 28.4 p<.06 31.1 28.0 р<.01 
Hysteria 27.2 26.3 n.s. 27.5 26.0 n.s. 
Personality disorder 29.6 28.1 p<.06 29.8 27.9 р<.01 
Рагапоіа 14.8 14.1 n.s. 15.0 13.9 n.s. 
Psychasthenia 35.2 33.7 n.s. 35.6 33.4 n.s. 
Schizophrenia 38.2 33.6 р<.01 38.7 33.2 р<.001 
Нуротапіа 21.8 `.19.7 р<.001 21.9 19.6 р<.0005 
Tzylor Manifest Anxiety Scale 27.0 25.8 n.s. 27.8 25.0 p<.09 








aBy two-tailed 1 test. 


breviated version of the MMPI; and the Taylor Mani- 
fest Anxiety Scale (6), a measure of proneness to ex- 
press anxiety. 


Stctistical Methods 


A two-tailed t test was run to measure differences : 


between inpatients and outpatients on each of the 
scales. To determine whether these differences would 
remain once response bias was controlled for, an anal- 
ysis of covariance was performed using the lie (L) 
scale of the MMPI. The L scale items represent minor 
faults or foibles to which most people would readily 
admit and was designed as a correction factor for bias 
in socially desirable response sets. Burish and Hous- 
ton (7) reported favorable construct validity for the L 
scale as a measure of defensive denial. ''Defensive de- 
nial” is defined here as the unwillingness to admit mi- 
nor faults or foibles. Following the analysis of covari- 
ance, the t tests were computed on the adjusted means 
and their values were compared with the unadjusted t 
values. 


RESULTS 


The first phase of this investigation was the determi- 
nation of whether social support system differences 
were evident in inpatients compared with outpatients. 
On the basis of the hypothesis suggested by Mendel 
and Kapport (8) that social support resources are criti- 
cal factors influencing the decision to hospitalize, in- 
patients were expected to have less access to these re- 
sources than did outpatients. : 

At test analysis of social functioning compared the 
inpatient group with the outpatients on the scales of 
the Denver questionnaire. Differences that achieved or 
approached significance were on 1) the public system 
dependency scale (p<.001), which showed that in- 
patients required more support from social agencies, 
2) the productivity scale, a measure of employment 
and training (p<.07), which showed that inpatients 
were less ‘active, 3) the interpersonal isolation from 


family scale (p«.06), which showed that outpatients 
had less family contact, and 4) the drug use scale 
(p«.001), which showed that inpatients abused hard 
and soft drugs more than outpatients did. 

A t test analysis was also performed using the scales 
of the MMPI and the Taylor anxiety scale. Table 1 dis- 
plays the results of this analysis. As can be seen, those 
scales with significant or near-significant differences 
were schizophrenia, hypomania, personality disorder, 
hypochondriasis, and depression. In addition, the L 
scale of the MMPI showed a significant difference. In 
each of these scales the inpatients rated a higher pa- 
thology score. 

In order to control for possible contamination by re- 
sponse bias, analysis of covariance was performed on 
each of the MMPI scales and the Taylor scale using the 
MMPI L scale as the covariate. As can be seen in table 
1, in each case the introduction of the L scale in- 
creased the difference between the inpatient and out- 
patient means and materially reduced the probability 
level. 

A similar analysis of covariance was performed on 
the Denver questionnaire social functioning scales. In 
this case, no consistent or significant differences were 
observed following the introduction of the L scale into 
the equation. 


CONCLUSIONS 


The process of review for least restrictive setting de- 
scribed above appears to be a valid mechanism for ac- 
curate placement in an inpatient setting or an out- 
patient setting according to psychopathological and 
sociodemographic differences. Standardized testing 
suggests real differences in social support systems for 
inpatients compared with outpatients. Inpatients ap- 
pear to be in the peculiar situation of being alienated 
from the greater society and yet dependent' on it. Our 
results show that inpatients, in contrast to outpatients, 
require more support from public agencies and from., 
their families, are less likely to be employed or in- 
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: . volved in vocatioral training, and are more likely to 
abuse drugs. In addition, given placement status, these 
spcial functioning scales do not appear to be affected 
by response bias. This probably reflects the inpatients' 
casual acknowledgment of the use of and need for a 
protective environment. 

At first blush, the differences in pathology measured 
by the MMPI and the Taylor scale did not show the 
magnitude of significance expected when inpatients 
are compared with outpatients. This is consistent with 
the results of Dohrenwend and Crandell (3), which 
showed that outpatients scored worse than inpatients 
in terms of symptom disclosure. After correcting for 
response bias in our study, however, a shift in magni- 
tude was revealed. The mean difference between in- 
patients and outpatients was increased in each of the 
eight MMPI scales as well as the Taylor anxiety scale. 
These differences became significant at less than the 
.01 level in five of the nine scales. The shift in magni- 
tude indicates the effects of response bias on test data. 
We can hypothesize several different explanations for 
this tendency: 

1. Inpatients feel the vulnerability of being sick and 
wish to please or to respond as if they were healthier 
than they are so they will be discharged as soon as 
possible. 

2. The disturbed inpatient does not wish to admit or 
cannot correctly perceive the presence or extent of his 
or her illness. 

3. Inpatients obtain benefit from being placed in a 
protective environment. Inpatients may respond to 
test data more like outpatients because they feel safe 
and comfortable and because their disorder appears 
less unusual given their new surroundings. 

Whatever the cause, it is clear that response bias 
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plays an important role in the power of tests of pathol- 
ogy to discriminate between inpatierits and’ out- 
patients. We do not support testing for psycho- 
pathology as an antecedent to placement without cor- 
recting for response bias when interpreting results. 
Standardized testing for the need for social support 
systems, however, does not appear to be influenced by 
response bias. Preplacement evaluation for these 
needs may be useful for case management by revealing 
the availability of external resources. 

Our results demonstrate that standardized testing 
before inpatient cr outpatient placement may be an un- 
necessary intrusion into patient and therapist time. 
When precise criteria are described, a sequence of 
evaluation by progressively higher trained clinicians 
succeeds in accurately placing patients in the setting 
most appropriate to their needs. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in 
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author. 


in each issue; papers that do not adhere to these criteria will be returned to the 


Psychological Manifestations of Nonbacterial Thrombotic Endocarditis 


BY THOMAS B. MACKENZIE, M.D., AND MICHAEL K. POPKIN, M.D. 


It is well established that bacterial endocarditis may 
be heralded by an organic mental disorder (1). How- 
ever, the psychological presentations of nonbacterial 
thrombotic endocarditis, also known as marantic 
encocarditis and degenerative verrucal endocarditis, 
appear to be unreported in the psychiatric literature. 
This omission may be explained by the fact that non- 
bacterial thrombotic endocarditis has been thought to 
be an incidental autopsy finding (2). Recently, how- 
evez, it has been recognized as a significant cause of 
morbidity or death (3). Nonbacterial thrombotic endo- 
carditis may be defined as the presence of fibrin-plate- 
let vegetations on one or more uninflamed, non- 
ulcerated valve leaflets (4). It is generally considered 
to be a hypocoaguable state (5). 

We have recently encountered two patients who had 
an organic mental disorder that was an early feature of 
nonbacterial thrombotic endocarditis. These patients 
illustrate the psychopathology and clinical settings 
that should alert the psychiatrist to the possibility that 
the disorder might exist. The following case reports 
support the addition of nonbacterial thrombotic endo- 
carditis to the psychiatrist’s differential diagnosis of 
etiological factors in organic mental disorders. 
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Case Reports 


Case 1. Mr. A was a 74-year-old farmer who was admitted ` 


for evaluation of abdominal pain and a 13.6 kg weight loss. 
Several days before his admission he had noted the onset of 
left-sided pain and weakness. In the hospital a well-dif- 
ferentiated adenocarcinoma was discovered after a biopsy 
was performed on a right pleural mass. The site of the prima- 
ry carcinoma was unknown, although an abdominal comput- 
erized tomography suggested fullness in the area of the pan- 
creas. Findings from a cardiac examination were normal. 
With regard to his neurological deficits, a head computerized 
tomography was normal and an EEG showed irregular slow- 
ing bilaterally. Psychiatric consultation was sought 6 weeks 
after admission because Mr. A withdrew, had minimal ver- 
balization, and refused to eat, which suggested a depressive 
disorder. During the psychiatric examination, a severe or- 
ganic mental disorder manifested by lethargy, inattention, 
dysmnesia, and dysarthria was evident. His level of con- 
sciousness continued to diminish, and the patient died 50 
days after admission. An autopsy showed disseminated 
adenocarcinoma of the pancreas, nonbacterial thrombotic 
endocarditis on the mitral valve, and cerebral infarcts of 
varying ages. 


Case 2. Ms. B, a 45-year-old housewife with a 1-year his- 
tory of disseminated ovarian carcinoma previously treated 
with melphalan and corynebacterium parvum, was admitted 
for surgical restaging of her tumor. At the time of admission 
she was alert and understood the reasons for her admission. 
While in occupational therapy with other onc&logy patients 
several hours later, she became amnesic for rgcent events 
and was temporally disoriented. Findings from neurologic 
and cardiac examinations were otherwise normal. The pa- 


tient seemed unconcerned about her deficits and when in», 


formed of the reason for her hospitalization; she asked 
whether surgery would be postponed until she improved. 


Am J Psychiatry 137:&, August*1980 


. . H . . . 
Her physicians suspected a dissociative reaction and re- 


/ ‘quested a psychiatric consultation. During the interview Ms. 


B seemed effbarrassed and stated that her "memory Һай 
been scared away." A dense anterograde amnesia and a 
patchy, inconsistent retrograde amnesia were evident. An 
EEG with nasopharyngeal leads showed mild diffuse slow- 
ing; head computerized tomography was normal; and a two- 
dimensional echocardiogram suggested mitral valve thick- 
ening and prolapse. Five days after the onset of amnesia, she 
became lethargic and nonresponsive to verbal stimuli and 
developed a right hemiparesis. Ms. B died 11 days after ad- 
mission. An autopsy showed disseminated ovarian carcino- 
ma, nonbacterial thrombotic endocarditis on the mitral 
valve, and cerebral infarcts of varying ages. 


Discussion 


Psychiatric consultation was sought because both 
patients were thought to be experiencing psychologi- 
cal symptoms reactive to their malignancies. How- 
ever, the patients were suffering from organic mental 
disorders. Mr. A had a delirium that steadily pro- 
gressed over the course of 1 month. In contrast, Ms. B 
manifested the abrupt onset of an amnestic syndrome. 
Autopsies showed that both patients had nonbacterial 
thrombotic endocarditis and secondary cerebral embo- 
lization; cerebral metastases were not present. The ap- 
pearance of focal findings in Mr. A, e.g., hemiparesis, 
and the abrupt onset in Ms. B favor an embolic rather 
than a paraneoplastic etiology. 

Nonbacterial thrombotic endocarditis is not a rare 
occurrence. An estimated 10% of cerebral emboli arise 
from the disorder (6), and the incidence at autopsy 
may be as high as 1.6% (7). Between 30% and 50% of pa- 
tients with nonbacterial thrombotic endocarditis show 
evidence of cerebral embolization, usually within the 
distribution of the middle cerebral artery (6). The in- 
cidence of microemboli may be much higher. 

Nonbacterial thrombotic endocarditis is usually 
found in persons more than 40 years old who are af- 
flicted with a chronic illness (4). As a result, cachexia 


: is seen in more than half of these patients (7). Eighty 


\ 


percent of the cases of nonbacterial thrombotic endo- 
carditis are associated with known or occult carcino- 
ma, most often of the pancreas, colon, and lung (4). In 
a majority of cases the malignancy is disseminated; 
however, in a few patients the tumor is operable at the 
time nonbacterial thrombotic endocarditis becomes 
clinically manifest. When associated with a malignan- 
cy, nonbacterial thrombotic endocarditis is accom- 
panied by thrombophlebitis in 30% of the cases (8). 
Chronic heart disease of rheumatic or arteriosclerotic 
origin is the most common associated condition in pa- 
tients who do not have cancer (9). 

It is impossible at present to determine whether spe- 
cific psychopathology is characteristic of nonbacterial 
thromboticfendocarditis because case reports of the 

_disorder have been authored by nonpsychiatric physi- 
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cians; consequently, details of the mental status are 
unreported. According to one study (10), 30% of the 
resultant neurological syndromes are without focal 
neurological signs. Although the onset of symptoms is 
usually abrupt, the evolution is subacute and unabat- 
ing when microemboli are present. A clinical picture of 
delirium is typical. However, as our second case re- 
port shows, nonbacterial thrombotic endocarditis may 
also be present with selective cognitive impairment. 
The prognosis for nonbacterial thrombotic endocardi- 
tis is usually poor; however, if the tumor has not me- 
tastasized, surgical treatment may prevent further 
morbidity. i 

In the presence of a progressive or apoplectiform 
onset of an organic mental disorder, what factors 
should cause the psychiatrist to suspect nonbacterial 
thrombotic endocarditis? First is the existence of a 
malignancy in a person more than 40 years old. A step- 
wise progression of symptoms suggesting embolic 
etiology should raise the question of the presence of the 
disorder. Evidence of thrombophlebitis should height- 
en clinical suspicion. In a small percentage of cases, 
the appearance of or change in a cardiac murmur may 
suggest the existance of vegetations. Evidence of pe- 
ripheral embolization increases the likelihood of non- 
bacterial thrombotic endocarditis. Once it is consid- 
ered, echocardicgraphy can be confirmatory. Abnor- 
mal coagulation indices, suggestive of a hypercoag- 
ulable state, also support the diagnosis. In our pa- 
tients head computerized tomography did not detect 
cerebral embolization secondary to the nonbacterial 
thrombotic endocarditis. However, in both instances 
the EEG was diifusely abnormal, confirming the diag- 
nosis of an organic mental disorder. 
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A Prelimiņary Report on the Prevalence of Domestic Violence Among Psychiatric 


Inpäátients' 


EY ROBIN D. POST, PH.D., ALLAN B. WILLETT, M.D., RONALD D. FRANKS, M.D., ROBERT M. HOUSE, M.D., 


SUSAN M. BACK, PH.D., AND MICHAEL P. WEISSBERG, M.D. 


Researchers have gathered data suggesting that do- 
mestic violence has become a serious problem in our 
society (1). At the Yale-New Haven Hospital, Rounsa- 
ville and Weissman (2) found that battered women 
constituted a substantial minority of admissions to the 
emergency room, psychiatric, and surgical services. 
These authors believed that the nature and extent of 
the physical abuse experienced by these women might 
have remained undetected had staff members not been 
specifically instructed to ask questions about domestic 
violence. Hilberman and Munson (3) found that half of 
the women who were referred for psychiatric evalua- 
tion by the medical staff of a rural health clinic report- 
ed being victims of domestic violence. Stark and asso- 
ciates (4) criticized physicians and mental health work- 
ers for failing to recognize evidence of spouse abuse 
among their patients and failing to intervene appro- 
priately. 

As part of a research project on the adult inpatient 
units of Colorado Psychiatric Hospital, we designed a 
structured interview to elicit information about pa- 
tients' histories of physical aggression. The project si- 
multaneously served teaching, research, and clinical 
purposes. Our research objectives were to determine 
the prevalence of domestic violence in a population of 
psychiatric inpatients and to discover how the person- 
ality characteristics and life experiences of victims and 
of perpetrators of domestic violence differed from 
each other and from patients without a history of do- 
mestic violence. Our clinical objective was to ensure 
that staff routinely question all patients about domes- 
tic violence. Our training objective was to help thera- 
pists and other hospital staff to recognize patients with 
problems of domestic violence and provide effective 
treatment. 


Method 


All patients admitted to the two adult inpatient units 
of Colorado Psychiatric Hospital between August and 
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mid December 1979 were asked to give informed con- 
sent and participate in the interview except those pa- 
tients who remained too disorganized to provide a re- 
liable history or too agitated to handle a one-hour 
interview. Four research interviewers gave the 
structured standardized interview, which included 
questions about incidents of spouse battering and oth- 
er acts of violence. The interviewers focused on the 
nature of the violence, the patient's role as victim or 
perpetrator, the injuries sustained, and the medical 
and legal consequences of each incident. We will re- 
port on spouse battering only. 

We defined battering as ''significant physical harm 
inflicted by a partner including slapping, kicking, 
punching, biting, or attacking with a weapon."' We de- 
vised 3 categories for the first 60 patient interviews: 1) 
batterers, 2) victims of battering, and 3) patients who 
reported no history of spouse battering. À clinical psy- 
chologist and a psychiatrist, each having more than 7 
years of clinical experience, classified the patients. 
These classifications yielded initial reliability levels of 
85% agreement for batterers and 90% agreement for 
victims. Those cases where ratings differed were re- 
solved by discussion between raters. 


Results 


The preliminary results of the 60 interviews (38 
women, 22 men) indicated that 29 of the patients (48%) 
had a history of battering within an intimate relation- 
ship. Fifty percent of the female patients (N=19) re- 
vealed that they had been battered, while 21% of the 
female patients (N=8) reported that they had battered 
their partners. In contrast, 3 male patients (1466) report- 
ed being battered, while 6 male patients (27%) had bat- 
tered their partners. Six women and 1 man (12%) 
stated they had been both victims and perpetrators of 
spouse abuse. Of these 7 patients, 1 was clearly a bat- 
terer and was beaten by her partner only in self-de- 
fense, 1 engaged in battering to protect himself, and 4 
alternated as victims or perpetrators in different bat- 
tering episodes. In the case of the seventh patient, mu- 
tual provocation seemed to occur regularly and the 
partners battered each other. The average age of both 
the battered patients and the nonbattered patients was 
33.7 years, compared with the batterers’ average age 
of 39.0 years. These averages did not differgstatistical- 
ly. Both groups of patients averaged 12!/5 years of 
school attendance. 

Seventeen of the battered patients (77%) had experi-. 
enced several abusive episodes. Six victims (27%) | 
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. called the police and 8 victims (36%) sought medical 
attention for their injuries at least once. The victims 
reported a variety of injuries; the most common were 
favial injuries, black eyes, bloody noses, split lips, and 
contusions. 

Few of the batterers reported that they had inflicted 
injuries; only 2 batterers (1496) stated that their victims 
had sought medical attention. While the batterers may 
have engaged in milder abuse than that experienced by 
the battered patients, the data may also reflect a ten- 
dency on the part of the batterers to minimize the dam- 
age they inflicted. Six of the batterers (4396) reported 
several abusive episodes. Six of the batterers (4396) 
also stated that the police had been called. 


Discussion 


Based on these patient interviews, spouse battering 
emerged as a major problem in our inpatient psychiat- 
ric population. Nearly half of the patients interviewed 
had been involved in violent episodes with partners 
and exactly half of the women said they had been bat- 
tered by partners. As other researchers (5, 6) have pre- 
viously reported, women appear to have been battered 
far more frequently than men. | 

In an earlier study using retrospective data from pa- 
tient charts (“А Comparison of Battered and Non- 
Battered Female Psychiatric Patients," to be presented 
at the American Psychological Association annual 
meeting, Sept. 1-5, 1980) Back and associates found 
that therapists had noted a history of spouse abuse for 
25% of the female patients sampled. At that time thera- 
pists had not been specifically instructed to ask pa- 
tients about domestic violence. When our interviewers 
asked direct questions about domestic violence the es- 
timated prevalence of battering among women dou- 
bled. This finding supports Rounsaville and Weiss- 
man's contention (2) that patients do not readily volun- 
teer information about the violence they have 
experienced. Our technique of asking patients direct 
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questions about violence in their lives proved highly 
effective. We were impressed, as were: Rounsaville 
and Weissman (2), with the patients' willingness to 
talk about problems of spouse abuse. The reported 
prevalence of batterers in our sample may be an under- 
estimate because of the exclusion of patients who were 
significantly agitated and/or disorganized. Taintor (7) 
has suggested that an increased risk of assaultive acts 
is associated with increasing severity of psychiatric 
symptoms. It seems that avoidance of knowledge 
about spouse abuse in psychiatric screening has been 
more a function of the interviewer’s failure to ask 
about it than the patient’s reluctance to talk about such 
problems. 

This research experience has led us to establish two 
priorities for training in our institution. One priority is 
to teach therapists to talk effectively with patients 
about violent experiences. The other is to incorporate 
questions about domestic violence into psychiatric 
screening interviews to ensure that patients have the 
opportunity to reveal their concerns about violence in 
their lives. 
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Correlatian of Cerebrospinal Fluid Lactate with Age 
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BY JEROME YESAVAGE, M.D., AND PHILIP A. BERGER, M.D. 


Some investigators have suggested that part of the 
intellectual decline that accompanies aging is due to 
impaired metabolism of glucose, which in turn results 
in reduced production of energy-rich compounds that 
support neuronal function (1, 2). Cerebrospinal! fluid 
lactate levels may provide a measure of cerebral glu- 
cóse metabolism. 

Lactate is mainly derived from glycolysis and re- 
moved by oxidative respiration. Increased CSF lactate 
concentration, therefore, may be due to increased 
glycolysis, decreased respiration, or both. Lactate 
crosses the blood-brain barrier slowly, and although it 
has been shown in animals that lactate concentrations 
in brain correlate closely with those in CSF, neither 
brain nor CSF lactate concentrations correlate with 
sagittal blood lactate (3). Furthermore, it has been 
shown that lactate concentrations in lumbar and cister- 
nal CSF are correlated even when absolute values are 
abnormal (4). 

Elevated CSF lactate levels are a nonspecific mark- 
er of cerebral pathology that may also reflect impaired 
glucolytic metabolism. Abnormal CSF lactate concen- 
trations have been found in a number of neurological 
diseases; cerebrovascular accident, meningitis, en- 
cephalitis, and intracranial hemorrhage have been as- 
sociated with CSF levels of lactate two to three times 
normal concentrations (5). In addition, studies of pa- 
tients with Alzheimer’s disease, a common presenile 
dementia, have linked elevated lactate concentrations 
(1.72 mEq/liter) and increased lactate to pyruvate ra- 
tios with decreased neurotransmitter turnover and im- 
paired intellectual function (6). However, one other 
study (5) of a population of patients with a wide range 
of disease showed that CSF lactate correlated with 
CSF glucose and that both levels varied with age up to 
age 50, at which time both levels plateaued. Unfortu- 
nately, this study of 177 samples of CSF glucose and 
lactate included 38 samples with abnormally high val- 
ues for CSF glucose. Production of lactate can be stim- 
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ulated in the setting of normal oxidative metabolism by 
glucose infusions, resulting in high serum and CSF lev- 
els of glucose. To our knowledge there have been no 
studies of CSF lactate in a wide age range of patients 
with normal fasting blood sugars and without neuro- 
logical or medical disease. Therefore, the following 
study was undertaken to examine the CSF lactate lev- 
els in normal patients. 


Method 


The population studied included 41 volunteers with 
a wide age range (mean age, 45.9; range, 22-70) who 
were engaged in research on cognitive function and in 
studies designed to provide normative data for spinal 
fluid studies. All volunteers were men functioning in 
the community in similar socioeconomic settings. All 
could perform detailed cognitive testing involving 
complex instructions, and none had acute or chronic 
serious medical or psychiatric illnesses. Unfortu- 
nately, because the volunteers were involved in dif- 
ferent protocols, no uniform cognitive testing was ap- 
plied to all of them, except for a basic mental status 
examination that documented orientation and the abili- 
ty to do serial subtractions and to remember three ob- 
jects over 5 minutes. Nonetheless, the volunteers 
passed the same physical examination and laboratory, 
ECG, and X-ray studies without evidence of serious 
defects. 

Lumbar punctures were performed between 8:00 
and 9:00 a.m. while the volunteers were in the lateral 
decubitus position and before they arose from bed; 
they had fasted for at least 12 hours. 

Lactate concentrations were measured within 24 
hours using a modification of the method developed by 
Marbach and Weil, which employs the oxidation of 
lactate to pyruvate (7). 


Results 


Data were analyzed using Spearman rank-order cor- 
relations corrected for ties. The volunteers' ages to- 
gether with CSF lactate concentrations are presented 
in table 1. We obtained a correlation of .333 between 
lactate levels and age, which is significant at the .05 
level using a two-tailed test. An examination for a cor- 
relation between CSF lactate and CSF glucose con- 
centration was performed. The correlation was nega- 
tive and nonsignificant (г= —.152). Glucage levels fell 
into a narrow range between 60 and 70 mg/100 ml. 


Discussion 


These results differ from results found, in patients : 
with neurological or medical diseases in that no corre- f 
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TABLĘ 1 . 


$ Comparison of Age and CSF Lactate Levels in 41 Volunteers 
+ — —9— 
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GSF Lactate Levels Ages 20-29 years Ages 30-39 years Ages 40-49 years Ages 50-59 years Ages 60-- years 
(mEg/liter) (N=11) (N=4) (N=4) (N=14) (N=8) 
1.9-2.0 I 2 
1.7-1.8 1 3 1 
1.5-1.6 4 1 4 3 
1.3-1.4 4 2 1 5 2 
1.1-1.2 2 3 1 

1.0 1 








lation with CSF glucose was found. This may be par- 
tially explained by the narrow range of CSF glucose 
values and the inclusion of patients with high CSF glu- 
cose levels in other studies. Such high glucose concen- 
trations may increase lactate concentrations by in- 
creased metabolism of glucose to lactate by the Emb- 
den-Meyerhof pathway (4). None of our patients had 
elevated CSF glucose levels; hence, it is less likely 
that this effect would be seen. 

Future studies of CSF lactate should also control for 
respiratory function. Although our volunteers were 
without overt pulmonary disease, arterial PO; does de- 
crease with age and is associated with increased CSF 
lactate production (3). However, subjects with moder- 
ate overt pulmonary disease have been found to have 
normal cerebral circulatory function (8). Nonetheless, 
whether increased CSF lactate concentrations are re- 
lated to minimal pulmonary changes associated with 
age or are due to metabolic disease of the brain, such 
changes noted in an overtly normal population are po- 
tentially important. 

Interestingly, not all of our aged volunteers had high 
CSF lactate concentrations. There were 8 individuals 
over age 50 with lactate concentrations equal to or less 
than the mean ior those under 50. Nevertheless, the 
correlation of lactate concentrations with age is con- 


sistent with the findings in the group with Alzheimer's 
disease and in the groups with neurological diseases. 
Further study with sophisticated cognitive testing 
should now be done to determine if such changes in 
CSF lactate concentration are associated with subtle 
intellectual decline due to degenerative processes that 
have not yet become clinically obvious. 


REFERENCES 


1. Meier-Ruge W, Enz A, Gypax P, et al: Experimental pathology 
in basic геѕеагсЕ of the aging brain, in Aging, vol 2. Edited by 
Gershon S, Raskin A. New York, Raven Press, 1975 | 

2. Patel MS: Age dependent changes in the oxidative metabolism 
in rat brain. J Gerontol 32:643-646, 1977 

3. Plum F, Posner JB: Blood and cerebrospinal fluid lactate during 
hyperventilation. Am J Physiol 207:864-870, 1967 

4.. Posner JB, Plum F: Cerebrospinal fluid lactate. Arch Neurol 
16:492-496, 1967 

5. Pryce JD, Gant PW, Saul KJ: Cerebrospinal fluid and the diag- 
nostic implications of abnormal concentrations. Clin Chem 
16:562-565, 1970 

6. Gottfries CG, Kjallquist A, Ponten U, et al: Cerebrospinal fluid 
pH and monoamine and glucolytic metabolites in Alzheimer's 
disease. Br J Psychiatry 124:280-287, 1974 

7. Marbach EP, Weil MH: Rapid enzymatic measurement of blood 
lactate and pyruvate. Clin Chem 13:314, 1967 

8. Sokoloff L: The action of drugs on the cerebral circulation. 
Pharmacol Rev 11:1-85, 1959 


`97В, *CLINICA L AND RESBARCH REPORTS Am Ñ Psychiatry 13:8, August 1980 
SUA Mod 
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BY JOHN F. CLARKIN, PH.D., ALLEN FRANCES, M.D., ZEBULON TAINTOR, M.D., AND MARIE WARBURG, M.D. 


Many factors have caused the recent growth of clini- 
cal practice and research in brief psychotherapy. The 
mental health system is increasingly under pressure to 
limit costs, justify the utilization of services, and pro- 
vide prompt and readily accessible care (1). Studies of 
the outcome of brief therapy have revealed promising 
and surprisingly enduring results (2). The field is also of 
inherent interest to clinicians, researchers, and teach- 
ers. However, the extent and manner in which brief 
therapy is taught have not yet been investigated. 

This paper reports the findings of a survey of psychi- 
atric residency programs conducted in 1978 by the 
American Association of Directors of Residency 
Training. The 152 respondents represented 75% of all 
active, approved residency training programs in psv- 
chiatry in the United States. Thirty-two percent were 
university affiliated and 3096 were university based. A 
majority of programs (5896) had an eclectic theoretical 
orientation, 25% were psychoanalytic, and 16% were 
distributed across such categories as biological, hu- 
manistic, and community. 


Findings 


Eighty-eight percent of the programs offered a train- 
ing experience in brief psychotherapy, and 78% re- 
quired it. Only 22% provided their brief psychotherapy 
instruction as part of a block rotation specifically 
geared to training in brief therapy. Fifty-two percent 
had one service that was specifically organized to 
teach and deliver brief psychotherapy. Sixty-three 
percent of the training directors predicted that their 
current emphasis on brier psychotherapy would con- 
tinue for the next 5 years, while 36% expected growth 
and only 1% believed that there would be less empha- 
sis on brief psychotherapv. 

The training programs that provided formal training 
in brief psychotherapy varied in their teaching meth- 
ods. Supervised clinical experience was most promi- 
nent (7496), with moderate emphasis on seminars 
(64%) and supervised reading (60%), and little empha- 
sis on research (10%). The supervised clinical experi- 
ence usually involved more than 5 patients (60%) or 
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from 3 to 5 patients (29%). The patients spanned a 
wide range including adults (97%), adolescents (93%), 
children (76%), families (89%), and couples (8896). The 
number of sessions for the brief psychotherapy usually 
ranged from 6 to 12 (71%), with a small percentage 
consisting of 12 to 30 sessions (1996) or less than 6 ses- 
sions (10%). The majority of the programs (5796) had 
from 2 to 3 brief therapy supervisors. Twenty-three 
percent had 4 or more supervisors. The supervisors 
often used video tapes (69%) as teaching instruments 
and 74% had a follow-up of the patients after the brief 
psychotherapy. 

We inquired about instruction in several different 
types of brief psychotherapy. The most frequently 
taught models were: problem solving and anxiety sup- 
pressing (79%), crisis intervention (69%), focal or dy- 
namic (58%), and brief family therapy (60%). Only 
3796 of the institutions taught brief behavior therapy. 
When asked which model their program taught best, 
3896 of the training directors selected focal therapy, 
2396 selected problem solving, 21% crisis intervention, 
10% brief behavior therapy, and only 6% brief family 
therapy. 


Discussion 


Investigating and documenting the current practices 
of residency training programs in teaching brief thera- 


: py may be helpful in several ways. Data from the sur- 


vey and from polling training directors about their 
plans will help to resolve the controversy over what 
should constitute the essential core of a psychiatric 
residency. The survey method tabulates data on na- 
tional practices of training programs and allows each 
program to determine how it compares with the empir- 
ically derived norms. Trends in training can also be 
determined by comparing the results of surveys per- 
formed at regular intervals. Data that document train- 
ing methods can help to correct misconceptions about 
program content and can correct the impression that 
psychiatrists do not learn how to conduct treatment 
during their residencies. 

There are, of course, several limitations to the sur- 
vey method. The quality of the data depends on the 
accuracy and thoroughness of the individual responses 
to the inquiry. It may be difficult to capture in ques- 
tionnaire format a realistic reflection of the quality, 
spirit, and effectiveness of the training reported. Sur- 
vey data describing one portion of a proggam can be 
misinterpreted if not seen in the context òf the total 
program. . 

Our survey suggested that a large majarity of resi 4 
dency directors consider training in brief therapy an! 
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еѕвепма] part of their programs. À majority assume 
that tke current emphasis will continue for at least the 
next 5Nyeafs, while a considerable number predict 
growing émphasis in the future. We suspect that brief 
psychotherapy training is expanding, although there 
are no previous data for comparison. Such growth 
would reflect increased recognition of its efficacy, the 
need to adapt long-term psychotherapy to forms that 
allow for treatment of more patients, and problems of 
reimbursement. The amount of training in brief psy- 
chotherapy already provided indicates the recognition 
it has achieved, even though this modality is not now 
specifically included in the Essentials of Accredited 
Residencies (3). The core curriculum requires experi- 
ence in ‘‘individual psychotherapy (including some ex- 
perience in long-term therapy) . . . crisis intervention 

.’ but does not mention brief psychotherapy. 

There is an interesting disparity in the current teach- 
ing of the various models of brief therapy. Although 
problem-solving and crisis models are most frequently 
taught, the training directors more often believe that 
the focal dynamic model is the one they teach best, 
perhaps because focal therapy has the best established 
theory, widest literature, and most definite technical 
guidelines. Problem-solving brief therapy and crisis in- 
terventions are less tied to theory, place greater em- 
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а on flexibility and resourcefulness, and may be 

inherently more dificult to teach. As brief therapy ma- 

tures, the different models will probably become more 

clearly differentiated from each other, and their in- 

struction will become more systematic, Савез 
sive, specific, and comparative. 

The current organizational practice in the majority 
of programs is to mix brief therapy training with other 
training experiences rather than to concentrate it in 
one block of time. However, half of the programs we 
surveyed had a specific service to teach and perform 
evaluations and brief treatment. As more data become 
available, it should be possible to assess the advan- 
tages and disadvantages of using block rotations and 
specialized services in training residents in brief psy- 
chotherapy. 


” 
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Cerebrospinal Fluid Cortisol Levels in Depression and Schizophrenia 
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JAY S. SKYLER, M.D., GERALD L. BROWN, M.D., AND WILLIAM E. BUNNEY, JR., M.D. 


A number of studies suggest that some patients with 
major depressive illness have a relatively specific ab- 
normality in glucocorticosteroid hemeostasis. Urinary 
excretion of both 17-hydroxycorticosteroid and free 
cortisol is moderately elevated in depressed patients in 
comparison to controls. Plasma cortisol levels are also 
frequently elevated in depression, especially in the late 
afternoon and evening, when these patients fail to 
show the expected circadian decline in cortisol (1). 
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When compared with schizophrenic patients and con- 
trols, depressed patients show an early escape from 
suppression of plasma cortisol following dexametha- 
sone administration (2). The corticosteroid defect ap- 
pears to be state-dependent, with return to normal re- 
sponses following symptom remission; however, the 
altered response may characterize a biologically and 
clinically distinct subtype of depressive illness (3). The 
results of one study (2), which are in apparent agree- 
ment with urinary and plasma data, showed that de- 
pressed patients had elevated levels of cortisol in lum- 
bar CSF (11.4 ng/ml) compared with schizophrenic pa- 
tients (3.9 ng/ml). In our preliminary study reported 
here, we did not observe group differences in CSF cor- 
tisol levels among patients with depression, schizo- 
phrenia, and personality disorder. 
` 


Method + * me 


To compare the cortisol levels in the CSF of patients 
with depression, schizophrenia, and personality: dis- 
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orders, lumbar punctures were performed in con- 
junction with amine metabolite studies on 28 moder- 
ately to severely ill hospitalized patients who were 
diagnosed according to DSM-III research criteria. The 
mean age for the 3 men and 5 women patients selected 
with endogenous major depressive illness (2 unipolar 
and 6 bipolar) was 38 vears; the mean duration of ill- 
ness since their first hospitalization was 6.9 years; and 
the average previous psychiatric hospitalizations per 
patient was 2.4. The 14 schizophrenic patients, 7 men 
and 7 women, included 3 patients with schizoaffective 
illness. The mean age for this group was 26 years, the 
previous psychiatric hospitalizations per patient was 
2.8, with a mean duration of illness of 6.3 years; and 
their mean score at the time of admission on the Phil- 
lips Scale for prognosis of their schizophrenia was 
16.3. 

A comparison group consisted of 6 men patients 
(mean age, 23 years) with severe personality disorder 
but free of major affective illness or alcoholism; they 
were hospitalized at the National Naval Medical Cen- 
ter, Bethesda, Md. All patients gave informed con- 
sent, had been medication free for 2 weeks before the 
study, and followed a research diet with restricted 
mcnoamines. Lumbar punctures were performed at 
8:00 a.m. following 9 hours of bed rest and an over- 
night fast. One-half-milliliter samples of CSF were fro- 
zen at —20°C until assayed by radioimmunoassay (4). 


Results 


The CSF cortisol concentrations (mean X SEM) 
were not different for patients with depression (16:3 
ng/ml, N=8), schizophrenia (20-2 ng/ml, N=14), or 
personality disorder (21 1 ng/ml, N=6) (F=1.3, n.s., 
analysis of variance). CSF cortisol values were not re- 
lated to global nurses' ratings of depression or anxiety 
in the depressed patients or to psychosis ratings in the 
schizophrenic patients. Cortisol values tended to be 
higher in the 3 schizoaffective patients (26+4 ng/ml) 
than in the 11 other schizophrenic patients (182 ng/ 
ml, n.s.). Cortisol values by radioimmunoassay in our 
patients were somewhat higher than previously pub- 
lished values for normal centrols using fluorimetric (5) 
or competitive protein-binding methods (6). 


Discussion 


Our observation of similar CSF cortisol levels in de- 
pressed patients and neurological controls is consis- 
tent with a previous report (7). Values for depressed 
patients were lower than for controls in a smaller study 
(8). The relative increase in CSF cortisol in depressed 
patients reported by Carroll (2) may have been influ- 
enced by the administration of 2 mg of dexamethasone 
3 days before the lumbar puncture because dexa- 
methasone һаѕ a relatively long biological half-life of 
36-32 houfs (99. Thus, the differences in CSF cortisol 
levels in that report may in part reflect a prolonged 
manifestation of the differential response to dexa- 
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methasone observed in depressed and schizopKrenic 


patients. Patient characteristics, such as chronicJty or ' 


severity of illness, could also contribute to Giff ing re- 
sults. Differences in CSF cortisol денени чага, bé- 
tween drug-free depressed patients and other groups 
might be most apparent in lumbar puncture samples 
taken in the evening, when the differences in plasma 
cortisol are most marked. Our observation of similar 
CSF cortisol levels in schizophrenic patients and con- 
trols is in agreement with previous data (5). The ten- 
dency toward higher CSF cortisol values in 3 schizoaf- 
fective patients suggests the importance of carefully 
discriminating such patients from other diagnostic 
groups in future studies of this system. Lerner and 
coworkers, in work now in preparation, have found 
similar CSF cortisol levels in depressed patients, 
schizophrenic patients, and healthy volunteers. 

Demonstration of differing levels of cortisol in the 
CNS of psychiatric patients would be of interest in 
view of the possibility that brain corticosteroid recep- 
tors, in areas such as hippocampus or parietal cortex 
(10), could be involved in the regulation of cognitive 
and emotional behavior. Because free cortisol appears 
to cross the blood-CSF barrier relatively freely (5), fu- 
ture CSF studies should include simultaneous plasma 
cortisol measurement. The data in this preliminary 
sample warrant a more extensive study to compare the 
CSF cortisol levels in depressed and schizophrenic ра: 
tients with those of a control group of healthy volun- 
teers. 
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AND DAVID M. MARTIN, M.A. 


Differentiating mania from schizophrenic psychosis 
has important implications for treatment and has 
aroused much controversy in recent years (1). Recog- 
nition of the specific efficacy of lithium and neurolep- 
tics in the acute and prophylactic treatment of bipolar 
affective disorder (2) and schizophrenia (3) respective- 
ly has resulted in appropriately increased emphasis on 
distinguishing these two disorders accurately. Despite 
an impressive body of genetic, biological, clinical, and 
pharmacological response data supporting the concept 
of bipolar affective disorder and schizophrenia as dis- 
tinct entities (1), differentiating mania from schizo- 
phrenia in the acute clinical situation can be difficult in 
many cases. Patients with classic bipolar disorder can 
in the manic state develop paranoia and Schneiderian 
first-rank symptoms that are thought to be diagnostic 
of schizophrenia (4). Similarly, patients with schizo- 
phrenic disorder can in the acutely psychotic state 
manifest hyperactivity, irritability, and grandiosity 
suggestive of a manic state. 

We report here that a biological marker may help 
distinguish mania from schizophrenia. The magnitude 
of the release of thyroid-stimulating hormone (TSH) 
from the pituitary after infusion of thyrotropin-releas- 
ing hormone (TRH) can help distinguish unipolar from 
bipolar depression (5). We report here that manic pa- 
tients showed a decreased TSH response to TRH com- 
pared with psychotic schizophrenic patients. The TSH 
response to TRH of patients with schizophrenic psy- 
chosis was not distinguishable from that of the control 
patients by the TRH test. 


Method 


We included in this study five consecutively admit- 
ted patients who met Research Diagnostic Criteria 
(RDC) (6) for mania, five consecutively admitted pa- 
tients who met RDC for schizophrenia, and a control 
group of five consecutively admitted patients with the 
primary diagnosis of personality disorder. The schizo- 
phrenic patients were diagnosed as undifferentiated 
subtype by RDC, and all were actively psychotic. Age 
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and sex distributions for each group of patients were 
similar. Patients with clinical evidence of thyroid dis- 
ease were excluded from the study. T4, T;-uptake, and 
TSH levels were determined before the TRH infusion; 
they were within normal limits for all patients. All pa- 
tients were free of medications, except flurazepam, fór 
at least 1 week before the TRH infusion. Medication 
histories of the patients revealed that in the 2 months 
before the TRH infusion, one of the manic patients, 
one of the schizophrenic patients, and none of the con- 
trol patients received neuroleptics. During this time 
none of the patients received lithium or antidepres- 
sants. 

An indwelling venous catheter was placed in pa- 
tients who were at bedrest at 8:30 a.m. after an over- 
night fast. At 9:00 a.m. 500 ug of synthetic TRH 
was then administered over 30 seconds through the 
catheter. Before and 15, 30, 60, and 90 minutes aiter 
TRH administration, small samples of blood were ob- 
tained for measurement of serum TSH in duplicate by 
radioimmunoassay (5). The maximum TSH response, 
or delta TSH, was determined for each patient by-sub- 
tracting the baseline TSH level from the peak TSH lev- 


` el after TRH administration. 


Results 


There were no significant differences between pa- 
tient groups in baseline T4, T3-uptake, or TSH levels. 
The mean serum TSH concentrations for each group 
before and 15, 20, 60, and 90 minutes after TRH in- 
fusion are given in table 1. Within each patient group 
the mean TSH level at 30 minutes was significantly 
higher (p<.01) than the mean baseline TSH level. 
There were no delayed peaks. TSH values peaked at 
15 or 30 minutes for all patients, except for one schizo- 
phrenic patient who peaked at 60 minutes. The TSH 
response in our control patients was in the same range 
as reported for normal subjects (7). There were no sig- 
nificant differences between the mean TSH levels for 
control and schizophrenic patients at any of the time 
points. The mean TSH levels in manic patients 15, 30, 
60, and 90 minutes after TRH infusion were signifi- 
cantly decreased (p<.05) compared with control pa- 
tients at the same time points; at 30 minutes they were 
significantly decreased (p<.05) compared to schizo- 
phrenic patients. The mean delta TSH levels in the 
manic patients was significantly lower than the mean 
delta TSH levels in the control group and in the schizo- 
phrenic patients (see table 1). The mean delta TSHTEV- 
els in control and schizophrenic patients were not sig- 
nificantly different. oe 
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TABIE1 *- ' : . 
Serum TSH Levels in Contrcl, Schizophrenic, and Manic Subjects After Infusion of 500 ug of TRH 
a ——— mto 
Serum TSH Levels (uIU/ml) _ E 
Control Group (N=5) Schizophrenic Group (N=5) Manic Group (N=5)« 
Minutes After Infusion Mean SE Mean SE Mean SE 
0 2.9 0.4 2.5 0.7 2.3 0.1 
15 11.4 11 10.1 1.9 6.3 0.98 
30 12.9 1.6 11.6 1.4 6.8 1.48 5 
60 11.3 1.5 9.4 1.6 5.5 0.82 
90 10.3 1.5 6.9 1.2 4.2 0.78 
Ac 10.0 1.3 9.3 0.7 4.8 1.1% 








*Signiricaatly different from control patients (p«.05, two-tailed t test). 


*Significaatly different from schizophrenic patients (р<.05, two-tailed t test). 


*D'etermired for each patient by subtracting baseline from peak TSH level after TRH infusion. 
3Significaatly different from control and schizophrenic patients (р<.02 and p<.01 respectively, two-tailed t test). 


Discussion 


The results demonstrate a decreased TSH response 
tc TRH in manic patients but not in schizophrenic pa- 
tients, which is not explainable by differences in base- 
line thyroid function. This finding is consistent with 
previous reports of nonsignificant decreases in TSH 
response to TRH in mania (7). This finding may have 
practical application in diagnosis and treatment plan- 
ning, as well as contribute to the understanding of the 
biological substrate of the two disorders. 

The finding demonstrates agreement between clini- 
cal diagnosis using relizble and strict diagnostic cri- 
teria (RDC) and the magnitude of the TSH response to 
TRH. This agreement suggests that whenever mania is 
difficult to distinguish clinically from schizophrenia, 
the resuXs of the TRH test may help solidify the physi- 
cian’s clinical impression and help determine the 
choice o? treatment. Further research is needed to de- 
termine whether the results of the TRH test predict 
outcome or response to lithium versus neuroleptics in 
manic, schizoaffective, and schizophrenic states. 
There has been much interest during recent years in 
the respcnse to lithium of subgroups of schizophrenic 
patients (1). Of particular interest may be the pharma- 
cological response of patients whose TRH test results 
are not consistent with clinical diagnosis, e.g., lithium 
response in schizophrenic patients with a blunted TSH 
response. 

The release of TSH from the anterior pituitary is me- 
diated by the hypothalamic tripeptide TRH (8). Nor- 
epinephrine and dopamine stimulate and serotonin in- 
hibits TRH release (9). Our findings are consistent 
witt the Lypothesis that mania is characterized by in- 


е — о - 


creased central noradrenergic and possibly dopami- 
nergic transmission. This would lead to increased 
TRH release and subsequent homeostatic adjustment 
of the pituitary TRH receptors to become less sensi- 
tive or "down-regulate." The TSH response to TRH 
has been shown to be decreased in unipolar depression 
(5, 10). An understanding of why unipolar depression 
and mania manifest similar TRH test zbnormalities re- 
quires fürther study. Because there is some evidence 
that TRH itself has antidepressant effects (10), it is 
possible that alteration in TRH release is not just an 
index of changes in brain monoamines but is etiologi- 
cally related to affective illness. 
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М e. 
BY SC W. WOODS, M.D. 


When Kraepelin (1) classified catatonia as a subset 
of dementia praecox, he emphasized that catatonic be- 
havior occurred in many other clinical settings. Never- 
theless, reports of catatonia in association with non- 
schizophrenic illnesses have been overlooked until re- 
cently. Gelenberg (2) defined catatonia as a syndrome 
and referred to catatonic patients who were diagnosed 
as having affective disorders, neurotic and situational 
disturbances, and approximately 40 organic condi- 
tions. I will describe a case in which transient cataton- 
ic signs developed in a patient with bilateral chronic 
subdural hematomas and presumed Wernicke's en- 
cephalopathy. 


Case Report 


We admitted Mr. A, a 58-year-old unemployed, alcoholic 
man, to our psychiatric inpatient service for evaluation of 
his bradykinetic state with organic and catatonic charac- 
teristics. 

Six days before he was admitted, Mr. A came to the emer- 
gency room complaining of a fever and cough that had lasted 
3 days and an inability to dress himself during the preceding 
week. His physical examination was normal, and the emer- 
gency room physician diagnosed a viral syndrome. Mr. A 
refused to leave the hospital after dismissal and was arrested 
for loitering. 

In jail Mr. A sat in one position for long periods, spoke 
only when spoken to, and was incontinent of urine. The po- 
lice returned Mr. A to the emergency room because he 
seemed unable to take care of himself. He was disoriented 
and remained slow in speech and action. When examining 
Mr. A, a neurologic consultant noted waxy posturing. Mr. 
A’s limited lateral gaze improved after the emergency room 
physician had administered thiamine. Mr. A’s gait was wide- 
based and short-stepped. He reported a similar episode that 
had been diagnosed as ‘‘hallucinations;’’ but denied current 
hallucinations. Review of Mr. A's records indicated that al- 
cohol-related psychoses with hallucinations had precipitated 
two previous psychiatric hospitalizations. No mention was 
made of prior catatonia. Mr. A had no family history of psy- 
chosis or alcoholism. 

His medical history included alcoholism, adult-onset dia- 
betes mellitus, diverticulitis, and hemorrhoids. He took no 
medicines, was allergic to aspirin, smoked one pack of ciga- 
rettes per day, and said he had not drunk any alcoholic bev- 
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erages for at least 6 days. He had sustained a head laceration 
with possible loss of consciousness 2 months before admis- 
sion. A retired Air Force master sergeant, he had been un- 
able to work for the last 5 years, apparently because of alco- 
hólism. He had been sleeping in laundromats for several 
weeks before coming to the hospital. 

I first examined Mr. A two days after his admission. He 
had deteriorated markedly and was completely incontinent 
of urine and unable to walk. A mental status exam revealed 
that Mr. A was alert but oriented only to person. He sat qu:te 
still in a wheelchair. He could not repeat any of three words 
he was asked to remember after a 5-minute time lapse. When 
pressed for the words, he would touch my knee and pro- 
claim, '* You just heard them.” He was mute for several peri- 
ods of 3-5 minutes and engaged in no spontaneous speech. 
Mr. A answered questions slowly in short single sentences, 
sometimes approp-iately. Some of his replies consisted of 
changed unintelligible words. I documented no delusions or 
hallucinations. Mr. A's affect was flat, his face mask-like, 
and his motor behavior markedly bradykinetic. He did not 
move the left side of his body spontaneously. 

Mr. A's vital signs were normal. He had several well- 
healed scars on his scalp and a benign systolic murmur. His 
visual fields were intact to confrontation, although acuity 
could not be tested. His pupils were equal in size and briskly 
reactive. Mr. A exhibited complete loss of upward, down- 
ward, and intortive voluntary gaze and partial loss of lateral 
gaze despite full lateral conjugate eye deviation on doll's 
eyes maneuver. He would not open his mouth. I notec se- 
vere generalized muscular rigidity and some spasticity but 
no catalepsy. Stereognosis and graphesthesia were de- 
creased on his leit side. Although I could not test Mr. A's 
coordination, his deep tendon reflexes were brisk and sym- 
metrical, except for absent ankle jerks. His plantar reflexes 
were extensor bilaterally. Mr. A stood with difficulty, leaned 
backward, and appeared not to know how to walk. His 
snout, root, suck, grasp, palmomental, and jaw jerk refiexes 
were present. 

Laboratory test results revealed a mild macrocytic anemia 
but were otherwise unremarkable. However, CT scar dis- 
closed subdural hematomas in Mr. A's right parietotem»oral 
region and in his left occipital region. Mr. A underwent evac- 
uation of the rigat hematoma with gradual resolution of his 
bradykinesia, incontinence, left-right asymmetries, oph- 
thalmoplegia, hypertonicity, left Babinski sign, and most of 
his frontal release signs. He still walked with short steps ona 
wide base. He was oriented to name and time but thought he 
was in another California city and confabulated on occasion. 
He spoke at length in a tangential fashion, with normal af- 
fect. From the &th to the 10th postoperative day I observed 
that Mr. A again demonstrated cataleptic behavior. 
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Discussion 


To my knowledge, this is the first report of subdural 
hematoma associated with catatonic signs occurring in 
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an individual with relatively unclouded level of con- 
sciousness. The minimal criteria for recognizing the 
catatonic syndrome have not been adequately deter- 
mined (3); however, Mr. A's catalepsy, mutism, and 
stupor seem sufficient (4). In one catatonic patient a 
subdüral hematoma was accompanied by a depressed 
skull fracture and a semicomatose state (5). 

Allen and associates (6) discovered subdural hema- 
tomas in 8% of 3,100 consecutive autopsies of state 
mental hospital patients. Formerly, invasive proce- 
dures such as cerebral angiography or exploratory cra- 
niotomy may have dissuaded psychiatrists from pur- 
suing the possibility of the presence of subdural hema- 
toma. With the development of brain scanning and of 
computerized tomography, subdural hematomas may 
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Desipramine: Cardiovascular Effects and Plasma Levels 


BY MATTHEW V. RUDORFER, M.D., AND ROBERT C. YOUNG, M.D. 


The tricyclic antidepressants can produce symp- 
toms of cardiovascular toxicity such as disturbance of 
cardiac rate and rhythm, prolonged conduction, de- 
creased myocardial function, and hypotension. These 
effects have been demonstrated most clearly in cases 
of tricyclic overdose in humans and in animal studies. 

Desipramine has been subjected to little direct clini- 
cal study (2) except for an occasional report of over- 
dose (2) or as the major demethylated metabolite of 
imipramine. The purpose of this study is to quantitate 
the changes in several cardiovascular parameters by 
examining z group of clinic patients without heart dis- 
ease who were being treated with desipramine and to 
investigate the association between these changes and 
stezdy-state plasma levels. 


Method 


We selected 14 outpatients aged 22 to 41 years old 
(mean, 30 years), who were free of medical illness and 
had noi been treated with psychotropic medications 
for 2 weeks. Informed consent was given after the pro- 
cedures invclved in this study were explained. A pre- 
treatment ECG was obtained, together with measures 
of blood pressure and pulse taken while the patient 
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was sitting and immediately after the patient stood. 
Desipramine was taken in a single bedtime dose begin- 
ning with 50 mg. The dose was increased by 50-mg in- 
crements every 3 days until the patient was receiving 
150 mg/day of desipramine h.s. Compliance was mon- 
itored by pill count. Repeat ECG, pulse, and blood 
pressure parameters were obtained after 21 days. On 
days 20 and 21 venous blood samples were collected 
10-14 hours after the bedtime dose using heparinized 
evacuated tubes. Venoject (Kimble-Terumo) tubes 
were used because they yield reliable determinations 
that are not suppressed compared with those determina- 
tions made from all-glass collection systems (3). 

Plasma desipramine levels were determined by gas 
chromatography-mass spectrometry using the method 
of Biggs and associates (4), with trifluoracetylimida- 
zole as the derivatizing reagent. Samples were run in 
duplicate, and paired determinations agreed within 
596. Plasma levels on the 2 days were averaged; the 
coefficients of variation were within 14%. 

Data were analyzed using Student’s t test and Pear- 
son’s product-moment correlation coefficient. All 
probabilities are two-tailed. 


Results 


The mean (+SE) steady-state desipramine level was 
201+34 ng/ml; the highest value was 407 ng/ml. The 
therapeutic range for plasma desipramine levels, al- 
though not well studied, is believed tobe 100-300 
ng/ml (5). Before treatment no ECG abhormalities 
were noted. 

Desipramine treatment resulted in statistically sig- ' 
nificant increases in PR and QRS intervals, as noted int J 
table 1, but not in the corrected QT (QTc) interval. 
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. TABLE 1 А 
* * Effectlof Desipramine on ECG Findings? and Blood Pressure Measurements? of 14 Physically Healthy Patients 
F N Before Drug During Drug 
Measurement Treatment Treatment Change Significance? 
ECG rate (beats/minute) 79 94 +15 р<.01 
PR interval (milliseconds) 146 158 +12 p< 05 
QRS interval (milliseconds) 69 76 +7 р<.05 
QTc interval (milliseconds) 402 413 +11 n.s. 
Systolic blood pressure, sitting (mm Hg) 120 109 -11 p<.02 
Systolic blood pressure, standing (mm Hg) 112 103 -9 p<.02 
Systolic positional difference 8 6 -2 n.s. 
Diastolic blood pressure, sitting (mm Hg) . 80 76 -4 n.s. 
Diastolic blood pressure, standing (mm Hg) 79 75 —4 n.s. 
Diastolic positional difference 1 1 0 n.s. 





aValues are expressed as means. 
>Paired t tests were used. 


The ECG interval durations generally remained within 
normal limits, however. One PR interval was as long 
as 200 milliseconds, but none exceeded this length. 
One QRS interval exceeded. 100 milliseconds by 13 
milliseconds; this was associated with a plasma level 
of 360 ng/ml. Changes in the PR interval were signifi- 
cantly correlated with pretreatment values (r=~.60; 
p<.05); changes in the QRS and QTc intervals were 
not significantly correlated (r=.40 and —.10, respec- 
tively). 

There was a significant correlation between plasma 
desipramine levels and changes in PR interval (r=.53; 
р<.05). Although the correlation between plasma de- 
sipramine levels and changes in QRS interval (r=.49) 
was not significant, the 7 patients with QRS increases 
of greater than 5 milliseconds had significantly higher 
plasma levels (281 пе/ті+36 ng/ml) than those with 
smaller increases (122 ng/mlc39 ng/ml; p<.02). 
Plasma desipramine levels were not correlated with 
changes in QTc interval (r=—.02). 

Desipramine treatment produced statistically signifi- 
cant increases in the ECG rate up to 115 beats/minute. 
The increase in ECG rate during treatment was corre- 
lated with the pretreatment rate (г= —.53; p<.05). The 
resting radial pulse of patients increased in both sitting 
(mean, 76-90; p<.01) and standing (mean, 87-104; 
p<.01) positions. The patients did not complain of pal- 
pitation. Plasma desipramine levels were not corre- 
lated with changes in the ECG rate (r=.15). 

Desipramine treatment was associated with consis- 
tent but small decreases in systolic blood pressure in 
both the sitting and standing positions. These de- 
creases were correlated with pretreatment values 
(r=.84 and .93, respectively; p<.001). Before treat- 
ment there was a small drop in systolic blood pressure 
when patients rose from a sitting position to a standing 
position (p«.05) and during treatment (p«.02); the 
magnitude of this difference did not change significant- 
ly. Changes in systolic positional difference were cor- 
related with pretreatment differences (r=.69; p<.01). 
Diastolic blood pressure was not significantly altered 
tither by posture or by drug treatment. Changes in 
diastolic blood pressure during treatment were signifi- 


cantly correlated with pretreatment values sitting 
(г=.77; р<.01) but not with pretreatment values 
standing (r=.41). Changes in diastolic positional dif- 
ference were significantly correlated with pretreatment 
differences (r=.88; p<.001). Standing also produced 
an increase in pulse rate both before and during treat- 
ment (p<.001); the degree of this increase did not 
change significantly. The subjects did not have sub- 
jective or objective complications of hypotension. 
Plasma desipramine levels were significantly corre- 
lated with changes in systolic positional difference dur- 
ing treatment (г=.64; p<.05); these levels were not 
significantly correlated with changes in systolic blood 
pressure sitting or standing (г=.35 and 0, respactive- 
ly), with changes in diastolic blood pressure sitting or 
standing (r=—.05 and .21, respectively), or with 
changes in diastolic positional difference (r=.27). 


Discussion 


These young, physically healthy subjects who were 
treated with desipramine had consistent prolongation 
of intracardiac conduction. This finding contrasts with 
the apparent lack of such an effect detected in similar 
subjects at therapeutic plasma levels of amitriptyline 
(6) and nortriptyline (7); to our knowledge these drugs 
reportedly produce only tachycardia in such subjects. 
In further contrast, the therapeutic total tricyclic lev- 
els of patients being treated with imipramine, the ter- 
tiary amine of desipramine, have been reported to pro- 
duce not only tachycardia but greater degrees of con- 
duction delay (8, 9) and significant postural biood 
pressure changes (10); however, these patients were 
older and had preexisting heart disease. 

More data comparing the cardiovascular toxicities 
of individual tricyclics at therapeutic plasma levels in 
older and in young healthy populations are needed. 
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Cardiovascular Effects of Nortriptyline in Geriatric Patients 


BY KENNETH REED, PH.D., M.D., ROBERT C. SMITH, M.D., PH.D., JOSEPH C. SCHOOLAR, PH.D., M.D., 
RICHARD HU, M.D., DODDAMANE E. LEELAVATHI, PH.D., EDWARD MANN, M.D., AND LOIS LIPPMAN, R.N. 


Concern about the cardiovascular side effects of 
antidepressant medication may often deter clinicians 
from prescribing these drugs appropriately for de- 
pressed patients with a history of ECG evidence of 
cardiac disease. Epidemiological studies have sug- 
gested that amitriptyline may be associated with sud- 
den death in patients with cardiac disease (1, 2). Vohra 
and dssociates (3) and Burrows and associates (4) in- 
vestigated the effects of antidepressants on intra- 
cardiac conduction in clinical and experimental studies 
and concluded that nortriptyline may be particularly 
cardiotoxic and that it may have significantly greater 
effects on several ECG parameters than doxepin. Zeig- 
ler and associates (5) reported the development of pre- 
mature ventricular contractions in a 65-year-old man 
treeted with nortriptyline. However, Freyschuss and 
associates (6) reported that nortriptyline had very little 
effect on inducing orthostatic hypotension. Because 
many geriatric patients suffering from clinical depres- 
sion will also have evidence of preexisting cardiac dis- 
ease, psychiatrists may refrain from using antidepres- 
sant medication in these patients or may prescribe 
doses that are too low to obtain maximum therapeutic 
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efficacy. To assess more accurately the clinical impor- 
tance of cardiac side effects of antidepressant medica- 
tion in the elderly, we report here the preliminary re- 
sults from a controlled study we conducted on the ef- 
fects of standard doses of the tricyclic antidepressant 
nortriptyline in geriatric and nongeriatric depressed 
patients. 


Method 


We selected as our study group 12 geriatric de- 
pressed patients who were being treated in the in- 
patient services of the Texas Research Institute of 
Mental Sciences or the Texas Kerrville State Hospital. 
The patients had a mean age of 67.8 years (range, 60- 
78 years). Three younger depressed patients were also 
selected; they had a mean age of 25.8 years. After a l- 
to 3-week drug-free washout period, each patient was 
started on a fixed dose of nortriptyline, usually 150 mg/ 
day t.i.d. To determine the effects of nortriptyline on 
the patient's cardiovascular system a standard ECG 
recording was made once or twice a week during the 
patient's drug-free period and then 2 to 4 weeks after 
the patient started treatment with nortriptyline. Our 
ECG results were based on an average of 2.6 ECG re- 
cordings per patient in the predrug period and 3.9 re- 
cordings during regular treatment with nortriptyline. A 
research nurse using a standard procedure assessed 
the patient's orthostatic hypotension two or three 
times a week in the morning before the first dose was 
administered. Blood pressure was checked twice while 
the patient was resting in bed and checked twice again 
within a minute after the patient stood up.8Plasma lev- 
els of nortriptyline were determined bY drawing 
plasma samples twice a week between 8:00 a.m. and . 
8:30 a.m., 11 to 12 hours after the previous night's 
dose had been taken. The assays of nortriptyline were’ 4 
done by a gas liquid chromatographic procedure with a 
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ECG Findings 





Steady-State 


Change After Drug Treatment 





HR‘ 





Age Plasma Level 
Patient (years) (ng/ml) Before Drug Treatment Description QTc? (sec) РК“ (sec) (beat/min) 
1 64 140-180 Sinus arrhythmia, single Sinus rhythm; -.02 .03 -] 
and bigeminal ectopic decrease in 
beats (supraventricular ectopic beats 
premature contractions 
and premature ventricular 
` contractions) 
187-250! T-wave —.05 ‚02 -1 
inversions; . 
I? heart block 
2 61 144 Supraventricular pre- None —.05 ‚02 -4 
mature contractions 
3 74 145 Right atrial hypertrophy; None .03 .00 I5 
P. pulmonale; old interior 
wall infarct pattern 
4 21 155 Wolff-Parkinson-White None .00 -.02 16 
syndrome 
5 79 90 Left and right bundle branch Slight increase 04 .01 -1 
block; left ventricular in left bundle 
hypertrophy; inferior branch block only 
wall ischemic changes 
6 70 133 Normal; old inferior wall None ~.01 —.01 3 
infarct 
7 63 164 Normal Normal .02 —.01 3 
8 67 124 Normal Normal .02 .02 14 
9 64 138 Normal Normal .01 .02 -2 
10 60 133 Normal Normal -.02 .03 6 
11 67 133 Normal Normal .01 .02 13 
12 78 181 Normal Normal .00 .04 -4 
13 59 Normal Normal .00 .00 77-1 
14 22 129 Normai; bradycardia Normal .02 .00 25 
15 32 128 Normal Normal .01 .02 —33 


*Standard ECGs used; patient 1 was studied a second time with 24-hour Holter-monitor ECGs. 
"Change in QTc=steady-state QTc minus predrug QTc; steady state QTc=Q-T interval divided by the square root of the R-R interval. 


‘Change in PR=steady-state heart rate minus predrug heart rate. 
3Change in HR=steady-state heart rate minus predrug heart rate. 
"Toxic range. 


nitrogen detector; chlorimipramine was used as the in- 
ternal standard. 


Results 


Most geriatric patients achieved plasma levels of 
nortriptyline (mean steady-state plasma levels=90-160 
ng/ml) within or slightly above the previously estab- 
lished therapeutic window for nortriptyline (see table 
1). At these plasma levels nortriptyline had no clinical- 
ly significant effects on the ECGs of geriatric patients. 
The mean (+SD) changes in standard ECGs when the 
patients were receiving nortriptyline as compared with 
their ECGs during the predrug washout period were 
heart rate=3.5+6.6 beats/minute; ОТ,=6+29 millisec- 
onds; PR=i1+10 milliseconds; QRS=10+11 millisec- 
onds. Althowgh some of the geriatric patients had sta- 
tistically significant increases in heart rate and QT,, no 
patient’s mean heart rate increased to levels above 100 


* beats/minute, i.e., none experienced clinically signifi- 


„tant tachycardia, and the maximum increase in mean 
QT. was 32 milliseconds. Even when patients who had 


evidence of clinically significant preexisting cardiac 
disease were treated with standard doses of nortripty- 
line (150 mg/day) and had plasma levels up to 180 ng/ 
ml (patients 1 to 6 in table 1), nortriptyline produced 
no evidence of increased cardiovascular toxicity. 

The effects of nortriptyline on decreasing intra- 
cardiac conduction were evident in patient 1. She was 
studied a second time with 24-hour Holter-monitor 
ECG recordings made weekly during 3 weeks of a 
drug-free washout period and subsequently during 
several weeks of treatment with 100 mg/day of nor- 
triptyline. When her plasma nortriptyline levels were 
140-180 ng/ml, her ectopic beats decreased from a 
mean of 42 ectopic beats per 24-hour period during the 
3-week baseline period to a mean of 15 ectopic beats 
per 24-hour period during her third week of treatment 
with nortriptvline. When she had previously been 
treated with a higher dose of nortriptyline, 150-200 
mg/day, she had plasma levels of 187-250 ng/mITstán- 
dard ECGs snowed that she had developed signs of 
first-degree heart block. This subsided when the nor- 
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triptyline dose was reduced. These quinidine-like ef- 
fects of nortriptyline are similar to those previously re- 
ported (7, 8) for another antidepressant, imipramine. 

The degree of orthostatic hypotension produced 
by nortriptyline did not differ in 5 geriatric and 3 
younger patients in whom we made standardized as- 
sessments. Orthostatic hypotension results, therefore, 


were combined across age groups. Nortriptyline did: 


increase the drop in the systolic component or ortho- 
static hypotension but not in the diastolic component. 
During the washout period the mean drop in systolic 
pressure when the patient changed from a lying posi- 
tion to a standing one was 10.3 mm Hg; during the reg- 
ular treatment with nortriptyline the medn drop was 
24.6 mm Hg. Therefore, the effect attributable to nor- 
triptyline was 14.3 mm Hg. This is similar to the re- 
-ported effect (7, 9) of imipramine on the systolic com- 
ponent of orthostatic hypotension (mean=~ 15.2 mm 
Hg). Tke mean drop in diastolic pressure from lying to 
standing during the washout period was 1.9 mm Hg, 
and during treatment with nortriptyline it was 3.8 mm 
Hg, resulting in a drug effect of 1.9 mm Hg. This is 
smaller than the drug effect on diastolic orthostatic 
hypotension reported for imipramine (теап= —12 mm 
Hg) (7, 9). 


Discussion 


The cardiovascular effects of nortriptyline in these 
geriatric patients appear to be different in important 
respects frem previous clinical reports (1, 6). A stan- 
dard dose of nortriptyline, 150 mg/day, produced 
blood levels within or slightly above the therapeutic 
window in most of the geriatric patients. We found 
nortriptyline at this dose to be safe in regard to cardio- 
vascular toxicity, even in patients with stable, pre- 
existing cardiovascular disease. 

It is important to look at the dose, blood levels, and 
clinical concition of the patient when interpreting the 
differences between our results and those of other in- 
vestigators. Vohra and associates (3) and Burrows and 
associates (4) reported clinically significant effects of 
nortriptyline on the patients’ ECGs. The mean nor- 
triptyline level of their patients, however, was 196 ng/ 
ml, which is well above the therapeutic window; a few 
of their petients had plasma levels of 300 ng/ml or 400 
ng/ml. In the study by Zeigler and associates (5) the 
patient who developed premature ventricular con- 
tractions had a nortriptyline level of 176 ng/ml. In con- 
trast, mos: of the patients in our study had nortripty- 
line plasma levels between 90 and 160 ng/ml. The pa- 
tient who developed first-degree heart block had 
nortriptyline levels above 187 ng/ml. These com- 
parisons emphasize the importance of considering the 
patient’s blood levels of the antidepressant when mak- 
ing clinically relevant interpretations of the com- 
pafati¥e cárdiac toxicity of antidepressant drugs. 

Althougk other researchers (1, 2) reported a signifi- 
cantly higher number of sudden deaths due to cardiac 
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conditions in patients treated with amitriptyline, many . 
of the amitriptyline patients they studiéd were admit. 
ted to a hospital with acute conditions. On the other 
hand, all of our patients with preexisting cardiac dist 
ease had relatively stable, nonacute cardiac condi- 
tions. 

Orthostatic hypotension may be a clinically more 
important side effect of antidepressants, particularly in 
geriatric patients. More frequently than other cardio- 
vascular side effects, orthostatic hypotension may oc- 
cur at antidepressant blood levels necessary for ade- 
quate clinical response. Contrary to the results of 
Freyschuss and associates (6), who reported no de- 
crease in orthostatic blood pressure due to nortripty- 
line, our results indicate a significant effect of nor- 
triptyline on systolic orthostatic hypotension. This ef- 
fect is quantitatively similar to that reported by 
Glassman and associates (9) for imipramine. Although 
nortriptyline produced less orthostatic hypotension in 
the diastolic component than imipramine, the clinical 
significance of the systolic versus diastolic component 
of orthostatic hypotension is unclear, 

Other preliminary data for our study (10) indicate 
that at these standard doses nortriptyline is an ef- 
fective antidepressant in geriatric depressed patients. 
We believe, therefore, that standard doses of nor- 
triptyline, e.g., 100-150 mg/day, may be used safely 
and effectively in geriatric patients, even for those 
with stable, preexisting cardiac conditions. Plasma- 
level monitoring, however, may be more mandatory in 
geriatric patients in order to quickly identify those pa- 
tients who may be subject to greater risk of cardiac 
side effects. These conclusions pertain to the specific 
tricyclic antidepressant we investigated, nortriptyline, 
and may not be generalizable to other antidepressant 
drugs. . 
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Iatrogenic Opiate Addiction: Successful Detoxification with Clonidine 


BY DENNIS S. CHARNEY, M.D., AND HERBERT D. KLEBER, M.D. 


Recently researchers have documented the effec- 
tiveness of the o;-adrenergic agonist, clonidine, in 
eliminating objective signs and subjective symptoms 
of heroin and methadone withdrawal (1-3). These pre- 
liminary findings suggest that clonidine enables a fas- 
ter, less severe detoxification from opiate drugs than 
gradual methadone reduction. If these observations 
are confirmed, clonidine will be potentially useful not 
only in detoxifying heroin and methadone addicts but 
also in treating patients with iatrogenic addictions re- 
sulting from chronic pain syndromes. The following is, 
to our knowledge, the first report of the use of cloni- 
dine to detoxify an iatrogenic opiate addiction second- 
ary to chronic pain. 


Case Report 


Ms. A, a Si-year-old womar, had a 28-year history of 
chronic interstitial cystitis. For the past 15 vears, Ms. A had 
been addicted to an oxycodone combination (Percodan), 
which she had begun to take because of chronic bladder 
pain. During the last IO years she had been taking at least 40 
tablets per week. Her urologists felt that Ms. A's complaints 
were excessive and her constant use of narcotics unwar- 
ranted. Despite these reservations, her physicians con- 
stantly supplied Ms. A with oxycodone prescriptions. Dur- 
ing Ms. A's 15-year use of oxycodone both as an inpatient 
and an outpatient, several attempts to taper the oxycodone 
failed. Six years before we admitted Ms. A, she had attended 
once a week psychotherapy sessions for 6 months. Her ther- 
apist had described her as a chronically depressed woman 
with passive-dependent personality features. 

In September 1979 Ms. À was referred to our Drug Depen- 
dence Unit by her urologist, who was no longer willing to 
supply oxycodone prescriptions for Ms. A's chronic com- 
plaints of bladder pain. In addition to oxycodone, Ms. A was 
receiving propanalol, 40 mg t.i.d., and hydrochlorothiazide, 
50 mg/day, for essential hypertension and chlordiazepoxide 
hydrochloride, 10 mg t.i.d., for chronic anxiety. We could 
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not definitively ascertain the etiology of Ms. A's pain, but it 
was clear that psychological issues contributed to it and that 
Ms. А had become -olerant to the analgesic effects of oxyco- 
done. Considering this tolerance and Ms. A's history of un- 
successful detoxification attempts, we recommended oxyco- 
done detoxification with clonidine. 

At admission Ms. A weighed 86.4 kg and her standing 
blood pressure was 120/80. On the first day of hospitalization 
Ms. A received her regular doses of oxvcodone (1 tablet, 4.5 
mg, every 4 hours). However, we decreased her propanolol 
dose to 40 mg b.i.d. and discontinued her diuretic because of 
the anticipated synergistic interaction with clonidine in 
lowering blood pressure. We maintained Ms. A's chlordia- 
zepoxide hydrochloride dose of 10 mg t.i.d. throughout her 
hospitalization to avoid a benzodiazepine withdrawal syn- 
drome. On day 2 we discontinued oxycodone, and gave a 
single 40-mg dose of propanolol, and administered .cloni- 
dine, 0.1 mg at 8 a.m. and 3 p.m., and 0.2 mg at 10 p.m. We 
continued to administer clonidine until Ms. A was dis- 
charged on day 10 (see table 1). 

Throughout her hospitalization Ms. A's withdrawal signs 
and symptoms were assessed by a nurse's abstinence rating 
scale (2) three times daily. We checked Ms. A's blood pres- 
sure, lying and standing, and her pulse immediately before 
and 1 hour after administering clonidine, except for the first 2 
dosages, when we took her blood pressure each hour for 3 
hours after administering the clonidine. 

Based on the ebstinence scale and clinical observation, 
Ms. A exhibited few signs or symptoms of withdrawal. We 
observed only mild anorexia (days 3-5) and diarrhea (dav 4). 
On day 2 Ms. A complained of a headache. Since the oxyco- 
done combination contained caffeine, we thought Ms. A's 
headache might be a symptom of caffeine withdrawal and 
advised her to increase her coffee intake. This stopped the | 
headaches and they did not recur. Ms. A had a significant fall 
in standing blood pressure, from 120/80 to 90/60, at the high- 
er doses of clonidine, which are associated with mild postur- 
al dizziness and lightheadedness. Ms. A did not complain of 
pain during hospitalization. At discharge she was asympto- 
matic, her blood pressure had returned to 120/80, and the 
only medication she was receiving was a diuretic. 

At a 6-month follow-up Ms. A remained free of narcotics 
and was attending biweekly supportive psychotherapy ses- 
sions at the Drug Dependence Unit. Her urologist remarked 
that he had never seen her so alert and energetic. 


Discussion : a m. € 


Although scmewhat milder, the abstinence syn- 
drome associated with oxycodone resembles that of 
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Clonidine Dosage Schedule to Detoxify Patient with an latrogenic 
Cipiate Addiction 





Clonidine (mg) 








Hospital Day® 8a.m. 3 p.m. 10 p.m. Total 
ndis 
2 В: d 2 4 
3 3 3 4 1.0 
4 3 3 4 .9 
5 3 3 3 ‚9 
6 3 3 3 9 
7 2 2 2 .6 
8 d Л al „З 
9 x 0 0 .1 





*On hospital day 1, the patient received oxycodone, 1 tablet every 4 hours; on 
hospital day 10, the patient was discharged. 


morphine and lasts approximately 7 days (4). In Ms. A 
clonidine almost completely blocked the emergence of 
the syndrome, presumably by reducing norepineph- 
rine turnover in the central nervous system (5). 

The effective clonidine dose in Ms. A (10 ug/kg per 
day) resembles doses used in previous studies with 
heroin and methadone addicts in which doses up to 17 
Mglkg per day were used (1-3). We used the three- 
times-daily dosage schedule because a single dose of 
clonidine can eliminate the opiate abstinence syn- 
drome for 240-360 minutes (1). Two factors deter- 
mined the necessary duration of clonidine administra- 
tion for smooth detoxification: 1) the half-life of the ad- 
dicting narcotic, which is related to the length and 
intensity of the untreated abstinence syndrome, and 2) 
the need for a clonidine taper. Abrupt discontinuation 
of clonidine causes a withdrawal syndrome (6), but its 
effects are not severe and patients can withdraw from 
clonidine with relative ease. Five days of relatively 
high doses of clonidine and a 3-day taper provided a 
safe, effective detoxification for Ms. A. 

These findings may have several important thera- 
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peutic implications. Prescription drug addiction is a , 
common problem for patients complaininggof chronic. 
pain (7). Clonidine can be used as a rapid nonnarcoti¢ 
means of helping these patients to withdraw from narz . 
cotic analgesics. Clonidine in conjunction with psy- 
chotherapy may enable patients who do not suffer 
from discernible physical illness but who have psycho- 
logical difficulties to detoxify and remain drug free. 
For patients with painful physical disease, periodic 
clonidine detoxifications may provide more effective 
analgesia by temporarily reversing the tolerance devel- 
oped over long-term narcotic use. These patients may 
not complain of pain during the detoxification because 
clonidine has been shown to have analgesic properties 
similar to the effects of morphine in laboratory animals 
(8, 9). 
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IN MEMORIAM 
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ete 


Hugh Thompson Carmichael 
1898-1980 


met Hugh Carmichael when he spoke to our freshman 
medical class at the University of Illinois in Chicago; he 
was then and to the end of his days one whose presence lent 
a dignity to his surroundings. I next met Hugh Carmichael 
during my training at the university department of psychia- 


try. He became my mentor, analyst, colleague, and friend. . 


Those were the halcyon days for many of us at Illinois when, 
under the directior. of our department head Melvin Sabshin, 
Carmichael was appointed director of undergraduate educa- 
tion in psychiatry. Many of us, infected by his enthusiasm 
and abiding quest for excellence, became involved with the 
problems of curriculum design, experimental teaching for- 
mats, and evaluation mechanisms. His style of leadership 
was particularly supportive of new directions; he welcomed 
and was an instant advocate of creativity in teaching and 
learning, which he would energetically advance if it fulfilled 
his standards of excellence (Hugh did not too gladly abide 


: foolishness). 


When he came to work for APA after retirement from the 
University of Illinois, Carmichael continued his interest in 
education, now with an emphasis on the self-assessment of 
the members of the American Psychiatric Association, 
which would hopefully lead to self-improvement and a life- 
time of learning. Once again he was able to infect a number 
of willing workers with the abiding notions of the Carmichael 
litany, which emphasized excellence as a way of life. Carmi- 
chael's emphasis (1-4) on the continuation of the education 
of psychiatric physicians was one of the important early in- 
fluences on the continuing education movement. 

Carmichael had many other ''selves"'; in his lifetime he 
was a general practitioner, a neuroendocrinologist, a neurol- 
ogist and neuropathologist, a research psychiatrist, and a 
training and supervising psychoanalyst (Chicago Institute for 
Psychoanalysis). He held important positions in many major 
bodies in psychiatry and psychoanalysis, including the vice- 
presidencies of the American Psychiatric Association and 
the American Board of Psychiatry and Neurology. From his 
origin in Peterbarough, Ont., Canada, at the turn of the cen- 
tury, his educational and professional travels took him to the 
Mayo Clinic, Albany Medical College, Worcester State Hos- 
pital, and the University of Chicago hospitals and medical 


. School, among other places. His scientific and professional 


activities in these years ranged from psychophysiologic re- 
“search to neuropathological investigations. 
When he came to Chicago in the 1930s, Hugh Carmichael 


worked with Grinker at the University of Chicago and began 
his psychoanalytic training with Terese Benedek, who be- 
came his revered mentor and analyst. It was under her guid- 
ance that he wrote his first analytic paper, “А Psycho- 
analytic Study of a Case of Eunuchoidism"' (5). For 25 years 
he was a training and supervising analyst at the Chicago In- 
stitute for Psychoznalysis. When he transferred to the Uni- 
versity of Illinois in the 1950s, it was to help develop the 
department of psychiatry at Illinois with Francis Gerty. With 
his characteristic vigor he here influenced many young psy- 
chiatrists to become involved in psychoanalytic psychiatry. 
It was also at Illinois that he performed the first psychothera- 
py that was filmed. 

A description of Hugh Carmichael would never be com- 
plete without telling of his generosities as friend and as phy- 
sician. Perhaps one of his most important "teaching" activi- 
ties was to take us into his home, to demonstrate through his 
interactions with his ever-gracious wife Carolyn and his 
family how to ‘‘do business,'' as he always said, in a family 
setting. The аїтоѕрлеге was always filled with merriment 
and, more importantly, the sense of acceptance by our leader. 

These considerations lead to the final summarization of 
Hugh Carmichael as the complete teacher—one who through 
his example of gentility and empathy, his capacity to func- 
tion as a nurturer of our autonomy, and his capacity to lend 
content to our ideals helped develop in all those wko came 
under his wings the impetus to achieve. He was, I believe, a 
fortunate man; he had achieved the ability to stand apart 
from his students and be filled with joy at their accomplish- 
ments. What man could wish for more? ` 


—- 
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Defining Drug-Induced Supersensitivity 


Sir: In ‘‘Neuroleptic-Induced Supersensitivity Psychosis: 
Clinical and Pharmacologic Characteristics" (January 1980 
issue), Guy Chouinard, M.D., M.Sc., and Barry D. Jones, 
M.D., proposed that patients whose psychosis becomes pro- 
gressively resistant to neuroleptic therapy and show end-of- 
dose symptom exacerbation should be considered dopami- 
nergically supersensitive. They compared this supersensitiv- 
ity with that seen in patients with tardive dyskinesia, relating 
the former to mesolimbic dopamine receptors and the latter 
to the striatum. While the description of such patients may 
be accurate, the use of the term ‘‘supersensitive’’ to describe 
these symptoms is unwarranted from the data given and may 
be entizely misleading in terms of neuropharmacologic impli- 
cations. 

Drug-induced supersensitivity refers to an enhanced be- 
havioral or biochemical response to an agent (1). The devel- 
opment of a new symptom complex after drug exposure, as 
seen with tardive dyskinesia, or the development of symp- 
tomatology that is more marked after drug exposure than be- 
fore therapy are examples of drug-induced supersensitivity. 
The cases presented by Drs. Chouinard and Jones, however, 
do not fit these criteria. 

The patients described were psychotic when neuroleptic 
therapy was initiated and became psychotic again as their 
next dose of depot neuroleptic approached. Eventually their 
psychoses were no longer controlled by the former doses of 
medication, so that higher neuroleptic doses were required. 
When a higher drug dose is needed to achieve the same be- 
havioral effect, we refer to the phenomenon as *''tolerance."' 
There is no indication from the report that the psychosis it- 
self progressed, only that the same symptoms tended to re- 
cur at doses that had formerly controlled them. 

Before maintaining that the patients showed supersensitiv- 
ity, the authors must demonstrate a clear progression of the 
psychotic symptom complex itself, perhaps in the form of 
new hallucinations in patients who never hallucinated before 
or a significant deterioration in thought disorder compared 
with premedication psychiatric evaluation. Drs. Chouinard 
and Jones provided no data to indicate that this progress oc- 
curred, so the assertion that these patients showed dopami- 
nergic supersensitivity was premature and unjustified. 

.  l do not, dispute the possibility of mesolimbic super- 
sensitivity. Laboratory data on receptor site changes in this 
system after chronic neuroleptic exposure suggest that, at 
least inf expérimental animals, the phenomenon may exist. 


Rather, I would emphasize the precise pharmacologic re- 
strictions of supersensitivity and stress the importance of an 
appropriate experimental design to identify it. 
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Drs. Chouinard and Jones Reply 


Sir: Dr. Goetz appears to have overlooked an important 
characteristic of the phenomenon we described—the in- 
creased frequency of the reemergence of psychotic symp- 
toms in patients treated chronically with neuroleptics. The 
courses of our patients’ illnesses were different from those 


one would normally expect in schizophrenia. In our patients 


relapse occurred immediately and invariably with drug with- 
drawal or dosage reduction and their symptoms emerged as 
drug blood levels declined. Before ‘‘supersensitivity’’ devel- 
oped, the relapse rate averaged once per year. Not only did 
the frequency of relapse increase markedly, but this kind of 
relapse differed from that of the true schizophrenic relapse 
because it could be controlled immediately bv increasing the 
drug dosage. For this reason we chose the term ‘‘super- 
sensitivity" to characterize the emergent psychosis. If we 
were to experimentally demonstrate the emergence of psy- 
chotic symptoms not previously present or exacerbation of 
symptoms by the long-term administration of neuroleptics, 
we would have to administer neuroleptic drugs to non- 
psychotic subjects or deliberately allow exacerbation of 
symptomatology without appropriate dosage adjustment. 
Both of these approaches would be unjustifiable from an eth- 
ical point of view. We intended our article to draw attention 
to signs of what we consider to be supersensitivity to the 
drug's antipsychotic action developing in patients on long- 
term neuroleptic treatment. R 

When we speak of "tolerance," we mean ‘behavioral tol- 
erance"' and not ‘‘metabolic tolerance” as Dr. Geetz seems 
to imply. Behavioral tolerance to chronic treatment consists 
of a return of behavior to pretreatment baselines after signifi- X 
cant initial changes, and is related to a neurochemical adjust- 
ment at a subcellular level. Behavioral tolerance to neurolep- 
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tics has been à iid shown to occur in animals (1). In 
humans behaviotal zolerance to sedative action and park- 
insonian side effects of neuroleptics is well established. 
However; tolerance to the therapeutic effect of neuroleptics 


"eas not been demonstrated. We first observed this tolerance 


in a double-blind study examining the therapeutic effect of 
long-acting injectable neuroleptics (2). Furthermore, meta- 
bolic tolerance was ruled out in our patients since their pro- 
lactin levels continued to increase with increased doses of 
neuroleptics. j 
We drew the analogy between the supersensitivity psy- 
chosis and tardive dyskinesia because both are related to 
long-term neuroleptic administration, follow a similar pro- 
gressive course, and respond in the same manner to dosage 


' variations. A recent study demonstrated an increase in dopa- 


mine binding sites in the mesolimbic regions of postmortem 
brains of schizophrenic patients that correlated with neuro- 
leptic treatment (3). This finding supports the theory that su- 
persensitivity in the mesolimbic region causes the increased 
frequency of reemergence of psychotic symptoms. 
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Guy CHOUINARD, M.D., M.Sc. 
Barry D. Jones, M.D. 
Montreal, Que., Canada 


A Political Implication of Drug-Induced Supersensitivity 


Sır: ‘‘Neuroleptic-Induced Supersensitivity Psychosis: 
Clinical and Pharmacologic Characteristics," by Guy Choui- 
nard, M.D., M.Sc., and Barry D. Jones, M.D. (January 1980 
issue) will heighten psychiatrists’ concern about the adverse 
effects of these powerful drugs. I would like to point out an- 
other unhappy implication of these findings. The abuse of 
psychiatry for political purposes, e.g., silencing dissenters 
by removing them to mental hospitals for ‘‘treatment’’ has 
been well documented (1, 2) and has drawn official con- 
demnation from the World Psychiatric Association. This 
practice may include the forcible administration of neurolep- 
tics over long periods of time (2). The possibility arises that a 
psychotic state based on supersensitivity could be induced in 
a previously nonpsychotic ‘‘patient’’ held in such circum- 
stances. Although this might occur in only a minority of cas- 
es, the chances would be increased by severe environmental 
stress. Subsequent examination by an impartial team investi- 
gating alleged abuse might then reveal the presence of psy- 
chosis (which did not exist before ‘‘treatment’’) and the in- 
vestigators „hight incorrectly conclude that the hospital- 
ization and treatment had been clinically justified. 

Cases of alleged political abuse of psychiatry involving in- 
voluntary administration of neuroleptics should be investi- 
gated as quickly as possible, before the ‘‘treatment’’ itself 
could cloud the clinical picture. American psychiatrists 
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should continue to confront this important issue in the forum 
of the World Psychiatric Association and tol press far the 
early investigation of all cases. 
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RoGER К, PITMAN, M.D. 
Memphis, Tenn. 


In Defense of the JCAH ' 


Sır: I would like to comment on Dr. Daniel B. Schuster's 
letter to the Editor, ‘Тһе Burden of Documentation” (May 
1980 issue). 

The Joint Commission on Accreditation of Hospi-als has 
always enjoyed and promoted a favorable working relation- 
ship with the medical community. In the past several years 
we have made a conscious effort to strengthen thet relation- 
ship. We believe one of the outcomes has been significant 
involvement in all aspects of the survey and accreditation 
programs by members of APA. 

Standards of the Joint Commission consistently stress 
medical responsib:lity for patient care. Concurrently, they 
have attempted to appropriately acknowledge the role and 
responsibilities of nonmedical professionals in the field of 
mental health. We appreciate Dr. Schuster's concern with 
the increase in need for documentation. This issue is among 
many that are receiving close attention as the proposed revi- 
sions to the Consolidated Standards. They are currently 
being subjected to extensive review by the mental health 
field. As in the past, comments from APA members will 
make an important contribution to the final revision of these 
Standards. 

The role of the Joint Commission is to develop quality as- 
sessment and quality assurance mechanisms that will assist 
facilities in creating an appropriate setting for the delivery of 
optimal, achievable patient care. We seek to accomplish this 
task through a thoughtful process of education, consultation, 
and evaluation in cooperation with the field we serve. 


JOHN E. AFFELDT, M.D. 

President, Joint Commission on Accrecitation 
of Hospitals 

Chicago, Ill. 


Assessing Mistakes in Psychotherapy 


518: In “Соттоп Mistakes in Psychotherapy” (Decem- 
ber 1979 issue) Peter Buckley, M.B., Ch.B., and associates 
addressed an area important to all of us involved in the 
teaching and practice of psychotherapy. However, the au- 
thors omitted information essential to the proper evaluation 
of their contribution. This presumably unintenticnal omis- 
sion could reflect a tendency to overgeneralize their findings. 

The term ‘‘mistake’’ implies there is a correct or appropri- 
ate type of therapy to be administered. What is termed cor- 
rect or appropriate psychotherapy in any given case of psy- 
chotherapy supervision depends on at least three factors: the 
type or diagnosis of the patient, the type of psychotherapy 
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being conducted, and the theoretical orientation of the su- 


pervigor. I tedch psychotherapy on a general inpatient serv- 
ice where we treat severely disturbed patients. Buckley and 
associates listed ‘‘wanting to be liked by the patient” as the 
most common mistake in psychotherapy. However, on our 
inpatient service '*wanting to be liked by the patient" more 
frequéatly indicates that the therapist is building an emotion- 
ally positive, trusting, working alliance, the primary require- 
ment for psychotherapy with our patient population. A su- 
pervisor of the existential school of psychotherapy who 
stresses sharing the patient's experience would be more 
likely to view the ‘‘stereotyped ‘analytic psychotherapist’ 
stance" as a mistake than would a psychoanalytic supervi- 
scr, 

Buckley and associates should have noted how certain su- 
pervisors commented on certain types of therapy for certain 
types of patients. If, as seems likely, the information was 
gathered largely from cases of moderately to well-function- 
ing patients in insight-oriented therapy supervised primarily 
by psychoanalytically oriented staff members, the authors 
should so inform the reader, We need to know to what de- 
gree the findings are generalizable and not assume that they 
are so. 

The title of the article did not mention that the therapists 
concerned were residents. Although the body of the article 
does clearly state the trainiag status of the therapists, it also 
refers to the possible general applicability of the findings. 
Again, such general applicability should be demonstrated, 
not assumed. The title should accurately describe the con- 
tents for those readers who will only skim the article. Per- 
haps "Common Mistakes in Psychoanalytically Oriented In- 
sight Psychotherapy by Psychiatric Residents" would have 
been beter. 

l appreciate Dr. Buckley and associates' paper and it is 
because I agree with the need to better evaluate psychother- 
apy that I write my comments. 


Bruce W. ScoTTON, M.D. 
San Francisco, Calif. 


Dr. Buckley and Associates Reply 


Sir: Dr. Scotton is incorrect in assuming that our report of 
common mistakes was based on an a priori theoretical view 
of correct or appropriate psychotherapy. We based our 56- 
item questionnaire on elements in psychotherapy that had 
previously been related to negative effects by researchers (1) 
as wall as on our own clinical experience and not on a partic- 
ular theoretical ideology. 

We also feel that there is some confusion on Dr. Scotton’s 
part between the establishment of a working alliance and the 
wish on the part of the therapist to be liked by the patient. 
We do not think that these are equivalent. If the therapist's 
needs are unconsciously paramount in the treatment, it can 
hardly be therapeutic for the patient even if he or she likes 
the therapist. The therapist who wishes to be liked by a se- 
verely disturbed patient may ignore aspects of the patient's 
communication that are discrepant with that wish and hence 
obviate an effective treatment. We also feel that "assuming a 


` stefeotyped analytic psychotherapy stance regardless of the 


actua! treatment situation" is a mistake, no matter what the 
theoretical orientation of the therapist or the supervisor 
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might be. We believe such rigidity is ininfical to effective | 
therapy. : 

Our group of supervisors were primarily of & classical psy- 
choanalytic persuasion, but the group did include practitior+ 
ers trained in existential and interpersonal schools of psy 
choanalysis. We are not convinced that the theoretical be- 
liefs of supervisors are as critically important as Dr. Scotton 
would suggest, since a number of studies have shown that 
theoretical distinctions between therapists blur with exten- 
sive experience and that experienced therapists, despite dif- 
fering theoretical orientations, are more alike in technique 
than inexperienced therapists (2, 3). 

We agree with Dr. Scotton that our title was too broad and 
that we should have indicated that the psychotherapy was 
being conducted by psychiatric residents. 
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PETER BuckLEv, M.D., Сн.В. 
Toksoz B. Karasu, M.D. 
EDWARD CHARLES 
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On New Trends in Psychotherapy 


Sir: "Recent Trends in Psychotherapy" (April 1980 issue) 
by Judd Marmor, M.D., is a lucid, comprehensive psycho- 
social analysis of the factors involved in the explosion of 
new psychotherapies. 

Dr. Marmor wrote, ''It is a romantic notion that inner ex- 
periences alone can change and transform external reality 
.... We are responsible for much that happens to us, but 
the illusion of total responsibility can be destructive to a vul- 
nerable personality." 

Dr. Marmor also indicated that the "early rich hopes of 
the psychoanalytic revolution have not been fulfilled. . . . Its 
results have been relatively disappointing.” 

Dedicated psychoanalysts have attempted to modify 
Freud's classical approach by ‘‘increasing flexibility, modi- 
fying the frequency of visits, allowing patients to sit up dur- 
ing therapy, interviewing significant others, controlling 
transference regression, modifying noxious environmental 
factors where possible, and functioning as participant ob- 
servers.” It seems that the more psychoanalysis changed, 
the more it resembled Adolf Meyer’s psychobiology. 

All these changes in psychoanalytic technique were neces- 
sary and helpful. But is the final result of these modifications 
still Freud's ‘‘psychoanalysis’’? Freud would have differed. 
He was cognizant of the analyst ‘‘who attempted to empha- 
size some single one of the findings or views of Bsychoanaly-, 
sis at the expense of all the rest." Of one such modifier 
(Jung) Freud wrote, ‘Не has changed the hilt, and inserted a 
new blade into it, and because the same trademark is en- 
graved on it, we are required to regard the instrument as the ` 
former опе” (1). 
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‘Dr. Marmor'sjpaper is a scientific and humanistic tour de 
force. He is to be congratulated for presenting his clinical 
astuteness and holistic philosophy in the best possible for- 
niat. | 
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ТАСОВ Н. Conn, M.D. 
Baltimore, Md. 


The Voting Mental Patient 


Sir: In light of the upcoming national elections, I thought 
it appropriate to consider the voting status of psychiatric pa- 
tients. How many of the psychiatric patients who are hospi- 
talized exercise their voting rights? How many patients have 
the right to vote taken away from them by legal means (com- 
mitment or otherwise)? Do states differ in dealing with as- 
pects of the voting processes of patients? As elections ap- 
proach, how many hospital directors provide literature from 
various political parties on the candidates or arrange for 
transportation to and from registration and the polls? 

If the 1960s were the decade of voluntary admissions and 
back to the community movement, the 1980s should be the 
decade of civil liberation and the voting mental patient. Alf 
patients should be given the opportunity and encouragement 
to exercise their rights. Perhaps legislators would not be so 
slow to appropriate funds for hospitals and mental services if 
we made them aware that hospitalized patients are an active 
part of their constituencies. Political rallies at hospitals could 
have tremendous therapeutic effects, bringing mental pa- 
tients back into the mainstream of American life. In certain 
local situations with close results at the polls, the patients of 
the mental hospitals, viewed as a deciding force, could be- 
come the targets of vigorous campaigning, forcing can- 
didates into promises of action on their behalf. 


VicTOR BERNAL Y DEL Rio, M.D. 
San Juan, Puerto Rico 


Identifying Pseudoseizures with Anhydrous Ammonia 


Sır: Anhydrous ammonia has long been used in general 
medicine as a respiratory stimulant. Three recent cases sug- 
gested to us that it may have a value in psychiatry as well. 
However, we were unable to find any reports in the literature 
of its use. We request the assistance of Journal readers in 
locating references for the use of ammonia. 


Case 1. Ms. A, a 26-year-old woman, was hospitalized for 
treatment of marital problems and secondary depression. Af- 
ter a stressful therapy session she fell in the hall. She exhib- 
ited jerking movements of the extremities, not typical of 
clonic movgrhents. Her eyelids fluttered. She would not re- 
spond to verbal or painful stimuli. Her pulse and blood pres- 
. Sure were normal. One ampoule of anhydrous ammonia was 
administered. After one breath Ms. A opened her eyes and 
‘began talking. She complained of lightheadedness but re- 
mained alert thereafter. 
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Case 2. Ms. В, г 17-year-old woman whosmet D3M-III 
criteria for paranoid schizophrenia, had been taking. halo- 
peridol and benztropine mesylate intermittently. She was 
brought to the emergency room where she was found to have 
decreased spontaneous movements, cogwheel rigidity, and 
conjugate deviation of her eyes to the left. The most likely 
diagnosis seemed to be acute dystonia due to phenothia- 
zines. However, Ms. B's medical history was vague 2nough 
to suggest a functional symptom, so one ampoule of am- 
monia was tried. After one breath she immediately turned 
her head and gazed at the physician. After a second breath 
Ms. B stood up and said she felt fine. She exhibited no signs 


.of dystonic posturing during a 40-minute period of observa- 


tion. Neurological -eexamination revealed no abnormalities, 
and cogwheel rigidity had completely disappeared. Ms. B's 
deep tendon reflexes were brisk but symmetrical (3—). Dur- 


- ing another 40-minute period of observation no dystonic pos- 


turing recurred. 


Case 3. Alfie, ar. 11-year-old boy, was admitted to a pedi- 
atric neurology service for evaluation of "spells" ccnsisting 
of sudden onset cf shaking, gasping, and crawling on the 
floor with eyes closed. He would not respond to verbal or 
painful stimuli during the spells, which usually began during 
tantrums. When a thorough workup, including EEG, CT 
scan, SMA-20, IVP, GTT, and 24-hour Holter EEG, yielded 
normal results, the neurologist believed his initial impression 
of pseudoseizures wes confirmed. Treatment with saline in- 
jections had no effect on Alfie. During one spell an ampoule 
of anhydrous ammonia was administered. Alfie took one 
breath and his spell was immediately aborted. About 12 
hours later another spell occurred and a second ampaule of 
ammonia was administered. After one breath Alfie stood up 
and said, “I don’t need that; just give me the shot." No fur- 
ther spells occurred during the next 48 hours. 

Under usual circumstances the patients we cCescribed 
would have received intramuscular injections for their symp- 
toms. In cases such as these anhydrous ammonia may aid in 
the identification of pseudoseizures and other functional 
symptoms and render intramuscular treatments unneces- 
sary. We would be particularly interested to hear from read- 
ers who have had experience with this management tech- 
nique or who may know of relevant publications. 


WILLIAM R. LEVINE, M.D. 
CARLOS RAMIREZ, M.D. 
University of Kansas 
School of Medicine- Wichita 
1001 North Minneapolis 
Wichita, Kans. 67214 


Corrections 


On page 641 of the book reviews section in the May 1980 
issue the title of the book by Henry Kellerman, Pa.D., was 
listed incorrectly. The correct title is Group Psychotherapy 
and Personality: Intersecting Structures. 

On page 651 of the May 1980 issue, in the list of those 
who successfully completed the examination of the Ameri- 
can Board of Psychiatry and Neurology, the nam: Jong Jin, 
Marvin Young should have been listed as Jin, Marvin Young 
Jong. 

The staff regrets these errors. 
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Crisis Admission Units and Emergency Psychiatric Services. 
Public Health in Europe 11, by J.E. Cooper. Copenhagen, 
Denmark, World Health Organization (Albany, N.Y., WHO 
Publications Centre USA, distributor), 1979, 118 pp., $6.60 
plus $1.25 for postage and handling (paper). 


This book contains a comprehensive description of. 15 
emerger.cy and crisis services in 8 European countries. 
These services range from psychiatric facilities without a 
distinct or separate emergency ward to sophisticated crisis 
units with overnight beds. When applicable, the author also 
describes the service delivery area, the physical arrange- 
ments and organization of the facility, the aim of the unit, the 
personnel, the patients, the record-keeping system, and re- 
lated reszarch and training. Emphasis in the discussion is on 
staffing raodels and issues. The author describes the organi- 
zation of these units along a continuum from ‘ће conven- 
tional medical," which maintains a vertical hierarchy, to the 
"unconventional social," which is based on a horizontal 
structure and involves teaming and sharing of clinical re- 
sponsibility. Particularly informative are the sections on 
staff satisfaction, which discuss many of the issues involved 
in interdisciplinary teaming such as the blurring of profes- 
sional roles. 

Although the volume begins with a somewhat sketchy 
summary of crisis theory and practice, the focus in the book 
is on an organizational description of services and staffing 
rather than a discussion of various crisis intervention psy- 
chotherapy approaches. This manual fills a gap in the litera- 
ture on emergency service delivery by pulling together mate- 
rials that are usually widely scattered or generally unavail- 
able. The format of the book makes the information easily 
retrievable. The appendixes, which contain a bibliography 
describing emergency service delivery and a comprehensive 
directory of the names and addresses of the directors of the 
European programs, provide additional useful information. 

I highly recommend this manual as an excellent resource 
for anyone currently involved with organizational issues in 
an emergency setting and for those thinking of developing a 
crisis service. 


ELLEN L. Bassuk, M.D. 
Boston, Mass. 


Parents and Children in Autism, by Marian K. DeMyer. 
Washington, D.C., V.H. Winston & Sons (New York, N.Y., 
Halsted Press, John Wiley & Sons, distributor), 1979, 262 
рр., $17.95. 


Dr. DeMyer is a well-known and respected authority in 
infantile autism. This volume is the product of her many 
years 45 Director of the Clinical Research Center for Early 


Childhood Schizophrenia, Indiana University School of 
Medicine. Data are presented on long-term studies of 155 
families with autistic children; they are compared with 
matched families with normal children and matched families 
with nonautistic retarded children. 

The book is not primarily a research report, although the 
author is familiar with the major research trends in the field 
and presents brief summaries of her own studies. Rather, as 
she puts it, 


This book traces the clinical course of autism from 
birth to adulthood and parental reactions and behavior 
from the mother's pregnancy through life with an ‘‘adult 
child." Empirical data are supplemented by case his- 
tories to illustrate some of the most typical features of 
the disorder. I have tried to show the many facets of 
normal and autistic development by using the eyes and 
the words of parents whose observations are too often 
underemphasized in psychiatric writings. 


Dr. DeMyer succeeds admirably in her purposes. Her 
style is informal, even conversational, and refreshingly free 
of professional jargon. Her clinical expertise and sensitivity 
to her child patients and their parents are evident through- 
out. The individual chapters take up the problems and symp- 
toms at successive age periods and in specific areas, such as 
speech and communication, feeding and eating, elimination 
and toilet training, sleeping, social behavior, etnotional ex- 
pression, discipline, and intelligence. There are careful tabu- 
lations of the incidence of these problems, the nature and 
intensity of parental concerns, and the approaches used by 
parents in handling the child's symptoms and difficulties. 
Wise, empirical advice is offered throughout. Many brief and 
pertinent clinical vignettes illustrate the issues discussed. 

Although the author tries to maintain an optimistic ap- 
proach, she does not hide the reality of the bleak prognosis 
for most cases of autism and the extraordinary stresses im- 
posed on parents and siblings who live with and care for an 
autistic child. In line with other recent research findings, Dr. 
DeMyer's reports of her own comparisons of the personality 
characteristics of autistic and control parents show no signif- 
icant differences between the two groups. However, she em- 
phasizes that the parents of autistic children face enormous 
difficulties and pressures in rearing these children and that 
“such multiple stresses, continuing over months or years, 
had effects on the parents as individuals and marriage part- 
ners and eventually on the other children in the family" (p. 
150). Of special interest are the chapters detalling the new 
problems and stresses the autistic child faces as he or she 
goes through adolescence and enters adulthood. In some 
cases, however (a small minority), there is significant and 
even dramatic improvement during these older age periods. 

This volume can be highly useful to all professionals re- 
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_ sponsible for thd care and treatment of autistic children. It 


can also be recommended to sophisticated parents of such 
children. 


ALEXANDER THOMAS, M.D. 
New York, N.Y. 


Nim, by Herbert S. Terrace. New York, N.Y., Alfred A. 
Knopf, 1979, 291 pp., $15.00. 


For the person who is unfamiliar with the problems in- 
volved, the hours spent, and the endless devotion necessary 
to try to teach a chimpanzee to communicate, this is an ex- 
cellent book. The author and his colleagues spent more than 
four years in the task and another year analyzing their find- 
ings. Theirs was a thorough and courageous effort that only 
an informal account can capture. 

The aim of the author's project was to demonstrate that a 
chimpanzee can create a sentence by communicating in sign 
language. Such aims carry their own set of methodological 
and conceptual burdens, and the author is well aware of 
them. For example, is the concept of ''sentence" well 
enough defined ta establish criteria for judging a chim- 
panzee's signs? Ís it appropriate to compare chimpanzee 
signing to human utterances or does one have a choice? If 
one is using human teachers to teach sign language can he 
ever be certain that subtle communications are not pre- 
determining a chimpanzee's signing sequences that others 
are taking as indications of sentence formations? A variety 
of attempts have been made to confront and, at times, avoid 
these problems through such means as token and computer 
communication, but in the attempt described in Nim, as in all 
previous attempts to determine if chimpanzees can create 
sentences, the findings remain ambiguous. 

That the author was never fully satisfied that he achieved 
his aim makes the book no less interesting. His accounts of 
his frustrations, joys, and sorrows make Nim worthwhile 
reading. 

MICHAEL T. McGuire, M.D. 
Los Angeles, Calif. 


Women: Psychology’s Puzzle, by Joanna Bunker Rohrbaugh. 
New York, N.Y., Basic Books, 1979, 491 pp., $15.00. 


The author of this book is a feminist and a careful and 
thorough scholar. This lengthy, closely printed text contains 
quotations from approximately 50 sources ranging from arti- 
cles published in Ms. magazine to Freud’s original papers, as 
well as many footnotes. The 22-page bibliography should, 
itself, be of great value to anyone who undertakes teaching 
"women's" studies as well as to the much larger group who 
speak on subjects of interest to women. 

This generaly excellent but pedantically written book 
covers all of the usual material in considerable depth. Psy- 
chiatrists will find the section on theories of female personal- 
ity of particular interest. Dr. Rohrbaugh discusses women іп 
psychoanalytic theory. She reviews cognitive-development- 


. al and social learning theory in general and as they relate to 


women in our society. In **Woman's Place in Society" Dr. 
*"Rohrbaugh goes beyond the usual presentations regarding 
the dilemma of women, marriage, motherhood, and the 
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single state (including lesbianism) to include wprting momen 
and minorities. s 

In her chapter on ‘Third World Women" Dr. Rohrbaugh 
empathetically discusses the situation of black womer. in the 
United States and the concepts of black matriarchy and 
black macho. She concludes this chapter with a strong opin- 
ion: 


It is time for social scientists to examine the black 
experience from the viewpoint of blacks, themselves. It 

is time to stop imposing white, middle-class values on 

millions of Americans who do not necessarily snare 

them. And, it is t:me, some would add, for black women 

to act on their own behalf. (p. 264) . 

This emphasis on the need for social scientists, physi- 
cians, and mental health workers, especially researchers in 
all of these fields, to consider ‘‘women’s own opinions and 
experiences" is evident throughout the book. Sexuality, 
birth control, pregnancy, rape, the battered womzn, and 
women's activities in sports are all carefully covered with a 
strong feminist focus. 

The psychiatrist, especially the psychiatrist in private 
practice, will find Dr. Rohrbaugh's section on women and 
mental health of great interest. She discusses hysteria as su- 
perfemininity and poses questions as to why men with social 
charm, the ability to manipulate other people, and a ‘ack of 
guilt for their actions are considered psychopaths instead of 
hysterics. She also writes about several other “female” 
mental illnesses, including depression, anorexia nervosa, 
and phobias. 

Most interesting is Dr. Rohrbaugh’s presentation of femi- 
nist therapy—both individual therapy and consciousness- 
raising groups. To quote her: ‘‘One of the central tenets of 
feminist therapy is that the therapeutic relationship should 
not involve power. A therapist should neither be a patriarch 
nor dominate or intimidate a client’’ (p. 445). Of con- 
sciousness-raising groups, in particular, Dr. Rohrbaugh 
states, ''I would say that CR is not group therapy, nor is it 
appropriate for everyone, but it is a positive alternative to 
traditional psychotherapy for the millions of women who are 
seeking personal growth” (p. 461). 

Dr. Rohrbaugh, a well-trained psychologist who is cur- 
rently in private practice in Boston, teaches courses on the 
psychology of women and women and mental health at Har- 
vard. She has produced a scholarly and thoughtful book that 
cogently presents current feminist views. The bcok repre- 
sents a sound reference for psychiatrists who seek to under- 
stand feminist thinking. 


NANCY A. DunANT, M.D. 
Plainfield, N.J. 


Becoming Female: Perspectives on Development, edited by 
Claire B. Kopp with Martha Kirkpatrick. New York, N.Y., 
Plenum Press, 1979, 461 pp., $25.00. 


` If the research data reported in this book about becoming 
female and becoming male were tabulated, it seems to me 
that one would find an'equal amount of information about the 
development of women and men. Thus the subtitle, Per- 
spectives on Development, with the additional words female 
and male, aptly summarizes its contents. One ofthe greatest 
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streng:hs of the book is its fine review of some areas of re- 
search literatire, particularly of the past 10 years, on issues 
of importance in male and female development. ` 

The book is divided into four sections: Identity and the 
Immediate Environment, Characteristics, The Larger Envi- 
ronment, and Biological Considerations. There are 24 con- 
tributors representing 10 professional disciplines. There are 
8 psychologists, 2 or 3 educators, sociologists, pediatricians, 
experts in women's studies, historians, and 1 expert each in 
public health, child psychiatry, anthropology, and genetics. 
The uniqueness in perspective of experts from such widely 
differing disciplines is reflected in each person's scholarly 
approach to the topics. In some instances, these differences 
in scientific methodology may pose problems for the reader, 
who must change to a different cognitive orientation for each 
author. On the other hand, the reader might find that these 
variations lend richness to the book. 

An intriguing aspect of the book is the blend between 
some authors' professional expertise and their personal iden- 
tification with the topic. This blend shapes the presentation. 
One example is the chapter "Growing Up with a Physical 
Handicap," which is a highly personal autobiography by 
Shirley Sargent, a historian, who developed the physically 
and psychologically painful dystonia musculorum deformans 
during childhood. Another example is Gloria Powell’s chap- 
ter "Growing Up Black and Female," which crosses the 
border back and forth between a sociological, historical ap- 
proach to the Afro-American woman as black nanny, black 
mammy, beast of burden, prostitute, and the wicked witch 
and a personal commentary about the intimate meaning of 
being black for the author. Dr. Powell demonstrates that the 
interaction between men and women can have a mutually 
destructive effect. 

The book opens with a remarkably clear articulation of the 
development of identity by Phyllis Katz. She describes the 
varying psychological theories of sex role acquisition, in- 
cluding the effects of direct reinforcement, modeling pro- 
cesses, identification (anaclitic and defensive), and, finally, 
the cognitive developmental view in which the child recog- 
nizes himself or herself as girl or boy. Dr. Katz then analyzes 
the problems inherent in these theoretical constructs and of- 
fers an alternative theoretical model of three levels of sex 
roles. Such an analytic approach to a topic with a compre- 
hensive review of the research literature is most evident in 
the articles by the psychologists. 

I thought the chapter titled “Sex-Related Differences in 
Spacial Ability: A Developmental Psychological View” by 


Lauren Harris an exceptionally fine presentation about ver- 


bal-linguistic ability as well as visual-spacial ability. Dr. Har- 
ris examined these topics from viewpoints ranging from 
those in tke social experiential literature to those in the bio- 
chemical genetic literature. The thoroughness with which he 


reviews the literature is indicated by the length of the chap- ` 


ter (48 pages) and the extensive bibliography. 

The chapter '' Effects of Observed Violence on Females: А 
Critical Review” is similar in its level of analysis of the prob- 
lem, lengthy bibliography, and the fact that it poses ques- 
tions rather than answers. Susan Franzblau points out that 
although tke television female symbolizes altruism, she also 
signifies passivity and, often, victimization. Although the 
television male plays the violent perpetrator and plays him 
successfull; y, he also represents competence and power. In 
the real wcrld, the primary victims of males are males, not 
females. Tht TV portrayal of female victimization is a dis- 
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tortion of the real world, adding even mofe confusion and А 
ambivalence to the already murky picture that fpmales havę 
of their role responsibilities. The author concludes with a 
theory that the effect of television on females may be to act 
vate pro-social responses that increase with age. чы 

In addition to the aforementioned authors, an attitudinal 
approach that stresses the continuing need for the develop- 
ment of hypotheses and carefully designed research is dem- 
onstrated in the presentation of some individual authors’ re- 
search projects. Examples include ''The Role Music Plays in 
Adolescent Development” and ‘‘The Role of Laughter and 
Humor in Growing Up Female.” The other articles serve an 
overview function and include the following topics: father- 
daughter and mother-daughter relationships, female delin- 
quency, play of girls (and boys), women geniuses, cross-cul- 
tural perspectives, genetics, clothing, physical growth in 
adolescence, and nutrition. | 

A poignant, thought-provoking commentary about these 
current perspectives on human development are the brief ex- 
cerpts, mainly by writers from the latter half of the nine- 
teenth century, that are given at the beginning of each chap- 
ter. These Victorian quotations reminded me of probably the 
most famous -Victorian story of all, about a girl named Alice 
who learns about a new world through following a male rab- 
bit. Alice tries constantly to control her growth and the im- 
pact of her behavior on others. In her answer to the blue 
caterpillar's question, *' Who are you?” Alice comments that 
she knew who she was when she got up in the morning but 
she can no longer understand herself since she is constantly 
changing. She pointedly remarks that the caterpillar will un- 
derstand her once he has also had to undergo a metamor- 
phosis. Finally, she questions whether he, even now, knows 
who he is. The continued popularity of Alice in Wonderland 
reflects the fact that each of us becomes puzzled and con- 
fused at varying times in our lives with the problems of con- 
trolling growth and development, our social interactions, 
and differentiating the real from the imaginary. This book 
offers a series of readings placing these problems of women 
and men in contemporary social context. 


Nancy С.А. RoEskE, M.D, 
Indianapolis, Ind. 


: Working with Dreams, by Montague Ullman, M.D., and 


Nan Zimmerman. New York, N.Y., Delacorte Press/Eleanor 
Friede, 1979, 323 pp., $10.00. 


Working with Dreams is written for the lay reader who is 
interested in the interpretation of dreams and the use of 
dreams in daily life. 

The book is essentially divided into two sections. The first 
is a remarkably clear, concise, and easily understood exposi- 
tion of contemporary theories of the phenomenon of dream- 
ing, its physiological correlates, and methods of inter- 
pretation. 

In the first section Dr. Ullman presents a lucid and de- 
tailed comparison of the differing perspectives of Freud, of 
Jung, and of himself. He compares and contrasts these views 
in relationship to the theoretical aspects of dreaming and the 
clinical interpretation of dreams. Although he emphasizes 
his differences with Freud and his greater sympathy with 
Jung, an examination of the differences seems «о reveal a 
continuing allegiance to Freud. 
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‘The second half of the book, aside from a chapter on pre- 
cognitive and telepathic dreaming, is largely a description of 
А the мау Ulffnan and his coauthor, Nan Zimmerman, have 
organized dream study groups in which members present 


""ehheir dreams for "group analysis." 


This method is indeed useful, as I know from my experi- 
ence with the use cf actual dreams of the patients of can- 
didates in a psychoanalytic seminar. The clinician who offers 
a dream from a patient is often rewarded by a wealth of rele- 
vant associative material from his or her colleagues. Never- 
theless, I have serious reservations about the function of the 
dream study groups that the authors describe. First of all I 
am not convinced that expertise is as unessential to useful 
dream understanding as they seem to suggest. The use of 
dreams in such groups as the ‘‘dream people" of Malaya de- 
scribed by Noone and Holman (1) is entirely different: ritual 
formulas are used in the interpretation of the dream, adding 
a measure of safety that Ullman's groups, with their more 
personal and more idiosyncratic interpretations, do not pro- 
vide. Furthermore, there seems to be a degree of distress 
initiated in some individuals in Ullman and Zimmerman's 
groups, which, although passed over rather lightly, I found 
of concern. Finally, it is not at all clear, as the authors them- 
selves suggest, whether it is the beneficial results of the com- 
munal dream analvsis or of the more traditional group pro- 
cess that holds the group together. I feel too little attention is 
paid to the latter element, and I believe this in itself consti- 
tutes a danger. 

I suppose that my basic concern with the book's second 
section centers about what Ullman and Zimmerman enthusi- 
astically espouse, namely, a lay approach to the use of 
dreams to illuminate and guide our daily lives. I, too, believe 
all people should pay attention to their dreams as a wonder- 
ful and creative aspect of their experience. This, however, is 
different from a formal study group in which even the expert, 
which Dr. Ullman certainly is, insists on denying his experi- 
ence and expertise and refuses a role as leader. The object of 
this work is said to be non-"'clinical"'; yet the process itself, 
as with so many other projects in which so-called ''elitism"' 

т "professionalism" is decried, exists in a borderland 
fraught with risk. 


REFERENCE 


1. Noone R, Holman D: In Search of Dream People. New York, 
William Morrow & Co, 1972 ` 


JAMES C. SKINNER, M.D. 
Boston, Mass. 


The Broken Connection, by Robert Jay Lifton. New York, 
N.Y.. Simon and Schuster, 1979, 466 pp., $15.95. 


Continuing in Freud's tradition of trying to explicate clinical 
data, Robert Lifton, eminent psychiatrist and author, essays 
a new psychology based on mankind's symbolizing of the life 
cycle. In so, V doing he hopes to obtain a new paradigm. Lifton 
seeks ' ‘general principles concerning death imagery and 
. Struggles for continuity.” The book is divided into prologue, 

parts one, two, and three, epilogue, and appendix. It is heav- 
“ily annotated and tightly written. 
In the eight chapters of part one Lifton compares vari- 
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ous concepts of death znd immortality. He copchudes that it 
would be better to speak of a "'sense of continuity” than a 
“sense of immortality.” He wishes to trade the concept of 
*instincts"' for what he calls ''the inchoate image.” This lat- 
ter term he defines as ^ man's innate plan as a cultural ani- 
mal." Such a change would replace the concept of ''castra- 
tion anxiety” with a more inclusive term, "death anxiety." 
Death images begin at birth and continue to be experienced 
throughout the life cycle. Images of death equivalents in- 
clude such things as images of separation, disintegration, 
and stasis. Each of these images of death has an equivalent 
counterpart associated with vitality. Thus connection is as- 
sociated with sepa-ation, integrity with disintegration, and 
movement with stasis. Lifton ably reviews the traditional 
psychosexual stages of development and reinterprets the de- 
velopmental tasks and experiences in terms of his new para- 
digm. With an Eriksonian flair, he continues this into adoles- 
cence and adulthood. His chapter on "Culture ard Con- 
nection” is particularly lyrical. He expresses here his belief 
that death equivalents and life parameters have a biological 
origin in the inchoate imagery but are embedded in cultural 
symbolization. He demonstrates this by describing funerary 
customs among the traditional and more modern Japanese 
and compares these with modern American customs. Bud- 
dhist tradition is compared with the Judeo-Christian. 

In the 10 chapters of part two of the book, Lifton applies 
his outlined system to concepts of fundamental emotions. 
He also extends this to the neuroses, schizophrenia. and the 
phenomenon of suicide. This was the most interesting part of 
the book to me, and I think it will be to any practicing psy- 
chotherapist. Chapter 11, titled ''Guilt," is a таѕтегріесе. 
Lifton observes, e 


The pragmatic-secular-optimistic constellation charac- 
teristic of much of American life makes the experience 
of guilt virtually a sin. And this in turn contributes 
to the susceptibility of young Americans to movements 
demanding that they wallow in guilt. In any case, guilt 
has acquired a not entirely undeserved bad nams. 


Lifton compares the guilt of two survivors of extreme situ- 
ations, a Viet Nam veteran who had been at My Lai but who 
did not fire his gun and a ‘‘zealot saint” of Hiroshima. Lifton 
is at his finest in reevaluating some of the classical Freudian 
cases, redefining schizophrenia, and reexamining the Buffalo 
Creek disaster and the Hiroshima atomic bombing His own 
work with survivors of these latter two horrors permits him 
to speak with great authority. There are many useful data on 
survivor trauma for the practicing therapist. One zhapter is 
devoted to Yukio Mishima, a serious contender for the No- 
bel Prize in literature who dramatically committed seppuku 
in 1975. Lifton uses him as a case history to illustrate his 
thesis. The attempt is convincing. 

In the 5 chapters of part three Lifton examines "broader 
historical phenomena around the theme of death and conti- 
nuity." He points out our sense of awareness that we have 
weaponry whick could totally wipe out mankind and postu- 
lates a ‘‘psychic numbing.” It is as if all people were begin- 
ning to act like victims. He makes a strong case by reviewing 
the impact of the continual threat of death on trad:tional his- 
torical victims. This worldwide psychic numbing has result- 
ed in the ‘‘ultimate contemporary deformation —z condition 
we may call nuclearism.’’ Modern man attempts t3 deal with 
his death anxiety regarding nuclear weapens by seeing salva- 
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tion as well'as ultimate destruction in nuclear weapons. Ulti- 
mate.salvation includes such things as the uses of nuclear 
power to solve the energy crisis and hopes for nuclear tech- 
nology that will revolutionize modern medicine. 

A four-part appendix concludes the book. Appendix B, 
"Death Imagery and Psychosomatic and Character Dis- 
order," is of further interest to the clinician. Lifton exten- 
sively quotes a 1963 article by Elliot Luby, who sees Lifton's 
work as "' very compatible with our paradigm." Appendix C, 
which includes historical notes on schizophrenia and death, 
is also thought-provoking. 

This is a brilliantly written work of scholarship. Despite its 
being well written, I found the book difficult to read (death 
anxiety). About halfway through the book I noticed that the 


` color of its cover, by accident or by design, reminded me of 


the vestments and artifacts traditionally used in the тешет 
mass іп the Roman Catholiz Church. 

In summary, The Broken Connection is a seminal work 
that will probably be referred to for some years to come. 
Whether or not it will estabiish a new paradigm will depend, 
I think, on Lifton's further working his thesis. I highly rec- 
ommend the book. 


PHILIP E. VEENHUIS, M.D. 
Wauwatosa, Wis. 


Annual Progress in Child Psychiatry and Child Development 
1979, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Brunner/Mazel, 1979, 690 pp., 


. $20.00, 


This is the eleventh year of the Annual Progress in Child 
Psychiatry and Child Development. It continues the labor of 
love undertaken by its editors over a decade ago with their 
devotion to children and their recruitment of others to their 
cause. Eech volume has changed as the emphasis of the pro- 
fessional's interest in children has shifted from year to year. 
The editors have made a significant contribution during these 
vears by permitting their selection of articles to reflect the 
changing interest of professionals as well as attempting to 
identify significant contributions to the ever-expanding sci- 
entific literature about children. Thus an examination of the 
current volume not only exposes the reader to a collection of 
37 articles in 11 major areas but also serves as a signpost of 
where we are now, where the field seems to be going, and 
where some of the inadequacies are in our overall efforts to 
address ourselves to the problems of children. 

The areas of interest include infancy studies, develop- 
mental issues, language cognition, temperament studies, 
family studies, the hyperactive child, mental retardation, 
clinical issues, delivery of services, and adolescence. There 
is a heavy investment in the presentation of developmental 
issues, reflecting our growing preoccupation with the nature 
of the child and the need for reexamination of concepts in the 
light of the inadequacies of our efforts to identify childhood 
disorders. The content of other articles appears to be related 
to the intensified interest in ea-ly childhood development by 
professionals from the disciplines of psychology and educa- 
tion. The transition in content of past and present volumes 
appears to be determined as much by this newly developing 
unity among professional disci»lines as by shifting interests. 


. A reading of the current volume compared with some of the 


. 
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earlier ones shows this change extending td language use às . 
well as techniques of research. 

A number of the articles warrant special mention, but by 
so doing I do not wish to take away from the general level of 
excellence among the others. The best of the articles appear 
to be those clearly identified as reviews of a particular sub- 
ject. Important issues are raised and historical presentations 
of the subject are developed so that the reader can use this 
volume as an effective instrument for reference or review of 
such subjects as neonatal assessment procedures, concepts 
of human development, nonverbal communication, hyper- 
activity, childhood depression, anorexia nervosa (the bibli- 
ography is excellent), day care, and adolescent theory. 

With the limitations of a book made up of the writings of 
many different authors with different styles, points of refer- 
ence, and philosophies, the 1979 volume of Annual Progress 
in Child Psychiatry and Child Development is a contribution 
to all of us interested in children. 


SoL NICHTERN, M.D. 
New York, N.Y. 


Theoretical Criminology, by George B. Vold, 2nd ed., pre- 
pared by Thomas J. Bernard. New York, N.Y., Oxford Uni- 
versity Press, 1979, 422 pp., $14.95. 


Preoccupation with the cause of crime has been the béte 
noir of sociologists, psychiatrists, physiologists, and penolo- 
gists as well as judges, legislators, and the concerned citizen. 
The tremendous amount of thinking and writing on this in- 
triguing subject for almost three centuries has not yet yielded 
a satisfactory, unitary theory; therefore, treatment of crimi- 
nals has been equally unsatisfactory. Professor Vold, whose 
work has been posthumously updated and edited by sociolo- 
gist Thomas Bernard and aided by additions necessitated by 
new researches since the original book was published in 
1958, surveyed the chaotic scene objectively and deftly. 

Professor Vold, who died in 1967, was held in high esteem 
by sociologists and criminologists. He summarized the un- 
wieldy mass of information and theory on crime causation 
with simplicity and honesty, placing psychological, biologi- 
cal, and social theories in perspective. His book is a pleasure 
to read; its treatment of that cumbersome, complex group of 
behaviors, united only in being nominated by law as 
"crime," is a model of clarity. Vold offers no dogma, no 
final solutions, no priorities, only a measured exposition of 
theories that never seem to cover all facts surrounding man's 
perpetual wrongdoing. 

The early chapters outline the various schools. The classi- 
cal school (Beccaria), which advocated '*equal punishment’ 
for ‘‘equal crime," was based on the theory that a criminal 
could make a rational choice of conduct. The anthropologi- 
cal school (Lombroso, Goring, Hooton) held structural dif- 
ferences (dysplasias) responsible for crime. The psychologi- 
cal school believed that mental deficiency was basic for 
crime. The psychiatric theory held that personality dis- 
tortions and ‘‘psychopathy’’ underlay criminaf action. The 
more recent psychoanalytic, dynamic interpretation of crime 
by many authors postulated an ''acting-out" of neurotic 
character distortions. In general, Vold held that biologic- 
psychologic explanations have limited usefulness. 

The author examines the economic theories of crime cau- 
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sation, e.g., "poverty causes crime" and the more recent 
“ecological theories positing that ‘invading and retreating 

1 cultures," cfishing in a spreading city generate conflict that 
exentuates in crime. especially among young people. The 

“work of the Chicago school of sociologists is accented; this 
school held that conditions of life in a city with changing 
ecology form criminal patterns. Following this, the author 
discusses the anomie tradition of Durkheim and Merton, 
who held that a breakdown in regulation allows and even 
encourages members of the society to achieve their goals 
outside the law, as in embezzlement, fraud, and cheating on 
one's income tax, the so-called white-collar crimes. 

The discussion then moves to criminal action as "learned 
behavior” (Lindesmith, Sutherland), according to which the 
accent is on community influence rather than individual de- 
viance or abnormality of personality. Learning by associa- 
tion, i.e., Sutherland’s differential association theory, was, 
according to Vold, ‘tan exciting episode in criminological 
thinking," which has yielded during the recent past to the 
interactionist (Mead) and group conflict (Vold) theories of 
crime. The former holds that what social situations mean to 
the individual is vital in explaining his or her behavior, and 
the latter insists that there is a "shifting . . . equilibrium of 
opposing group interests in society" and that these ‘‘endless 
interactions of moves and counter-moves"' become the es- 
sential element that gives rise to crime. The law-abiding 
group, through the legal process, forms the law and defines 
crime, while othér subgroups conflict with the majority posi- 
tion to attain their own satisfactions. 

The group conflict hypothesis was Vold's own develop- 
ment—''normal antagonisms and conflicts of human 
groups” —represented in the struggle for political power and 
concretized in cultural institutions such as the law. However, 
the author makes i: clear that the group conflict theory holds 
chiefly where criminal acts ‘‘flow from the collision of . . . 
in-groups’’ and out-groups. In other words, ‘Тһе enactment 
and enforcement of laws . . . [is] the result of the conflict and 
compromise process as each group struggles to enhance its 
own position." A contemporary development of the conflict 
theory entails a discussion of Marxist philosophy of political 
organization, whether laws are formed to protect a privi- 
leged class (‘‘criminal law is the tool of the politically domi- 
nant’’) or a consensus of an enlightened electorate, as the 
classical school insisted. 

The essential problem that Vold and his editor faced in this 
work is whether a criminological theory can be evolved on 


the basis of social and/or cultural research, which tends to be - 


"divided between meaningless specifics . . . and broad gen- 
eralizations." In his summary Vold concludes that no one 
theory explains the wide diversity of misbehavior that is 
called crime until more exact definitions and measurements 
of social pressures on individuals can be devised. 

For the psychiatrist who has struggled, as I have, with 
criminal action as psychologically determined, it is arresting 
and stimulating to consider the broader canvas of social the- 
ories of crime. The book is devoted to theory, whose impor- 
tance is its foundation for treatment, which we must admit 
has been anything but successful over the decades. Profes- 
sor Vold's bSok, with the additions by his followers, is a 
necessary tranquilizer for the forensic psychiatrist who is 

_ afloat in the squally sea of criminality. 
i š WALTER BROMBERG, M.D. 
| Sacramento, Calif. 
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New Developments in the Use of the ММРІ, edited by James 
N. Butcher. Minnecpolis, Minn., University of Minnesota 
Press, 1979, 390 pp., $27.50. 


This volume is a collection of papers by authors with spe- 
cial expertise in the use of the MMPI in the various areas 
discussed. Many of these papers were presented at a 1979 
symposium on recent developments in the use of the MMPI 
in St. Petersburg, F.a. The 10 chapters cover a wide range of 
issues, starting with a very technical chapter by Mary Koss, 
who discusses MMPI item content, issues, and prcblems. 
This is followed by chapters on the clinical use of the MMPI, 
including one on the evaluation of personality changes with 
the aging process by Gynther, '' Ethnicity and Personality,” 
also by Gynther, ‘IJse of the MMPI with Medical Patients" 
by David Osborne, '*Use of the MMPI in Personne! Selec- 
tion" by James Butcker, апа ‘‘MMPI in the Evaluation of 
Treatment Effects" by Steven Hollon and Monica Mandell. 
There are two charters on the use of the MMPI in the classi- 
fication of criminal offenders, one by Edwin Megargee and 
one by Raymond Fowler. These discuss the use of a comput- 
erized interpretation of the MMPI in correctional decisions. 

The last few chapters are primarily research oriented, one 
by James Butcher and Lee Anna Clark cn recent trends in 
cross-cultural MMPI research, and a very interesting chap- 
ter by David Lachar and James Sharp on the "Use of Par- 
ents’ MMPIs in the Research and Evaluation of Children.” 
Finally, there is an excellent bibliography of MMPI research 
organized by such topics as affective disorders and related 
studies, organicity and intellectual functioning, and treat- 
ment outcome. 

The generally high level of the material presented in this 
volume is, I believe, a tribute to Dr. Butcher's careful editing 
and his encyclopedic knowledge of the field. Although much 
of the material contained in the volume would be of interest 
primarily to indiv:duals using the MMPI in research activi- 
ties, there is impcrtant, clinically useful information in sev- 
eral of the chapters that will be valuable for clinicians work- 
ing in the areas cf corrections, in general medical settings 
where assessment of the personality problems of patients 
may be of importance, and for clinicians using psychotropic 
medications in treatment and in clinical trials. 

Although this volume would not be recommended for in- 
clusion in every psychiatrist's library, it certainly should be 
available for reference in mental health centers, in psychiat- 
ric hospitals, and in general hospitals with psychiatric units 
and active psychiatric-liaison services. 


BERNARD C. GLUECK, M.D. 
Hartford Conn. 


Existential Foundations of Medicine and Psychology, by Me- 
dard Boss; translated from the German by Stephen Comvay 
and Anne Cleaves. New York, N.Y., Jason Aronson, 1979, 
297 pp., $20.00. 


This is a difficult book to comprehend, in part because of 
the unfamiliarity of most American readers with existential 
philosophy and psychiatry. The paragraphs that follow are 
intended to present some of its principal contentions and to 
put them into the perspectives of more familiar schools. 

A useful starting point is the existential description of pa- 
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thology. Every disorder, from a broken leg to schizophrenia, 
is described from the existential viewpoint in its impact on 
humar. freedom, by which is meant one's ability to relate 
tully to the world or, in Boss's language, to have access to 
the modes of being in the world. These modes or basic hu- 
man characteristics include the ability to move through 
space and time (and not only measurable space and time, but 
the ability to imagine absent spaces and times), accept un- 
certainty and mortality, coexist in a shared world, and reach 
an affective attunement. Descriptions of pathology are de- 
scriptions of impingements on these modes, and the thera- 
pist's responsibility, whether as surgeon or psychiatrist, is to 
place himself or herself with the patient in the task of restor- 
ing human freedom. In other words, pathology is here de- 
scribed in terms of the highest human functions rather than 
the lowest. It is not that the “lowest” (for example, a meta- 
bolic defect) are not important; many, of course, are fatal. 
The point is that they cannot describe what is human. 

The advantages, Boss argues, of retaining human refer- 
ence points for descriptions of pathology are several. Human 
reference points direct attention to large-scale impingements 
on freedom that make reductionistic lesions secondary or 
symptomatic and their corrective measures ineffective in the 
life of the patient as a whole. Boss is not against setting frac- 
tured lezs. What he means is that many fractured legs are 
symptoms of accidents, which in turn are cries for help of 
beleaguered individuals. The surgeon must place himself or 
herself with the patient in the world unless he or she is to be 
a mere technician who will all the more readily, Boss fears, 
become an agent of state medicine and lose the great role of 
healer. : 

Human reference points make possible a real locating of 
the patient and therefore of joining him or her in the task of 
liberation. Every reductionist view, whether the reduction to 
chemical events or psychic complexes, threatens not only 
our grasp of the patient's whole situation but also our ability 
to get wizh him in its correction. Here the classic illustration 
is the patient hurried through and out of the university clinic; 
a rare егесі is discovered, but the patient never has the op- 
portunity to voice his chief complaint. The first goal of the 
existential healer is to see the world from the patient's point 
of view. This may mean concentration on the broken leg (to 
which the painful member had reduced the patient's world), 
but atten-ion cannot as a rule remain there long. Once the 
acute phése of the illness is over, the healer seeks to share 
the patient's now enlarged world. It may be there is no en- 
larged world; the concentration on the leg continues, as in 
some hypochondriases. Or the patient's world may open up 
to full human freedom and the healer is dismissed, but there 
mav be specific impingements that need attention. 

Boss's accounts of phobias are illustrative. Emphasis does 
not fall on intrapsychic condicts or environmental condi- 
tioning (much as these may shape the choice of the specific 
phobia) but on the underlying attitudes, for example, narcis- 
sistic expectations that make any interruption, breakdown, 
or intrusion a feared attack on the patient's entitlement al- 
ways to expect changelessness, safety, even immortality. 
This is not Boss's language. He writes of the agoraphobic 
person's iaability to tolerate large open spaces because in 
fact it is from these that "unfamiliar and uncertain things" 
may enter., The point is the same: the agoraphobic person is 
accused of having a brittle character or world outlook. Psy- 
choanalytiz and behaviorist treatments may be effective, but 
Boss implies this is because both provide the brittle patient 
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with an ally against uncertainty. The existefitial claim, which , 
I have seen sustained enough not to dismiss V is that the 
same result can be achieved more fully and directly by al- 
lying with the patient in his world view and then helping him 
gradually to modify it. : = 

The existential view is curiously like the medical view. 
Both see the patient as impinged upon: in the medical view, 
by bacteria, viruses, cancers; in the existential view, by 
these and, as well, other people, social systems, etc. 

The human reference indicates not only the substrate of 
disease and the possibility of being with the patient in his 
situation, it also provides goals of therapeutic work: the defi- 
nition of full human freedom. The detail in which exis- 
tentialists do this should be of special interest to psychia- 
trists who have had to construct treatment goals from disease 
concepts or the broad strokes of Freud’s love and work. 

In different words, the book claims there is an existential 
and not an exclusively physical science foundation to medi- 
cine and psychology. An exclusively physical science foun- 
dation, Boss argues, leaves us capable of seeing ‘‘only caus- 
al relationships among isolated objects." An existential 
foundation recognizes what Boss believes is the reality of the 
human state: that its occupants are not isolated objects, their 
relationships can never be fully quantified or causally con- 
nected, and that the goal of their being is а "'non-object- 
ifiable openness." At this point existential psychiatry, like 
all the schools, begins to move within the circle of its own 
words. Let me attempt a translation. In the human sense, I 
may be closer to my friend a thousand miles away than 1 am 
to the floor I walk on, unless perhaps it is the floor of my 
home. However, a true measurement or objectification of 
these psychic distances is probably not possible, although 
they are often the distances we care most about. My human- 
ness consists not only in my capacity to walk that floor, but 
also to be close to my friend so far away. 

These contentions are challenging and not readily dis- 
missed, but it must be said that Boss seldom makes their 
acceptance easy. The tone of the book is polemical, at times 
cranky, and repetitious. Freud's metapsychology is as much 
an albatross for Boss as it is for many analysts; he cannot 
leave off picking at it, although the accusations he makes 
(reductionism, reification, nineteenth-century physicalistic 
analogies, etc.) are well-known to the literature of all the 
schools, including psychoanalysis itself. Moreover, Boss's 
presentation of existential work suffers from the same tone. 
He does not speak well even of the existentialists. Indeed, he 
cannot speak of many at all. (The American reader will miss 
any reference to May, Fromm, Rogers, or Kohut.) Most 
readers, I suspect, will deplore the ‘‘only I know” attitude 
so epidemic on the present sectarian scene. 

I agree with Boss that much theorizing along natural sci- 
ence lines handicaps as much as it equips the practitioner, 
perhaps especially the psychotherapist. He agrees, too, that 
the gap between observer and observed favored by some 
perhaps outdated students of natural science at times pro- 
vides an obstacle to both understanding arid treating. On the 
other hand, and at other times, the gap between observer 
and observed is serviceable in that it allows for an objectivity 
toward the self of great value. Further, I believeét is possible 
to show that objective and quantitative notions, in other 
parts of this book disapproved of, are bootlegged in for the . 
purpose of making an often useful way of thinking and work- 
ing into a general psychology. I believe this last is the abiding 
sin of all the great schools. у 
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Boss's approach, too, is reductionist in a way he does not 
appear to notice. The many subtle and useful differentiations 
of the other schools are reduced to a few general statements 
that do not allow us to appreciate the intellectual and thera- 


* Beutic value of the differentiations. (I believe this is espe- 


cially true of his discussions of transference.) Existential 
writings often have a flat, broad quality, for all their occa- 
sional rising to poetry and philosophy, that does not fit well 
the uneven terrain oi actual clinical work. I write this appre- 
ciating that Boss's own clinical work probably does not imi- 
tate his conceptualizations. It is very hard to write accurate- 
ly of clinical work. Р 

Finally, one must acknowledge the many values of the ех- 
istential viewpoint that this book underlines: existential 
work, more than any other, appreciates the importance of 
the future; we know, but often refuse to acknowledge, our 
flimsy structure of causes (different causes can produce the 
same psychopathological picture, and the same cause can 
produce very different pictures). Further, a heightened un- 
derstanding of drecms springs from seeing them as trans- 
lations of actual human situations, and the description and 
understanding of affects profits greatly from the phenomeno- 
logical approach. 

If reprinted, the book should be carefully proofread.. 


LESTON L. HAVENS;M.D. 
Boston, Mass. 


Logotherapy in Action, edited by Joseph B. Fabry, Reuven 
P. Bulka, and William S. Sahakian. New York, N.Y., Jason 
Aronson, 1979, 365 pp., $30.00. 


As the title promises, this book is about logotherapy. It is 
edited and written by followers of Viktor Frankl, who calls 
himself the *'father of logotherapy.’’ Despite the frequent at- 
tempts to clarify the nature of logotherapy, there is a pecu- 
liar failure to define this special approach to therapy in clini- 
cally meaningful terms. Although several contributors at- 
tempt to do so, I found myself less than satisfied with their 
definitions. Logotherapists seem partial to a definition that 
stresses the term ‘‘meaning’’: '' Logotherapy, then, is thera- 
py through meaning (logos)."" ‘‘Logotherapy is a method to 
help persons whose life has become empty and meaningless 
to lead a fuller existence.” In addition to defining therapy in 
ihese rather restricted terms, logotherapists appear to throw 
out psychopathology in any usual sense. For them, psycho- 
neurotic or conflict-based illness, psychosis, and all varieties 
of psychiatrically defined illness are either unimportant or 
not within the domain of logotherapy. Their preference is to 
address what they perceive to be an epidemic of meaning- 
lessness that pervades contemporary American culture (ap- 
parently more than it does European culture). The task of 
the logotherapist is to show the client the significant meaning 
in his or her life no matter how disadvantageous the life situ- 
ation may be. Furthermore, there appears to be no category 
of human sufferirg (as opposed to psychiatric illness) that 
cannot be addressed through this form of therapy. 

It would bg easy to dismiss this book were it not for the 
fact that it is clearly the product of well-intentioned individ- 


„uals with a variety of backgrounds in counseling psychology 


training (only Frankl and Gerz have medical training). Al- 
though the editors’ contention that logotherapy is a widely 
applied form of psychotherapy is inaccurate with reference 
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to psychiatric outpatient settings, it is undoubtedly being ap- 
plied by counselors in a number of settings. Unfortunately, 
no data are provided to allow for a judgment about the extent 
of its use. From what I could ascertain from the writ ngs of 
various contributors, it would not surprise me if some indi- 
viduals with a variety of neurotic disorders were helped by 
the kind of interventions described in the text. Both of the 
major “echnical maneuvers of logotherapy, paradoxical in- 
tention and dereflection, are based on the assumption that 
the will to meaning :n life allows individuals to exercise con- 
trol of their condition by modification of their attitudes, even 
those toward neurotic symptoms. Gerz used paradoxical in- 
tention with a patient incapacitated by the fear of having a 
heart attack by repeatedly encouraging the patient to mage 
himself have a heari attack. The patient responded by giving 
up his fear in three sessions. Dereflection was appliea in one 
example to an impotent man who was told that the problem 
was not serious but he must absolutely restrain himself from 
intercourse and tell his spouse of the doctor's orders. Re- 
leased from the demands of sexuality the patient 2ecame 
sexual and potent once again. 

These techniques and examples are not totally unfamiliar 
to clinicians. Psychoanalytically oriented therapists are 
aware of the occasional need for manipulations, even in aral- 
ysis. The difference here is that these very short-term inter- 


ventions are characterized by a lack of attention to the past; 


the inner emotional life, and, most of all, to the transzerence. 
The philosophical core of logotherapy is in fact present in 
part in psychoanalysis; it is necessary for analysands to ac- 
cept the fact that the exploration of their symptomatic mani- 
festations, dreams. and affects will add new meaning to their 
lives. Furthermore, the capacity to tolerate painful affects 
related to past losses, disappointments, and mistakes is a re- 
quirement of a successful treatment. 

At this point tke similarities cease and logotherapy be- 
comes a form of "wild analysis" in which the transference 
power of the therapist is used without any apparent aware- 
ness by therapist or patient. This schism between logothera- 
py and clinical psychiatry and psychoanalysis is worrisome 
to say the least. One can only hope that those individuals 
with serious emotional distress and needs manage to find 
their way to therapists whose training permits them to ap- 
proach their problems in a way that identifies and lessens the 
influence of pathclogical trends in the personality. 

Finally, it should be noted that the insistence by zImost all 
of the book's contributors that the major "collective neuro- 
sis of our time is spiritual is not nearly as innocent and 
naive an asserticn as it might appear. This form of ex- 
ternalization has aad its appeal to pessimistic social critics, 
such as Lasch (13, in whose work it reached а peak of ex- 
pression of the confusion of internal and external problems. 
Although the insistence that psychiatric problems and suf- 
fering result from an attitudinal defect caused by ‘‘moral 
decay” in society may have important repercussicns in the 
hands of a widely read social critic, the effect of such an 
attitude on a psychotherapist is directly destructive of that 
therapist’s capacity for empathic understanding and for the 
amelioration of individual suffering through interpre:ation. 

This volume illustrates the unfortunate effect of abandon- 
ing the medical model of evaluation and treatment of emo- 
tionally based disorders. I consider the counseling .5sycholq- 
gists following this system of therapy te be both mislec and 
superficially trained. This new volume will represent a defi- 
nite disappointment to those who first encounterell Frankl in 
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his moving book From Death Camp to Existentialism (2). 
From that early book it would have been impossible to pre- 
dict that Frankl and his followers would derive a '"'supra- 
ordinate" theory of therapy that discards an entire corpus of 
theory and practice in psychoanalysis and psychiatry. That 
Frank] could find meaning in his experience within the con- 
centration camps was and is moving. Retrospectively, how- 
ever, his development of logotherapy leads me to wonder 
whether his assertion that survival was based on finding 
meanirg in experience does not represent an inaccurate, nar- 
cissistically based assumption. Perhaps it is chance alone 
that determines survival in a randomly destructive environ- 
ment. Psychiatric readers of this book will find little to re- 
flect on that might enhance their clinical effectiveness or 
stimulate their intellectual processes. Unfortunately, with its 
fe'w techniques, concepts, and ideas, it might appeal to some 
individuals whose training is nonmedical as a simplified sys- 
tem of therapy. Patients treated by logotherapy will have re- 
ceived an infusion of a philosophical stance that, while possi- 
blv helpful, will deprive them of insight into the nature of 
their suffering. 
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Alcohol and Alcoholism, by the Special Committee of the 
Royal College of Psychiatrists. New York, N.Y., Free Press 
(Macmil'an Publishing Co.;, 1979, 155 pp., $10.95. 


The S»ecial Committee of the Royal College of Psychia- 
trists is chaired by Dr. Griffith Edwards, who is well known 
by alcohologists in the United States. The remainder of the 
committee is composed of distinguished members of the Col- 
lege. 

This report was written in response to the awareness of 
how serious a problem alcoholism is becoming in the United 
Kingdom. Alcohol consumption per capita rose 87% from 
1950 to 1976, and "guilt for offenses of drunkenness’ per 
populaticn doubled. The report is directed to a broad au- 
dience, not just a professional audience, and undoubtedly it 
is hoped that some of those reached will be decision makers 
in government and health policy councils. Because this is the 
gogl of the report, it is not intended to be a scientific or tech- 
nical monograph. There are no references to supportive liter- 
ature, but a bibliography is provided for further reading. 
Anyone familiar with the field will not find new information. 
It is not a book on how to do it. However, it is broadly edu- 
cational for those not so famrliar, and that is the purpose of 
zhe report. Because it is about the drinking problems of Eng- 
land and Wales, it is an excellent review for anyone inter- 
ested in cross-cultural studies of alcohol use and misuse. 

“Alcoholism,” as used in “his report, embraces not only 
the dependence.syndrome but also alcohol-induced impair- 
ment. I was therefore surprised to learn that there are ‘*on- 
ly’? 300,000 to 500,000 peopie so inflicted in England and 
Wales, wkith have a population one-fourth that of the United 
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States, where we estimate a prevalence of more than. 
10,000,000 when this more inclusive definition js used. . 

Although they make passing reference to “Ог. Anstie's 
limit" (that of a nineteenth-century British physician) af , 
three ounces of whiskey or half a bottle of table wine or two 
pints of beer a day to be safe of ill affects of alcohol, the 
committee members seem less conservative. They warn that 
daily consumption of half a bottle of spirits or eight pints of 
beer creates ‘‘a very considerable risk of acquiring depen- 
dence, and this statement should not be taken as meaning 
that lower levels are necessarily safe." They estimate that 
two bottles of wine daily may put a pregnant woman into the 
danger zone for having a child with the fetal alcohol syn- 
drome. They say that four pints of beer daily or ‘‘four dou- 
bles of spirits" or a bottle of wine ‘‘constitute reasonable 
guidelines for the upper limit of drinking." Although con- 
vincing data are lacking on this subject, a report like this 
intended for the public might have been wiser to have stayed 
with ‘СОг. Anstie's limits.” 

The general statements about treatment efficacy suggest 
that about 30% of alcoholics will be abstinent a year after 
intervention, 30% will be less impaired but still drinking, and 
40% will be unchanged. This closely parallels the ‘‘one-third 
rule" usually found in follow-up studies in the United States. 
The committee has the same treatment controversies we do: 
inpatient versus outpatient, intensive versus minimal treat- 
ment, generalist versus specialist, abstinence versus ‘‘return 
to normal drinking," psychotherapy versus behavioral ther- 
apy, and so forth. 

The recommendations made are sound— primarily that 
public awareness be greatly increased so that social ex- 
pectations about alcohol consumption will change. The com- 
mittee believes that a drop (or at least no further rise) in per 
capita consumption is an important preventive strategy, 
something being debated in the United States. They oppose 
relaxation of license controls and advocate better coordina- 
tion among government agencies that have some in- 
volvement with alcohol and health. They suggest that liquor 
advertising should be studied and perhaps curtailed, that in- 
dustry and business should reduce pressures on employees 
that encourage drinking, and that health professionals should 
be better educated about alcoholism. 

This interesting report is well thought out and clearly writ- 
ten. It is to be hoped it has a beneficial impact on the citizens 
of England and Wales. 


ROBERT A. Moore, M.D. 
San Diego, Calif. 


Drug and Alcohol Abuse: A Clinical Guide to Diagnosis and 
Treatment, by Marc A. Schuckit, M.D. New York, N.Y., 
Plenum Medical Book Co., 1979, 193 pp., $16.95. 


It must take a great deal of courage to write yet another 
book on the diagnosis and treatment of drug and alcohol 
abuse. In the past two decades we have seen innumerable 
texts on the subject written from every possible perspective. 
Some have been good, some bad, and many hawe been medi- 
ocre. The current volume tends toward the good end of the 
spectrum. x 

Dr. Schuckit has produced a concise, well-organized, and 
readable volume. It admirably fulfills his twofold goal of 
presenting a volume that can serve as a broad overview of 
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„ё common drugs of abuse (including alcohol) as well as 
providing rapidly accessible data on emergency treatment 

, procedures. &uperfuous material is virtually nonexistent. 
Ohe gets a lot of meat and very little fat. Appropriately se- 

* lécted references can guide the motivated student toward 
greater depth of knowledge in any area of interest. 

The author should also be commended for including prob- 
lems of alcohol abuse along with other substance abuse. The 
current tendency to treat alcohol abuse as though it were an 
entirely separate disease or illness from that of other drug 
abuse is more political than scientific. A single handbook 
that comfortably treats the spectrum of drugs of abuse is 
valuable. 

Each chapter treats a major category or class of drugs with 
abuse potential. Within each chapter sections on pharmacol- 
ogy, epidemiology, and diagnosis are followed by a dis- 
cussion of emergency problems and treatment characteristic 
of that class. Special chapters on multi-drug use, ovér-the- 
counter drugs, and rehabilitation add breadth and depth to 
the book. Of special interest to the practicing physician is the 
well-written chapter on ‘‘Emergency Problems: A Rapid 
Overview,” which establishes a logical framework for rapid 
clinical assessment of drug intoxication when the nature of 
the drug taken is unknown. 

I have a few carping criticisms. The author's definitions of 
drugs of abuse and of drug abuse are unsophisticated. Part of 
the problem, of course, lies in the fact that it is not just the 
pharmacology of the drug that makes it a drug of abuse but, 
rather, human behavior. The social and psychosocial pat- 
terns of use produce abuse. The permutations and combina- 
tions of possible behavior patterns and pharmacological in- 
terreactions are so numerous as to virtually negate any pos- 
sibility of clear, concise, and meaningful general definitions. 

It is disturbing that the author made no attempt to tie his 
work into the definitional framework of either DSM-III or 
ICD-9-CM. The addition of one or another of these classifi- 
cation systems (they are for all intents and purposes virtually 
identical) would have added a useful dimension to an other- 
wise excellent volume. 

In summary, this book should appeal to a wide audience. 
Physicians and others involved in the treatment of abusers — 
especially in emergency or crises settings—will find it an 
eminently practica! tool. 


JAMES T. BARTER, M.D. 
Sacramento, Calif. 


Handbook of Child and Adolescent Psychiatric Emergencies, 
by Gordon K. Farley, M.D., Lloyd O. Eckhardt, M.D., and 
Frederick B. Hebert, M.D. Garden City, N.Y., Medical Ex- 
amination Publishing Co. (Excerpta Medica), 1979, 185 pp., 
$12.00 (paper). 


This handbook is designed to provide mental health work- 
ers with help when confronting a child psychiatric emergen- 
cy. The first three sections of the book are extremely brief, 
exhorting the clinician to see the opportunities and pitfalls 
involved whef a child is seen under emergency conditions. 
In addition, fhey provide a comprehensive outline of a child 
psychiatric assessment. 

The fourth section constitutes almost the entire body of 
the book. It.is titled “Specific Child Psychiatric Emer- 
gencies."" Since only a few situations in child psychiatry are 
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truly emergencies, this section is in fact an abbreviated text- 
book of child, adolescent, and (in some cases) adult psychia- 
try. It discusses acute drug abuse, adolescent schizophrenia, 
anorexia nervosa, child abuse, and childhood psychoses. By 
summarizing many classical articles іп one place, this sec- 
tion was useful to me as a succinct review of a large bocy of 
material, highlighting and refreshing my memory on many 
details in the assessment and treatment of numerous psyzho- 
pathological conditions. In that context, the absence 2f new 
ideas or of inspired writing seemed less bothersome. 

As a-handbook oi child psychiatric emergencies, (ле taxt 
does not distinguish true emergency situations from those 
which are less so. The alphabetic arrangement of material 
contributes to this. It might have been useful to organiz= the 
true emergency situations into one brief chapter. 

There is a spotty quality to this book: some of its sections 
are exceedingly well done, including those on runaway chil- 
dren and school phobias, while others, including that 2n ado- 
lescent schizophrenia, represent a simple abridging of sec- 
tions of the Comprehensive Textbook of Psychia/r» (1). 
While this does not detract from the book's useful na:ure as 
a refresher, it does highlight the fact that the text could have 
done more. 

After the long section on specific disorders of childhood, 
the section on psvchopharmacology seems repetitious. It 
could be useful to a clinician who wants to look up a dosage 
or a particular pharmacologic treatment for child psychiatric 
conditions. However, I found it the least useful part of the 
book; it would have been better if it had been more rightly 
integrated into the previous section. 

In conclusion, the Zandbook of Child and Adolescent 
Psychiatric Emergencies represents a useful review дс, in 
some: cases, overview of child and adolescent psychiatry, 
with a particular emphasis on more or less acute situations 
and the emergency situations that sometimes arise from 
them. The book refreshed my memory, organized a vast 
body of material iato a useful summarized whole, selecting 
only those pieces of work the authors felt were most per- 
tinent. On the whole, I think the book is a succinct and use- 
ful addition to existing literature in this feld. 
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The Psychobiology of the Depressive Disorders: Implizations 
for the Effects of Stress, edited by Richard A. Depuc. New 
York, N.Y., Academic Press (Harcourt Brace Jovanovich), 
1979, 437 pp., $29.50. 


This is a delightful volume that reviews the recent ad- 
vances in genetic and biological aspects of affective dis- 
orders and recent research in life events and points toward 
areas where knowledge from these disciplines inter-ace. The 
major thesis invo!ves the concept of vulnerability to disease, 
a concept that focuses on environmental-biologizal inter- 
actions in the genesis of psychiatric disorders. 

The volume has five major sections. The conceb-aal Over- 
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view cÊstréss.and disease presents the major thesis. The sec- 
ond section consists of four chapters, three dealing with 
classification of depressioa and one presenting an overview 
of issues in measurement of stressful life events. The review 
of unipolar-bipolar distinctions is excellent; it proposes a 
thoughtful classification based on this dichotomy. A chapter 
on the endogenous-neurotic distinction is quite comprehen- 
sive and well referenced and discusses the effects of antide- 
pressant medication and ECT. The relation of anxiety to de- 
pressive states has an excellent review of this topic, and the 
chapter on measurement of stressful life events presents a 
format for issues that are elaborated on in subsequent chap- 
ters. 

.Ihe third section discusses the interaction of stress and 
biological variables in depression. The five chapters in this 
section concern norepinephrine metabolism in animals and 
in depressed patients. Neuroendocrine studies in depres- 
sion, with emphasis on cortisol, are reviewed with regard to 
diagnosis, catecholamine metabolism, and stress. The chap- 
ter on genetic influences on catecholamine metabolism is 
concerned for the most part with animal studies, although 
the family studies of catecholamine metabolizing enzymes 
are covered. The relationships of neurophysiology to stress 
and depression are discussed. 

The fourth section reviews psychosocial aspects of stress 
and depression. The six chapters in this section discuss stud- 
ies of life events and depression with emphasis on the studies 
done in New Haven and London. Psychological theories of 
depression (reinforcement, self-esteem, and learned help- 
lessness) are discussed in separate chapters. This section 
concludes with a chapter reviewing cognitive and behavioral 
factors in the regulation of stress. | 

The fifth section consists of two chapters that present 
models for integrating stress-biology interactions. Strategies 
for future research in depression, including studying children 
of depressive parents, are discussed. 

Although this is a multiauthored volume, the editor has 
created a good sense of continuity from chapter to chapter 
and from section to section. The chapters are usually re- 
views and overviews of topical areas, and particular re- 
search studies are often high:ighted. Each chapter is well ref- 
erenced, although for the most part the references are only 
through 1977. 

One problem with any recent book on depression is how to 
integrate previous studies with the new DSM-III nomencla- 
ture. DSM-III is not addressed in this volume. However, the 
topics covered are basic to our understanding of psycho- 
pathology and provide a useful background as clinicians be- 
come familiar with DSM-III. This book has considerable in- 
formation and should be of value to both researchers in de- 
pression and clinicians who wish to review recent advances 
in depression research. 


Davip L. DUNNER, M.D. 
Seattle, Wash. 


Malpractice: A Guide for Mental Health Professionals, by 
Ronald Jcy Cohen. New York, N.Y., Free Press (Macmillan 
Publishing Co.), 1979, 320 pp., $13.95. 


This is an ambitious book by a legal amateur (the author is 
a psychologist). Although I am an adherent to the maxim 
thatthe leW is too important to be left entirely to lawyers, I 
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would observe that there are limits to the strictly legal contri- . 
butions that nonlawyers can make in the law-behavioral sci- 
ences dichotomy. A glaring example of the legal naiveté of 
the author is the statement on page 48, ‘‘Whereas crimirfal 
cases must be tried by a jury, civil cases can be tried by ‘a ' 
jury or judge." Criminal cases of course are regularly tried 
by a judge when the jury is waived. 

There are repeated disclaimers that the book is authorita- 
tive, such as, "None of the case material should be con- 
strued as constituting a definitive statement of the law." One 
hundred eight pages are devoted to “vignettes” of illustra- 
tive cases. The author indicates that some of these cases are 
"sketchy." In many, in my opinion, they are worse than 
that—''simplistic," *‘distorted,”’ and "irrelevant" are adjec- 
tives that occurred to me as I reviewed them. I do not under- 
stand, for example, what /n Re Gault has to do with malprac- 
tice. 

The author is to be applauded for the enormous and diffi- 
cult undertaking this book must have entailed. The subject is 
thorny and complex and does not lend itself to easy general- 
izations. Quite the opposite: case law in this area is diverse, 
inconsistent, and often quite idiosyncratic. 

I do not mean to convey the message that this book is 
without any merit. The mental health professional who is ex- 
perienced in the workings of the legal system will learn from 
this book, indeed will learn a great deal. However, the book 
should be read with a healthy application of skepticism, giv- 
en its lack of legal authority, which the author himself ac- 
knowledges. If you should get caught up in a malpractice 
action, the book will help you to understand the complexity 
of the area, but it is no substitute (nor is it intended to be) for 
either your insurance carrier or yourself getting the best mal- 
practice lawyer you can find. 


A. Louis McGanRY, M.D. 
East Meadow, N.Y. 


Three Millennia of Chinese Psychiatry, by John J. Kao, M.D. 
New York, N.Y., Institute for Advanced Research in Asian 
Science and Medicine, 1979, 179 pp., $10.00 (paper). 


The title of this monograph, which was first written as an 
M.D. thesis at Yale School of Medicine, appears to be mis- 
leading in that there is very little that we would find at all 
familiar until the beginnings of ‘‘missionary psychiatry” in 
the late 1800s. The meat of this book is an account of the 
author’s observations on a trip to the People’s Republic of 
China in 1973, which has been set in historical context. 

Although I found the philosophical ideas of the initial sec- 
tion rather difficult to follow, once Dr. Kao starts describing 
the early beginnings of modern psychiatry, he becomes a lu- 
cid, thoughtful, and careful analyst of trends and events in 
the development of psychiatric knowledge and practice in 
China. The descriptions of the neglect and cruelty expressed 
toward the mentally ill are reminiscent of conditions in the 
United States and Europe before the advent of Dorothea 
Dix, Pinel, and others who made attempts to develop hu- 
mane treatment methods. The historical тае! is plentiful- 
ly documented through citation of sources. The account of 
the John Kerr Refuge for the Insane in Canton, of which I, 
had not previously heard, was compelling and fascinating, a 
monograph within a monograph and worthy of separate pub- 
lication. Е 


Am J Psychiatry 137:8, Augus? 1980 


. Inspite of these early efforts, only a minuscule portion of 
the total mental health problem in China was attacked until 
“arter the liberation" in 1949, when the new government de- 
citled to devote resources to the study and development of 
p$ychiatry. As Dr. Kao points out, psychiatric services were 
part of a plan to provide general medical care in China, 
where almost none had previously existed, and prodigious 
efforts were made to train statf and obtain supplies. By edict, 
modern and traditional forms of medical care were combined 
and the best taken from each. An important underpinning of 
the new psychiatric therapy was political—the concept of 
the illness as the enemy and the enlisting of the efforts of the 
patient and his peers in defeating it. The cure thus lay within 
the individual. 

Psychiatry and its patients also changed as ancient 
scourges were overcome and as a social system was devel- 
oped that met the basic needs of people within a traditional 
Chinese framework. For example, mental disease due to 
syphilis disappeared as prostitution and venereal disease 
were practically eliminated; senile dementia responded to 
changes that gave the elderly useful roles and continuing 
relationships with their families. 

Unfortunately, Dr. Kao’s account does not cover the past 
seven years in China since his visit, nor does it attempt to 
review the more modern literature. For example, the 
thoughts of Chairman Mao are no longer regarded as thera- 
peutic, and ‘‘the little red book” no longer accompanies the 
patient to the group therapy session. Since the Cultural Rev- 
olution, which was ending about the time of Dr. Kao’s visit, 
there has been a substantial increase in the valuing of ‘*ргор- 
ress’’ as defined in Western terms. Intellectuals are no long- 
er expected to submerge their interests and blend with the 
peasants, with the consequent loss of scientific contributions 
and energy that might be more productively spent in the are- 
na for which one was trained. When Dr. Kao wrote he was 
well aware that changes were continuing and inevitable, and 
one hopes that he will have an opportunity to share updated 
information. 

All in all, this is an impressive piece of work, with much 
interesting detail, thoughtfully analyzed and documented. It 
would be of particular interest to those who wish to know 
more about the broader implications of the medical and psy- 
chiatric social-community care system that has evolved in 
China. 


JoHN S. VisHER, M.D. 
Palo Alto, Calif. 


The Later Papers of Sir Aubrey Lewis, LL.D., D.Sc., M.D. 
New York, N.Y., Oxford University Press, 1979, 245 pp., 
$37.50. 


This book contains 24 papers written by Dr. Aubrey Lewis 
between the time of his retirement in 1966 and his death in 
1975. The author's predominant orientation is historical and 
descriptive. He traces the historical development of the defi- 
nitions and classifications of several mental syndromes from 
the time of thg early Greeks to the present. For example, he 
lucidly traces the historical development of the concepts of 
such mental syndromes as anxiety, hysteria, paranoia, 
phobia, and the psychopathic personality. In each of these 
instances he reviews the varying use of the terms represent- 
ing these conent over time in each of several languages. 
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From these data, using his own observations, he attempts 
through logical arguments to establish a preferred meaning 
for each term within the general classification of mental dis- 
orders. His argumerts are cogent and stimulate one to think 
about the obvious nosological problems in psychiatry, such 
as the fact that different psychiatrists include differing pa- 
tients in the same diagnostic category. 

Dr. Lewis’ paper on hysterias and his paper on phobias 
are both very succinct historical critiques of the develop- 
ment of these diagnostic syndromes. In three other papers he 
1) traces the historical development of the concept of the 
endogenous-exogenous dichotomy, 2) shows the cultural rel- 
ativity of the attitude that drug dependence is damaging, and 
3) discusses the reciprocal influence of culture on mental dis- 
ease and of mental disease (and psychiatry) on culture. Some 
of the 24 papers are concisely written reviews of books by 
various authors. 

In his various papers Sir Lewis poignantly criticizes and 
puts into his own perspective many of the different psvchiat- 
ric approaches. In separate papers he critically evaluates the 
behavioral, the biochemical, and the psychoanalytic points 
of view. Although at times he fails to state Freud's views 
correctly, at other times his criticisms of psychoanalysis are 
apt. In reviewing current drug research he puts it into per- 
spective by comparing and contrasting it with earlier work 
on general paresis and ECT. 

Although Dr. Lewis tends to critically evaluate the ideas 
and work of others, rather than put forth new ideas or otser- 
vations of his own, his clear arguments and the breadth of his 
historical perspect:ve are enjoyable and informative. 


FELIX Е. LOEB, JR., M?D. 
La Jolla, Calf. 


Des Fous dans la Ville? Gheel (Belgique) et Sa Thérapie Sécu- 
laire, by Eugeen Roosens; translated by Maddy Buysee, 
Jacques Dumont, and Eugeen Roosens. Paris, France, 
Presses Universitaires de France, 1979, 207 pp., ao price 
listed (paper). 


Virtually no psychiatrist is unaffected by the baffling cir- 
cumstances of Gheel, the Belgian town that for centuries has 
provided family care for the mentally ill. Many reports of 
visits to Gheel are available in the literature from the earlv 
nineteenth century, when psychiatry acquired the status of 
an independent branch of medicine. However, these reports 
have been anecdotal and have tended to raise rather than to 
answer questions. Therefore, a monograph on Gheel by à 
Belgian sociologist in a language accessible to mar.y is cer- 
tainly welcome. A reading of this work clarifies many as- 
pects of the family care provided for the mentally il at 
Gheel, but it still leaves many areas obscure. 

First of all, the title of the book is slightly misleading. The 
reference to Gheel’s ‘centuries-old therapy” may lzad read- 
ers to believe that this is a historical study. ‘‘Centuries-old 
therapy” is used here in the sense of traditional therapy as 
opposed to what is used currently. Only a few passzges scat- 
tered here and tkere refer to the historv cf Gheel and the 
bibliography con-ains almost no historical references The 
tradition of Gheel can be traced as far back as 1250, when the 
mentally ill were brought to Gheel imploring to be heated at 
the shrine of St. Dymphna, the Irish princess who, atte:npt- 
ing to escape from the incestuous advances of her father Swen 
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away to Gheel, where her father eventually fcund and killed 
her. Although the religious emphasis decreased during the 
French revolution, the number of mentally ill in Gheel in- 
creased up until World War II: there were 200 patients 
around 1800, 400 in 1820, 900 in 1850 (following the closing 
of the mental hospital of Brussels), 2,000 in 1900, and 3,736 
in 1938. 

There are now 1,363 patients at Gheel; they are placed in 
1,007 foster families (of which 356 have 2 patients, always of 
the same sex). Two-thirds of the patients are male, one-third 
аге female; 45% are 55 years old and older; one-third are 
diagnosed as schizophrenic and tend to be withdrawn, and 
two-thirds are diagnosed as oligophrenic; they are placed in 
10 different districts, each staffed by nurses who are always 
available and who work for the "' Etablissement" (the Center 
for Family Care). This program has been run by the state 
since the second half of the nineteenth century, and the reli- 
gious influence is minimal (even the annual procession for 
St. Dymphna was discontinued 15 years ago). Roughly half 
of the families who care for patients are rural and half are 
urban; they are all lower-ciass families. Their motivation to 
accept »atients is economic rather than charitable. Although 
in the pzst there were many instances of exploitation of men- 
ta! patients by families, this is apparently no longer the case. 

. The author of this book, a professor of sociology at the 
Catholic University of Louvain, focuses his study on the life 
of patients outside the context of the foster family. Toward 
the end of the book he reports that most of the patients in 
family care tend to be submissive the first three months, 
rather rebellious the next three months, and then to develop 
а more cooperative attitude. Thus the patient's "sick" image 
is eventually replaced by a ‘‘healthy’’ image. | 

Most of the chapters of the book deal with the result of a 
questionnaire distributed to the foster families and with di- 
rect observation by some of the author's students. The re- 
searchers found that most of the patients are free to walk 
ou:side on their own and to receive relatives, although 52% 
have no visitors at all. Most of the patients are in- 
distinguishable from the other citizens when they are in pub- 
lic. This is in contrast to the past, when patients had to wear 
uniforms. Criminal behavior and sexual acting out among the 
patients are virtually nonexistent. The patients can attend 
movies for children on Sundays, and they spend long hours 
at the ‘zafe, which is similar to but not entirely like an 
American bar; a good part cz the leisure time of the villagers 
evclves around the cafe. The patients are not served liquor 
there, at least not officially, and their behavior is tolerated 
through a condescending attitude and a network of commu- 
nity supervision. On-the whole, life in Gheel—a town of 
30,000 inhabitants —is not very eventful, in spite of the pres- 
ence of the mental patients. 

Should a patient become unmanageable, he or she is im- 
mediately taken care of by the nurse ofthe Etablissement. In 
fact, the worst fear of the patients is to be returned to the 
hospital. This happens only in rare instances (i.e., 22 cases in 
1976), which is truly remarkable in view of the severe psy- 
chotic symptoms of many of the patients (several instances 
of these are reported in the book) and in view of the limited 
use of psychopharmacological agents. The book's findings 
indicate that most of the foster families are skeptical about 
medications and tend to view the disorder of their foster pa- 
tients as organic; they do not consider dvnamic and inter- 
personal factors. These families have a clear-cut perception 
of. formal and abnormal behavior (which explains why the 
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patients are never accepted as members of'religious congre- , 
gations) and emphasize the healthy aspects of ft the patients’ 
personality—in fact, their boarders are never called "'pa- 
tients"; they are called “pensionnaires.” * 

The reader may have many questions, such as, Is the sys- | 
tem of care at Gheel unique because of the tradition? If not, 
could it be repeated somewhere else? How much of its suc- 
cess is due to the social stability of the population—both the 
foster families and the patients —which is at variance with 
the instability of the nuclear family of the highly industrial- 
ized nations, notably the United States? How does this sys- 
tem compare with similar ones recently instituted in devel- 
oping countries, notably Africa? How do the results com- 
pare with other systems of family care elsewhere? 

Much more research is needed to obtain even a partial an- 
swer to these and to many other questions, but it is refresh- 
ing to see that the obscurity that surrounded the Gheel sys- 
tem has been somewhat clarified. It is notable that this has 
been accomplished through the Gheel Family Care Research 
Project sponsored by Leo Srole, an American sociologist, 
with the support of Columbia University. A.historical study 
of the Gheel system would be even more difficult to accom- 
plish. The present volume may at least encourage others to 
continue to study this unique system, which anticipated by 
centuries today's concern with placing mental patients back 
in the community. 


GEORGE Mona, M.D. 
Poughkeepsie, N.Y. 


Psychiatric Aspects of Minimal Brain Dysfunction in Adults, 
edited by Leopold Bellak, M.D. New York, N.Y., Grune & 
Stratton (Harcourt Brace Jovanovich), 1979, 202 рр:, 
$19.50. 


This is the edited volume of a conference on adult minimal 
brain dysfunction that was held in the spring of 1978. The 
conference participants are outstanding clinicians and re- 
searchers in this area. Specifically, the 18 contributors pre- 
sent a series of major papers that review the areas of defini- 
tion, diagnostic aspects, treatment and management (includ- 
ing follow-up studies), family dimensions, and relationships 
to allied disorders (e.g., sociopathy and schizophrenia). 

The book is arranged into four sections. The first section is 
a splendid overview of the concept of adult minimal brain 
dysfunction by the chairperson of the conference and editor 
of this volume (Dr. Bellak). This is followed by an out- 
standing review of the nomenclaturial and clinical-diagnostic 
issues involved by Dr. Paul Wender. The second section, 
titled Follow-Up and Family Studies, explores the clinical 
manifestations of this syndrome with particular reference to 
long-term studies and family trends, including an excellent 
follow-up study by Dr. Barry Borland of the social-behavior- 
al adaptation of adults who had been viewed as hyperkinetic 
boys. The general discussion of this section by Dr. Jonathan 
Cole sets a high standard for the similar discussions that fol- 
low. The general discussion focuses on correlations to allied 
disorders and unanswered questions. AI] in allait provides a 
wealth of clinical reflections that make the bogk clinically 
relevant. š 

The third section of the book, Neuropsychiatric Aspects, 
reviews ego functions in adults with minimal brain dysfunc- 
tion, possible relationships to epilepsy and/oř episodic ag- 
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_ gressive behaviors, sensory motor disturbances, and clinical 
' correlates of cerebral dysrhythmias in individuals who had 
adult тіпітё! brain disorder who later develop such dis- 
ofders as schizophrenia. The last section, Therapeutic As- 
pects, includes two superb presentations of a kind rarely 
seen in a book of this nature. First, there is a refreshing re- 
view by Dr. Stanley Greenspan of psychotherapeutic poten- 
tials for individuals with this disorder. This is in contrast to 
the usual focus on psychoactive medication in treatment and 
management. In particular, this presentation takes a hard 
look at the developmental, intrapersonal, interpersonal-fam- 
ily dynamics, and "at risk” neurophysiological dimensions 
and correlates these in a meaningful approach to manage- 
ment. Similarly, Dr. L. Eugene Arnold's contribution, titled 
“Philosophy and Strategy of Medicating Adults with Mini- 
mal Brain Dysfunction," provides a number of excellent vi- 
sual illustrations that clearly elaborate the key symptoms of 
adult minimal brain disorder as well as outline equally clear 
treatment guidelines for managing the syndrome. Particular 
reference is made to therapeutic-management consid- 
erations; the emphasis is on the fact that medication should 
not be abused, misused, or used as a crutch or ‘‘cure-all’’ for 
this complex disorder. 

This is the only high-quality extended discussion of adult 
minimal brain disorder available in the psychiatric literature. 
It is presented in excellent depth, incorporates a wide-based 
approach to current knowledge and viewpoints, and, be- 
cause of the consistent excellence of the formal-informal 
general discussions that accompany each major seccion of 
the book, there is a coherent wholeness to this volume that is 
rarely seen in edited endeavors. 

In summary, this is an excellent volume for all those who 
are interested in specific developmental issues in psychiatry, 
child psychiatry, interrelationships of earlv childhood dis- 
orders to later adult maladaptive behaviors, and the per- 
plexing issues of etiological determinants to the adult charac- 
ter disorders and major psychoses. The format of presenta- 
tion is a model of clarity. I recommend it highly. 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


Brain and Mind. Ciba Foundation Symposium 69. Amster- 
dam, the Netherlands, Excerpta Medica, 1979, 413 pp., 
$51.25. 


For those who are beguiled by the elusive problem of dual- 
ism, the title of this volume seems like an invitation to a 
feast. The student interested in the subject often becomes 
impatient with a priori philosophical speculation. There 
seems to be no way to unravel the mind/body distinction 
through finer verbal shadings. Many of us who come at the 
problem as psychological or social scientists see mind (as 
opposed to body or brain) as composed of a series of inter- 
vening variables, that is, as promisory notes to be paid off in 
the study of brain chemistry, physiology, and even, ultimate- 
ly, physics. For others of us, myself included, psychological 
understanding? is simply a separate framework, com- 
plementary јо the “тоге objective" study of physiology, 
chemistry, ánd physics. The study of social sciences is a dif- 
ferent way of viewing the same phenomena viewed by the 
hàrd scientist, An analogy might be drawn to a painting. The 
pigment che nist can describe the ingredients on the canvas: 
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the amount of titanium, lead, cobalt, ete., prasent. Yet the 
painting, aesthetically, is a phenomenon unto itself, to be 
perceived artistically. Its meaning, in the framework sepa- 
rate from the objectively established one of the chemist, is 
mostly within the viewer, but it would not exist without its 
physics, the chemis-ry of physical structure. 

Complementarity becomes a possible alternative to either/ 
or approaches to important human experience. This com- 
plementarity justifies a dualism while accepting holism (the 
experience of the painting could not exist without its phys- 
ical elements), yet it integrates both. 

What is nice about this volume is that the physiologist at- 
tends to the philosophical problem as well as ‘‘doing kis own 
thing." In that particular regard this book gives us nearly.a 
full measure. A range of subjects is challenged, and a re- 
freshing assortment of insights and facts on some new work 
can be gained. There is even a subject index at the end of this 
book, for which the editors are to be congratulated; very of- 
ten published symposia omit that kindness. 

The general format of the book is to present two papers on 
a particular subject followed by commentary by a th:rd per- 
son and a general discussion. The subjects covered are the 
evolutionary aspec:s of the brain, language, percept.on and 
memory, consciousness, experimental surgery and clinical 
neurology, pain and tke senses, psychosis and abnormal be- 
havior, pain and mood, and triunism. Throughout there is a 
serious attempt at clarity (for which I, reluctantly, give the 
scientists higher grades than the philosophers) as well as an 
attempt to meet the challenge of the antiquity and profundity 
of the problem. I especially liked the essay titled ‘‘ Language: 
Perspectives from Another Modality” by Ursula Bellugi and 
Edward Klema, an essay on American sign language. (As a 
small example of a bit of interesting information: right-hand- 
ed native deaf signers have better processing of signs in the 
left hemisphere than the right, although spatial-temporal 
function is usually assumed to be more a right-brain Function 
than a left-brain function.) 

Another essay of interest to me is the one by Creutzieldt 
on "Neurophysiological Mechanisms and Consciousness." 
Creutzfeldt introduces the term ‘‘reflective loop” to express 
the way in which che brain symbolically presents the world 
to itself and then reflects on that particular representation. 
This is guessed to be the basis of the dualistic experience of 
ourselves and the world and the basis of our phenome- 
nology. 

Other portions of this volume will interest both specialists 
and those with a »roader interest in the subject. The book 
does not resolve the mind/body dilemma totally; it does, 
however, present both facts and ideas that make the ambi- 
guity more tolerable. The people at Ciba are to be con- 
gratulated for this book. 


THEODORE NADELSON, M.D. 
Boston, Mass. 


Work and the Family System: A Naturalistic Study of Work- 
ing-Class and Lower-Middle-Class Families, by Chaya S. 
Piotrkowski. New York, N.Y., Free Press (Macmil'an Pub- 
lishing Co.), 1979, 331 pp., $14.95. 

Thirty members of 13 working-class and lowez-middle- 
class families from one midwest and one far west state par- 
ticipated in this study. Two of the families were 56 
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work and at home for about 18 hours each. The other fami- 
lies averaged 3.5 hours of interviews. 

Although this was a study of work and the family system, 
most interviews seemed dyadic—interviewer and single in- 
terviewee. I wonder what a family systems approach to the 
interviewing, involving the whole family, would reveal. 

There is ample case history documentation of work as al- 
ienating to the family and family life, yet no other system is 
propos2d. To work and to love may still have to be com- 
partmentalized and ѕераггќе. 

The main impact this book had on me was to emphasize 
the psychosocial factors involving work and the familv. This 
underlines the changing medical model of disease as ex- 
emplified in the work of George Engel's biopsychosocial 
model (1). In addition to symptoms, signs, and laboratory 
findings, this model carefully assesses the role of stress, fam- 
ily, wo-k, the treating physicians, the health care system, 
and other variables in the person and his illness. 

There are few surprises in this book, and I suspect that it 
will not be of much interest to clinicians. It may interest fam- 
ily researchers. 


REFERENCE 


1 Engel GL: The need for a new medical model: a challenge for 
biorredicine. Science 196:129-136, 1977 


Ross V. Speck, M.D. 
Philadelphia, Pa. 


Child Psychiatry in Asean Countries: A Book of Readings, 
compiled by William M. Bolman, M.D., and Thomas W. Ma- 
retzki, Ph.D., for the ASEAN Child Psychiatry Forum. Que- 
zon City Philippines, New Day Publishers (Detroit, Mich., 
Cellar Book Shop, distributor), 1979, 180 pp., $8.25 (paper). 


This volume is a compilation of papers selected from those 
presented at a workshop on child and adolescent psychiatry 
held in Djakarta, Indonesia, and at the World Psychiatric 
Сопѓегегсе in Honolulu, Hawaii, іп 1977. The book is di- 
vided into three parts in which 18 authors present their views 
on the S:atus of Child Psychiatry in Each Asean Country, 
Cross-Cultural Issues in Child Psychiatry in Asean Settings, 
and General Issues for Cross-Cultural Psychiatry. 

The five chapters in part one are devoted to the status of 
child psychiatry in Indonesia, Malaysia, the Philippines, Sin- 
gapore,.znd Thailand. Imagine what it would be like to be 
one of a handful of child psychiatrists for a population of 
more thaa 135,000,000 people, of whom approximately 40% 
are minors, representing 300 ethnic subgroups, 250 different 
languages, the major religions of Islam, Christianity, and 
Hinduism in addition to indigenous belief systems, and 
spread over 5,500 km of islands and ocean! Dr. Yan Prasetyo 
briedly describes such a practice in Indonesia. 

Part two of the text is a potpourri of diverse papers on 
everything from child rearing in Java to the reculturation 
shock of returning professionals. Underlying these chapters 
are issues surrounding the imposition of Western concepts of 
treatment, pathglogy, and child development on the native 
population. This is specifically salient when Dr. Quintos in- 
forms us, fer example, of the Filipino transgenerational ad- 

b with your child»en so that they will grow close 
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to you.” This, coupled with the extended family kinship pàt- , 
terns, makes one look at child developmental issues in a less 
ethnocentric manner. t 

Part three deals with the more general impact of culture ôn 
the practice of child psychiatry. Dr. Bolman's essay on ut 
banization debunks a commonly held belief that urbanization 
is dangerous to people in terms of their mental health as they 
shift from peasant-rural life to modern industrial life. He be- 
lieves that what is dangerous is a type of experience people 
encounter in the transition from village to city, and he feels 
that urbanization in developing nations must provide ''social 
structures or institutions that will be able to offer support 
and a sense of belonging and cultural continuity." He then 
goes on to provide several recommendations for the devel- 
opment of child and family mental health services. One pro- 
posal, for a preventively oriented integrated community 
service, is a "community information center that would 
serve as the psychological and social equivalent to the bio- 
medical services of the public health center." Dr. Bolman 
also suggests ‘‘the creation of a network of community fam- 
ily life centers.” These centers would be primarily day-care 
services for children that would allow the children to make 
the transition from the extended family network of rural life 
to the increased social responsibility and independence nec- 
essary for urbanized nuclear family living. 

In sum, aside from some irritating misspellings, typo- 
graphical errors, and the absence of an index, this collection 
of readings offers the practitioner a sobering mirror to his or 
her own professional ethnocentricities and may be a useful 
resource book in confronting the increasingly complex issue 
of providing child psychiatric services for the Indo-Chinese 
refugees coming to the United States, who are in many ways 
similarly dislocated in both cultural and urban life. 


MiCHAEL F. HEIMAN, M.D. 
Cerritos, Calif. 


Stopping Wife Abuse: A Guide to the Emotional, Psychologi- 
cal, and Legal Implications, by Jennifer Baker Fleming. Gar- 
den City, N.Y., Anchor Books (Anchor Press/Doubleday), 
1979, 516 pp., $8.95 (paper). 


"What this book is designed to do is to provide you with 
the insight, information, skills and knowledge you need if 
you are contemplating or are providing help to battered 
women," writes the author. As a psychiatrist who has a bas- 
ic psychoanalytic understanding of the motivation for all hu- 
man behavior but who has an eclectic approach to the reso- 
lution of the conflicts produced by the many factors involved 
in effecting that behavior, I think this book fulfills its goal 
primarily in providing valuable information about the legal 
systems, legislation, current research, and programs provid- 
ing services to battered women. Interwoven throughout the 
book are statistics and information that help the reader real- 
ize the magnitude and scope of domestic violence, its histori- 
cal roots, and the overwhelming task of attempting to pre- 
vent it. There is much good practical ‘thow to" advice for 
friends and relatives, the legal and criminal Regtice system, 
mental health practitioners, children, and husbands in help- 
ing the ''victim."' ; 

I think that by referring to the battered woman as the ‘‘vic- 
tim" the author has done her a disservice апі has comi- 
pounded the anger of the assaulter. Negating bre fact that a 
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weman shares in,the responsibility for what happens to her 


' and not helping her see that her reactions at a critical point in 


an angry ex@hange more often than not trigger the violent 
behavior contribute to the list of reasons why so many men 
ase turned off by professional help. 

Both men and women are influenced by the effects of their 
biological differences, parental conditioning, and societal 
stereotyping. Both are victimized by the intolerance bred by 
the lack of understanding of unconscious roots of human be- 
havior. L agree that each may need some geographic and psy- 
chological private space following a violent outburst, but un- 
less the participants can be helped to see that they must ulti- 
mately work together in finding the external factors, 
interpersonal forces, and intrapsychic forces contributing to 
the conflict, both will experience a sense of failure should the 
relationship not survive. The single most pressing goal of 
most people who seek professional help is to be able to es- 
tablish and maintain a meaningful one-to-one relationship. 

I believe that by not differentiating between counseling 
and psychotherapy, not understanding the levels of psycho- 
therapy, ignoring the unconscious factors that motivate hu- 
man behavior, and minimizing the medical role, the author 
removes the psychiatrist from the team needed to provide a 
full range of services. The psychiatrist could be a valuable 
member of that team. 

Not only the author is responsible for contributing to the 
lack of insight and knowledge by negating the overwhelming 
unconscious forces that sabotage so many of the more super- 
ficial efforts, but so is the psychiatrist for not becoming more 
involved outside the "office." The lack of clarity as to what 
constitutes psychotherapy, the difference between emotion- 
al disturbance and mental illness, and the minimal role of the 
physician helper are the responsibility of the psychiatrist, 
who by his or her absence allows this oversight to be perpet- 
uated to the detriment of those who desperately need help. 


MARY ANN Bartusis, M.D. 
Morrisville, Pa. 


Currents in Alcoholism, Vol. 6: Treatment and Rehabilitation 
and Epidemiology, edited by Marc Galanter, M.D. New 
York, N.Y., Grune & Stratton, 1979, 332 pp., $33.50. 


The thought occurred to me while reading this book that 
the great papers in the field of alcoholism have already been 
written and the great thoughts already expressed. However, 
people working in the area need a reason to get together. 
Few of the 26 papers in this volume have abstracts, and in 
too many cases the knowledge to be extracted from the 
abundance of charts, graphs, and tables is not worth the ef- 
fort. There are six sections: 1) The Alcoholic in the General 
Hospital, 2) Ambulatory Treatment, 3) Outcome, 4) Alcohol- 
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ism in Women, 5) Alcoholism in Adolescents, and.6) The 
Drinking Driver. Each section has an introductory paper that 
is itself interesting but does not take the place of an abstract. 

Several of the papers concern the apparently ever-nagging 
problem of diagnosis and with the extent to which the criteria 
of the National Council on Alcoholism lead to false pcsitives 
and negatives. A lot of the problem still seems related to the 
effort to find in the large motley of alcohol abuse a single 
disease entity. 

In one section the point is made that admission to a gener- 
al hospital very often provides the first opportunity to con- 
front the alcoholic with his or her problem. Later, however, 
we are told that it is unlikely that many alcoholics would 
need inpatient care at all if outpatient facilities were ade- 
quate; this includes the idea that a great deal more with- 
drawal from alcohol could be done without using an 2x- 
pensive hospital bed for detoxification. 

One paper draws attention to the similarity between reli- 
gious conversion, cults, and AA, particularly with regard to 
the ‘social support network." While the social support net- 
work can indeed sustain sobriety, it can also sustain drinking 
or even sensible alcohol use. Another paper addresses the 
question of whether the professional and AA can coexist. 
The answer is yes, but the psychotherapist should leave AA 
alone, much as he cr she leaves the patient's religious beliefs 
alone. 

One study of patients allowed to choose to drink during 
hospital treatment revealed that on follow-up the abstinent 
patients did better but that the patients who were drinking 
moderately by no means underwent rapid, progressive dete- 
rioration. This raises again the question as to whether there 
is not a substantial group of alcohol abusers whom ме could 
help more by offering treatment other than abstinence-ori- 
ented programs. 

With regard to driving while intoxicated, one author esti- 
mated that only 1% of the people who have driven with a 
blood alcohol concentration of over .05 mg/100 ml have been 
arrested. Two studies of programs for people who drink and 
then drive failed to demonstrate that the programs were ef- 
fective. 

The section on women can be summed up quickly: women 
are drinking more. The percent of women who remain aosti- 
nent after treatment is not different from that of men. The 
daughters of alcoholic fathers drink more, and assertiveness 
training is a good adjunct to other therapy. 

It could be that with AA groups in every small town, de- 
toxification units in every county, halfway houses in every 
city, programs for alcoholics in every industry, and more 
strict prosecution of drunk driving we have gone as far as we 
can go. The only thing left is a major change in lifestyle. 


Е.Е. REINERT, M.D. 
St. Cloud, Minn. 
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This list acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Ethnography: A Research Tool for Policymakers in the Drug 
and Alcohol Fields, edited by Carl Akins and George Besch- 
ner. Rockville, Md., National Institute on Drug Abuse, 1980, 
128 pp., no price listed (paper). 


AMA Drug Evaluations, 4th ed., by the American Medical 
Association Department of Drugs, in cooperation with the 
American Society for Clinical Pharmacology and Therapeu- 
tics. Chicago, Ill., AMA, 1980, 1,470 pp., no price listed. 


A Psychiatric Glossary, 5th ed., by the American Psychiatric 
Association. Washington, D.C., APA, 1980, 142 pp., $9.95; 
$5.95 (paper). 


The Social Animal, 3rd ed., by Elliot Aronson. San Fran- 
cisco, Cclif., W.H. Freeman and Co., 1980, 365 pp., $16.00; 
$7.95 (paper) (comes with a study guide by Laura Valvatne). 


Special Needs and Services: Philosophy, Programs, and Prac- 
tices for the Creation of Quality Service for Children. Child 
Care: A Comprehensive Guide, Vol. 4, edited by Stevanne 
Auerbach, Ph.D., with James A. Rivaldo. New York, N.Y., 
Human Sciences Press, 1989, 251 pp., $19.95. 


Child Development in Normality and Psychopathology, edited 
by Jules R. Bemporad, M.D. New York, N.Y., BrunneriMa- 
zel, 1980, 531 pp., $25.00. 


Interviewing: A Guide for Health Professionals, 3rd ed., by 
Lewis Bernstein, Ph.D., and Rosalyn S. Bernstein, M.A. 
New York, N.Y., Appleton-Century-Crofts, 1980, 188 pp., no 
price listed (paper). 


Surviving and Other Essays, by Bruno Bettelheim. New York, 
N.Y., Vintage Books (Random House), 1980, 426 pp., $4.95 
(paper). 


Assessing the Contributions of the Social Sciences to Health: 
American Association for the Advancement of Science Selected 
Symposium 26, edited by M. Harvey Brenner, Anne Mooney, 
and Thomas J. Nagy. Boulder,- Colo., Westview Press for 
the AAAS, 1980, 216 pp., $20.00. 


Biological Studies of Mental Processes, edited by David Cap- 
lan. Gambyidge, Mass., MIT Press, 1980, 322 pp., $24.95. 


Wolff's Headache and Other Head Pain, 4th ed., edited by 
Donald J. Dalessio, M.D. New York, N.Y., Oxford Universi- 
ty Press, 1980, 461 pp., $35.00. 


The Facts About “Drug Abuse,” by the Drug Abuse Council. 
New York, N.Y., Free Press (Macmillan Publishing Co.), 
1980, 291 pp., $14.95. 


The Hospice Way of Death, by Paul M. DuBois, Ph.D. New 
York, N.Y., Human Sciences Press, 1980, 207 pp., $16.95. 


Anticonvulsant Therapy: Pharmacologic Basis and Practice, 
2nd ed., by Mervyn J. Eadie, M.D., Ph.D., and John H. Ty- 
rer, M.D. New York, N.Y., Churchill Livingstone, 1980, 330 
pp., no price listed. 


National Health Insurance: Conflicting Goals and Policy 
Choices, edited by Judith Feder, John Holahan, and Theo- 
dore Marmor. Washington, D.C., Urban Institute, 1980, 705 
pp., $25.00; $12.50 (paper). 


Why? Children's Questions: What They Mean and How to 
Answer Them, by Ruth Formanek and Anita Gurian. Boston, 
Mass., Houghton Mifflin Co., 1980, 213 pp., $8.95. 


Depression in Children and Adolescents, edited by Alfred P. 
French, M.D., and Irving N. Berlin, M.D. New York, N.Y., 
Human Sciences Press, 1979, 290 pp., $19.95. 


Psychotherapeutic Interventions in Life-Threatening Illness: 
Advances in Psychosomatic Medicine, Vol. 10, edited by Hell- 
muth Freyberger. Basel, Switzerland, S. Karger, 1980, 206 
pp., $62.00. 


The Courage to Change: From Insight to Self-Innovation, by 
Edrita Fried, Ph.D. New York, N.Y., Brunner/Mazel, 1980, 
236 pp., no price listed. ` 


The Sociology of Mental Illness, by Bernard J. Gallagher IIT. 
Englewood Cliffs, N.J., Prentice-Hall, 1980, 352 pp., $11.95 


(paper). `~ 


Alzheimer's Disease: Early Recognition of Potentially Revers- 
ible Deficits, edited Бу A.I.M. Glen, M.B.Ch.B., D.P.M.,- 
and L.J. Whalley, M.D., M.B.B.S., D.P.M. New York, 
N.Y., Churchill Livingstone, 1979, 199 pp., nofprice listed. 
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Drug Abuse Deaths in Nine Cities: A Survey Report. NIDA 
Research Monograph 29, bv Louis A. Gottschalk, M.D., 
* Frederick & McGuire, Ph.D., Jon F. Heiser, M.D., Eugene 
£Z. Dinovo, Ph.D.. and Herman Birch, Ph.D. Washington, 


» D.C., National Institute on Drug Abuse, 1980, 172 pp., $4.25 


(paper). 


Social Problems in Cancer Control, by Howard P. Green- 
wald. Cambridge, Mass., Ballinger Publishing Co. (Harper 
& Row), 1980, 28! pp., ne price listed. 


The Body of Life, by Thomas Hanna. New York, N.Y., Al- 
fred A. Knopf, 1980, 203 pp., $9.95. 


Problems of Drug Dependence, 1979: Proceedings of the 41st 
Annual Scientific Meeting of the Committee.on Problems of 
Drug Dependence. Inc. NIDA Research Monograph 27, edited 
by Louis S. Harris, Ph.D. Rockville, Md., National Institute 
on Drug Abuse, 1979, 483 pp., $8.00 (paper). 


New Directions in Childhood Psychotherapy, Vol. 1: Develop- 
mental Considerations, edited by Saul I. Harrison, M.D., 
and John T. McDermott, Jr., M.D. New York, N.Y., Inter- 
national Universities Press, 1980, 583 pp., $35.00. 


A Psychodynamic Approach to Adolescent Psychiatry: The 
Mount Sinai Experience, edited by Don R. Heacock. New 
York, N.Y., Marcel Dekker, 1980, 347 pp., $46.50. 


An Introduction to Theories of Personality, by B.R. Hergen- 
hahn. Englewood Cliffs, N.J., Prentice-Hall, 1980, 374 pp., 
$15.95. 


Language and Language Disorders in Childhood, edited by 
L.A. Hersov, M. Berger, and A.R. Nicol. New York, N.Y., 
Pergamon Press, 1980, 172 pp., $9.00 (paper). 


How to Help Your Child Have a Spiritual Life: A Parent's 
Guide to Inner Development, by Annette Hollander, M.D. 
New York, N.Y., A & W Publishers, 1980, 260 pp., $12.95. 


Handbook of Lithium Therapy, edited by F. Neil Johnson, 
Ph.D. Baltimore, Md., University Park Press, 1980, 442 pp., 
$39.50. 


Death and Dying: Views from Many Cultures. Perspectives on 
Death and Dying 1, edited by Richard A. Kalish. Farm- 
ingdale, N.Y., Baywood Publishing Co., 1980, 153 pp., 
$17.95 (3 volume set) (paper). 


Caring Relationships: The Dying and the Bereaved. Per- 
spectives on Death and Dying 2, edited by Richard À. Kalish. 
Farmingdale, N.Y., Baywood Publishing Co., 1980, 154 pp., 
$17.95 (3 volume set) (paper). 


Death, Dying, Transcending. Perspectives on Death and Dying 
3, edited by Richard A. Kalish. Farmingdale, N.Y., Bay- 
wood Publishing Co., 1980, 154 pp., $17.95 (3 volume set) 
(paper). f 


Psychology and Society: In Search of Symbiosis. Houston 
* Symposium I, edited by Richard A. Kasschau and Frank S. 
*Kessel. New York, N.Y., Holt, Rinehart and Winston, 1980, 
269 pp., $23.95. 
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Anxiety and Emotions: Physiological Basis and Treatment, by 
Desmond. Kelly, 14.D. Springfield, Ill., Charles C Thomas, 
1980, 388 pp., $24.75. 


Psychology and National Health Insurance: A Sourcebook, ed- 
ited by Charles A. Kiesler, Nicholas A. Cummings, and 
Gary R. VandenBos. Washington, D.C.. Americar. Psycho- 
logical Association, 1979, 639 pp., $19.50; $15.00 (paper). 


Homosexuality and the Law: Research on Homosexuality, Vol. 
1, edited by Donald C. Knutson, J.D. New York, N.Y., 
Haworth Press, 1980, 155 pp., $19.95; $9.95 (paper). 


Basic Psychiatric Concepts in Nursing, 4th ed., b» Joan J. 
Kyes, R.N., M.S.N., and Charles К. Hofling, M.D. Fhila- 
delphia, Pa., J.B. Lippincott Co., 1980, 716 pp., £15.75. 


The Age Factor: Love, Sex and Friendship in Age-Different 
Relationships, by Jack LaPatra, Ph.D. New York, N.Y., M. 
Evans and Co., !980, 214 pp., $9.95. 


Principles and Practice of Sex Therapy, edited by Sandra R. 
Leiblum and Lawrence A. Pervin. New York, N.Y., Guilford 
Press, 1980, 394 pp., $22.50. 


Health Care of the Elderly: Strategies for Prevention and In- 
tervention. Frontiers in Aging, Vol. I, edited by Gari Lesnoff- 
Caravaglia, Ph.D. New York, N.Y., Human Sciences Press, 
1980, 220 pp., $19.95; $9.95 (paper). 


Becoming Psychiatrists: The Professional Transformation of 
Self, by Donald Light. New York, N.Y., W.W. Norton & 
Co., 1980, 418 pp., $18.95. 


The Manson Wamen: A **Family?* Portrait, by Clara Livsey, 
M.D. New York, N.Y., Richard Marek, 1980. 244 pp., 
$10.95. 


Homosexual Behavior: A Modern Reappraisal, edited by Judd 
Marmor. New York, N.Y., Basic Books, 1980, 40! pp., 
$27.50. 


Readings in Medical Sociology, edited by David Mechanic. 
New York, N.Y., Free Press (Macmillan Publishing Со.), 
1980, 506 pp., $9.95 (paper). 


Love and Love Sickness: The Science of Sex, Gender Dif- 
ference, and Pair-Bonding, by John Money. Baltimore, Md., 
Johns Hopkins University Press, 1980, 242 pp., 316.95. 


Aids to Psychiatry, by H.G. Morgan, M.A., M.D., D.P.M., 
in collaboratior with М.Н. Morgan, М.А., M.D. New York, 
N.Y., Churchil! Livingstone, 1979, 152 pp., no price listed 
(paper). 


Teaching the Severely Mentally Retarded: Adaptive Skills 
Training, by Allen A. Mori, Ph.D., and Lowell F. Masters, 
Ed.D. Germantown, Md., Aspen Systems Corp., 1980, 393 
Dp., $24.95. 


Sex, Motivation, and the Criminal Offender, by Robert H. 
Morneau, Jr., Ph.D., and Robert R. Rockwell. Springfield, 
Ill., Charles C Thomas, 1980, 399 pp., $29.75. V. ` 
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Highlights of the 133rd Annual Meeting 


sociation, which focused on the theme “То Love and to 
Work," was held in San Francisco, Calif., May 3-9, 1980. 
The total registration was 11,428, including 5,858 members 
and Fellows, 1,530 nonmember professionals, 799 exhib- 
itors, 190 members of the press, and 2,599 spouses and fami- 
lies of members. 

The opening session, on Monday morning, May 5, was 
brought to order by Alan A. Stone, M.D., 108th President of 
the Association. The invocation was given by the Reverend 
Toshio Murakami, Director of the National Headquarters of 
the Buddhist Churches of America, San Francisco. Official 
greetings were extended by the Honorable Dianne Feinstein, 
Mayor of San Francisco. 

Dr. Stone then introduced distinguished representatives of 
psychiatric and related organizations from the United States 
and other countries: . 

Dr. George Mahy, immediate Past President, Caribbean 
Psychiatric Association; Dr. Edwin Lipinski, President, Ca- 
nadian Psychiatric Association; Dr. G.J. Sarwer-Foner, 
President, Canadian Psychoanalytic Association; Dr. Adib 
R. Mikhail, representing the Egyptian Psychiatric Associa- 
tion; Dr. Marcel Arditti, representing the French Medico- 
Psychological Society and General Secretary of the French 
Association of Psychiatry; Prof. D. Hanfried Helmchen, 
President, German Association for Psychiatry and Neurol- 
ogy; Dr. C.N. Stefanis, Past President, Greek Society of 
Neurology and Psychiatry; Dr. C.M. Chung, President, 
Hong Kong Psychiatric Association; Dr. Shridhar Sharma, 
representing the Indian Psychiatric Society; Prof. L.S. Gil- 
lis, Chairman of the Executive Committee of the Society of 
Psychiatrists of South Africa; Mr. Gowan T. Guest, Presi- 
dent, World Federation for Mental Health; Dr. Tom van der 
Grintin, General Director, National Institute for Mental 
Health in the Netherlands; Dr. John Carleton, President, 
World Association for Social Psychiatry; Dr. John Howells, 
representing the Royal College of Psychiatrists; Dr. Mauro 
Villegas, President, Inter-American Council of Psychiatric 
Associations; Dr. Ayo Binitie, President, Association of 
Psychiatrists in Nigeria; Dr. Jorge M. Velasco Alzago, rep- 
resenting the Mexican Psychiatric Association; Dr. Robert 
L. Stubblefield, President, American Academy of Child Psy- 
chiatry; Dr. Martin Gershman, Chair, California Chapter, 
American Academy of Pediatrics; Dr. Nathan T. Sidley, 
President, American Academy of Psychiatry and the Law; 
Dr. Paul H..Feldman, President, American Academy of Psy- 
choanalysis; Dr. Joel Yager, President, American Associa- 
tion of Directors of Psychiatric Residency Training; Dr. 
Mehadin K/ Arefeh, President, American Association of 
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Psychiatric Administrators; Dr. Jack C. Westman, Presi- 
dent, American Association of Psychiatric Services for 
Children; Dr. Stanley R. Dean, President, American Associ- 
ation for Social Psychiatry; Dr. Marc Hollender, President, 
American Board of Psychiatry and Neurology; Dr. Leonard 
M. Riggs, Jr., President-Elect, American College of Emer- 
gency Physicians; Dr. Herbert S. Ripley, President, Ameri- 
can College of Psychoanalysts; Dr. Maurice Fox, Regent, 
American College of Physicians; Dr. Shervert Frazier, Presi- 
dent, American College of Psychiatrists; Dr. Lois Skully, 
immediate Past President, American Medical Women's As- 
sociation; Ms. Martha Mitchell, Chairperson, Division on 
Psychiatric and Mental Health Nursing, American Nurses' 
Association; Dr. Arnold M. Cooper, President, American 
Psychoanalytic Association; Dr. Nicholas Cummings, imme- 
diate Past President, American Psychological Association; 
Dr. June Jackson Christmas, President, American Public 
Health Association; Dr. D. Steve Goudelock, President, 
American Society for Adolescent Psychiatry; Dr. Peter San- 
tucci, President, American Society for Physician Analysts; 
Dr. Patrick McKegney, President, Association for Academic 
Psychiatry; Dr. Gerald A. Melchiode, President, Associa- 
tion of Directors of Medical Student Education in Psychia- 
try; Ms. Julia Robinson, President, Association of Mental 
Health Administrators; Chaplain Clark S. Aist, President, 
Association of Mental Health Clergy; Dr. Andrea Delgado, 
President, Black Psychiatrists of America; Dr. Carolyn B. 
Robinowitz, Vice President, Council on Medical Specialty 
Societies; Dr. Robert Gibson, President, Group for Ad- 
vancement of Psychiatry and Past President of the American 
Psychiatric Association; Mr. Allen R. Moltzen, Trustee, 
the Mental Health. Association, Ms. Barbara A. Graham, 
member, Board of Directors, National Association of Social 
Workers; Mr. Donald Fox, President, National Council of 
Community Mental Health Centers; Dr. Vertis Thompson, 
President-Elect, National Medical Association; and Dr. 
Lewis Robbins, President, National Association of Private 
Psychiatric Hospitals and Vice-President of the American 
Psychiatric Association. j 

Dr. Stone also recognized the past Presidents and mem- · 
bers of the Board of Trustees of the American Psychiatric 
Association, the past Speakers and members of the Execu- 


‚ tive Commiitee of the Assembly, past Vice-Presidents of the 


Association, District Branch Presidents, newly Yected APA 
officers, newly elected Assembly officers, and the chairper- 
sons of APA Councils. 

Dr. Stone then introduced the San Francisco Civic Cho- 
rale, who performed the ‘ Hallelujah Chorus" from Handel's ` 
Messiah under the direction of Ms. Winifred Baker. 
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Linn A. Campbell, M.D., Chairperson of the Task Force 

‚оп Arrangements, was introduced by Dr.. Stone, who 

thanked thf task force for an imaginative job of arranging the 
leisure time activities. 

* Dr. Stone extended the Association's appreciation to Al- 
lan Beigel, M.D., and the Program Committee for their ex- 
cellent work. He then presented a Special Commendation 
for Service to Dr. Beigel. 

Vice-President Peter A. Martin, M.D., introduced Dr. 
Stone, who gave the Presidential Address, Conceptual Am- 
biguity and Morality in Modern Psychiatry.” Vice-President 
Lewis L. Robbins, M.D., then introduced Donald G. Lang- 
sley, M.D., who responded as the President-Elect. (The 
texts of these addresses are published elsewhere in this issue 
of the Journal.) 

The opening session closed with a benediction by the Rev- 
erend Hannibal Williams of the New Liberated Presbyterian 
Church in San Francisco, and with organ music by John E. 
Fryer, M.D. Dr. Stone then adjourned the meeting. 


EXTRAORDINARY SESSION 


Immediately after the Opening Session a special session 
was held for discussion of equal rights for women and the 
Equal Rights Amendment. Dr. Langsley, chairperson of the 
session, introduced Dr. Stone, who outlined the history of 
APA's support of the ERA. Presentations were given by 
Judd Marmor, M.D., and Jean Baker Miller, M.D., and were 
followed by questions and comments from the floor. 


BUSINESS SESSION 


The business session was convened as a meeting of the 
Assembly of District Branches acting for the membership in 
responding to reports of the officers and actions of the Board 
of Trustees. The meeting followed the Extraordinary Ses- 
sion in the Arena of the Civic Auditorium. Dr. Stone pre- 
sided. After a memorial to deceased members and Fellows, 
John S. Visher, M.D., gave a memorial to past Speaker Dr. 
Warren S. Williams. H. Keith H. Brodie, M.D., speaking for 
Edward C. Kirby, M.D., Chairperson of the Committee of 
Tellers, announced the results of the election of officers and 
trustees, the vote on amendments to the Constitution and 
By-Laws, and the vote on the referendum to rescind the 
Board of Trustees' decision not to hold APA meetings in 
states that have not ratified the Equal Rights Amendment. 

The reports cf the officers to the membership followed. 
'(The floor was open to questions after each report, and all 
reports were accepted as read by the Assembly.) After H. 
Keith H. Brodie, M.D., presented the Secretary's report, 
Charles B. Wilkinson, M.D., Treasurer, reported a surplus 
of income over expenses for 1979 due in part to DSM-III 
sales, continuing education course revenues, a strong grant/ 
contract program, and increases in rate schedules for APA 
products and services. Robert O. Pasnau, M.D., Speaker of 
the Assembly, focused on seven major problem areas—mon- 
ey, educatigh, politics, bureaucracy, law, internal organiza- 
tion, and future planning. The Assembly's Speaker-Elect, 
Melvin M. Lipsett, M.D., urged proactive involvement in 
legislation, research, and public information. Lawrence 

* Hartmann, M.D., Chairperson, Committee on Constitution 
and By-Laws, presented 6 amendments to the Constitution 
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and By-Laws. Philip M. Margolis, M.D., Chairperson of the 
Committee on Membership, reported on discussions at the 
committee's October meeting on criteria for Fellowship 
and on continuing medical education requirements. Melvin 
Sabshin, M.D., presented the report of the Medical Director. 

Dr. Stone then presented the Speaker's plaque to, Robert 
О. Pasnau, M.D., retiring Speaker, and the Vice-President's 
badge to Lewis L. Robbins, M.D., the retiring Vice-Presi- 
dent. Judd Marmor, M.D., presented the President's badge 
to Dr. Stone. 

Dr. Stone then adjourned the business session and called 
the annual forum to order. The membership voted to refer to 
the Board of Trustees their sentiment favoring nct holding 
annual meetings in states that have not ratified the ERA after 
the 1981 meeting, until the issue is resolved in the nation. 
There was also discussion of a variety of problems in the 
JCAH Consolidated Standards. An amendment regarding 
continuity of care was referred to the Board. Dr. Stone then 
adjourned the annual forum. 


SCIENTIFIC SESSIONS 


The scientific sessions began Monday afternoon, May 5. 
There were 178 papers presented in regular sessions, as well 
as 380 papers in symposia. There were 43 issue workshops, 
109 evening panels, 29 videotaped sessions, 15 films, and 46 
papers on new research. With few exceptions, the official 
annual meeting program met the criteria for continuing medi- 
cal education Category I credit, as did the 115 continuing 
education courses offered throughout the week. 

There were 26 special lectures. Jeanne Spurlock, M.D., 
Deputy Medical Director, Minority Fellowship Program. 
APA, and Clinical Professor of Psychiatry, George Washing- 
ton University end Howard University, Washington, D.C., 
spoke оп “Тһе Seventies: Societal Changes and Their Im- 
pact on Child Psychiatry." Alan M. Dershowitz, LL.B., 
gave a lecture titled “Law and Psychiatry: Are They More 
Comfortable Married, Divorced, or Living Together?” The 
Honorable Nathan J. Stark, Under Secretary, United States 
Department of Health, Education, and Welfare, gave a 
speech titled ‘Тһе Federal Government's Role in Mental 
Health in the 1930s.” Stanley №. Cohen, M.D., Professor of 
Medicine and Professor and Chairman, Department of Ge- 
netics, Stanford University, spoke on ‘‘Gene Manipulation 
of Microorganisms: Current and Future Prospects." Helen 
Singer Kaplan, M.D., founder of the Human Sexuality Pro- 
gram, New Yorx Hospital-Cornell Medical Cente-, spoke on 
"Current Concepts of Human Sexuality.” 

The APA's Founders Award Lecture, '*Que Sera Sera No 
Tiene Que Ser ‘Plan or Perish)," was delivered by Jack R. 
Ewalt, M.D., Fast President of APA and Director, Mental 
Health and Behavioral Sciences, Department of Medicine 
and Surgery, Veterans Administration. The writer Michael 
Crichton, M.D., spoke оп ‘‘Why Work Is Work.” James №. 
Glick, M.D., an orthopedic surgeon in private practice in 
San Francisco, gave a speech titled ''Sports Injuries: Enjoy- 
ment with Pain." The Honorable Harry À. Blackmun, Jus- 
tice of the Supreme Court, spoke on "Psychiatry and the 
Supreme Court." The Benjamin Rush Lecture, ‘‘ Medical 
Evangelism and Psychiatry: The Case of Psychosomatic . 
Medicine," was presented by Nathan G. Hale, Jr.. M.D., 
Professor of History, University of California, Riverside. 
James O'Toole, Ph.D., Director, Twenty Year Forecast, and 
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Associate Professor of Management, University of Southern 
California, spoke on '' Work and Love (But Mainly, Work)."* 
Shervert Н. Frazier, M.D., Psychiatrist-in-Chief, McLean 
Hespital, Belmont, Mass., gave a lecture titled ‘Моге Vio- 
lence: The Wave of the Future?" James L. Bernene, M.D., 
Associate Clinical Professor of Medicine, Yale University, 
and Director, Medical Residency Program, Greenwich Hos- 
pital, Greenwich, Conn., spoke on ‘‘Hypoglycemia, Fact or 
Fantasy?" ‘‘The Working Family: A Researcher’s View of 
Health in the Household” was presented by David Reiss, 
M.D., Center for Family Research, George Washington Uni- 
versity, Washington, D.C. The Seymour Vestermark Memo- 
rial Lecture, ‘Тһе Vestermark Tradition, 1960-1980," was 
pesented by Francis Neil Waldrop, M.D. Helen M. Ranney, 
M.D., Chairperson, Department of Medicine, University of 
California, San Diego, spoke on ‘‘ Advances in Hematology: 
Chenges in the Outlook of Hematologic Disease Over Three 
Decades." Jack Weinberg, M.D., Director, Illinois State 
Psyzhiatric Institute, Chicago, and Professor of Psychiatry, 
Abraham Lincoln School of Medicine, University of Illinois 
and Rush Medical College, Rush-Presbyterian-St. Luke's 
Medical Center, gave a lecture titled ‘No Synonym for the 
Word Love.” 

The Solomon Carter Fuller Lecture, ‘‘The Rights of Pris- 
oners and Patients in State Institutions,” was given by the 
Hororable Constance Baker Motley, member of the United 
States Ccurt of Appeals, Second District (New York). Bar- 
bara Ehrenreich, who writes on subjects related to women 
and healta, spoke on ‘‘Work and Love: Can Women Have 
Both? (And Are They Worth It When We Get Them?)" 
"Headache: Current Concepts’’ was presented by Neil H. 
Raskin, M.D., Professor and Vice-Chairman, Department of 
Neurology, University of California, San Francisco, School 
of Medicine. The Simon Bolivar Lecture, ''Value Systems 
and Sexual Morality,” was delivered by Otto F. Kernberg, 
M.D., Medical Director, New York Hospital-Cornell Medi- 
cal Center, Westchester Division; Professor of Psychiatry, 
Cornell University Medical College; and Training and Super- 
vising Analyst, Columbia University Center for Psycho- 
analytic Т-аіпіпе and Research. Herbert S. Kaufman, M.D., 
who is an allergist in private practice in San Francisco, gave 
a lecture titled “ТВ or Not TB: An Overview of Basic Mech- 
anisms of Man's Immunity." George E. Vaillant, Professor 
of Psychietry, Harvard Medical School, spoke on ''Erik- 
son's Stage of Industry: A Powerful Predictor of Adult Men- 
tal Health." Senator Spark Masayuki Matsunaga spoke on 
"Mental Health in the '80s: A Senator's View." "The Inter- 
face of Brain and Behavior: Temporal Lobe Epilepsy” was 
presented 5y Bruce O. Berg, M.D., Professor of Neurology 
and Pediatrics and Director of Child Neurology, University 
of California, San Francisco. Silvano Arieti, M.D., Clinical 
Professor of Psychiatry, New York Medical College, pre- 
sented a lecture titled ‘Тһе Family of the Schizophrenic: 
Re-Valuation of the Psychodynamic Role and Participation 
in Patients’ Rehabilitation.” 


CONVOCATION 


The 24th Convocation of Fellows was held in the Conti- 

. nental Ballroom of the San Francisco Hilton Hotel on Mon- 
day evening, May 5, at 7:30 p.m. Dr. Stone presided. After 
the processional march, Dr. Stone called the convocation to 
order. The ihvocation was given by the Reverend Leonidas 
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C. Contos of the Greek Orthodox Church of the Holy Cross, 
Belmont, Calif. Dr. Langsley introduced the Life Fellows, 
and conducted the induction of Fellows. Dr. St8ne then in- 
troduced the Life Fellows and Life Members who have been. 
in the Association for 50 years (1930-1980): Grace Baker," 
M.D., New York, N.Y.; Ralph Warren Bohn, M.D., Lans- 
downe, Pa.; Leon Joseph Saul, M.D., Media, Pa.; Louis 
Adrian Schwartz, M.D., Rockport, Mass.; and Jean A. 
Thompson, M.D., Brandford, Conn. Ms. Evelyn Stone, Bel- 
mont, Mass., was designated Honorary Fellow; Semyon 
Gluzman, M.D., Siberia, U.S.S.R. (in exile), was designated 
Distinguished Fellow; and Stanislaw Dabrowski, M.D., 
Warsaw, Poland, Professor Detlev Ploog. Munich, West 
Germany, Jan Frans Schrijvers, M.D., Geel, Belgium, and 
Costas N. Stefanis, M.D., Athens, Greece, were designated 
Corresponding Fellows. 

The presentation of awards followed. Dr. Stone presented 
the Distinguished Service Award—given to APA members 
"whose distinguished careers have ennobled the profession 
of psychiatry” —to Daniel Blain, M.D., Past President and 
former Medical Director of APA, and Seymour S. Kety, 
M.D., Professor of Psychiatry, Harvard Medical School, 
and Director of the Laboratories for Psychiatric Research, 
Mailman Research Center and McLean Hospital. 

The Foundations' Fund Prize for Research in Psychiatry, 
established in 1977 to recognize those who have made distin- 
guished contributions to research in psychiatry, was present- 
ed by Herbert Pardes, M.D., to Merton M. Gill, M.D., for 
"distinguished contribution to psychoanalytic theory and to 
the systematic study of the psychotherapeutic process," to 
Mardi J. Horowitz, M.D., for ‘‘distinguished contribution to 
an understanding of the psychological processes following 
serious life events and of the adaptive changes facilitated by 
psychotherapy,” and to Albert J. Stunkard, M.D., for ‘‘dis- 
tinguished contribution to an understanding of eating dis- 
orders and the development of research methodology in this 
and cognate areas.” 

The Blanche F. Ittleson Prize for Research in Child Psy- 
chiatry, established in 1977 to ‘‘honor outstanding research 
in child psychiatry, in particular as it relates to the mental 
health of children," was presented by Reginald Lourie, 
M.D., to Stella Chess, M.D., Professor of Child Psychiatry, 
Department of Psychiatry, New York University Medical 
Center, and Alexander Thomas, M.D., Professor, Depart- 
ment of Psychiatry, New York University School of Medi- 
cine and Attending Psychiatrist, Bellevue Psychiatric Hospi- 
tal. 

Irving Philips, M.D., presented the Agnes Purcell McGa- 
vin Award to Albert J. Solnit, M.D., Director, Child Study 
Center, and Sterling Professor of Pediatrics and Psychiatry 
at Yale University School of Medicine, for his ''outstanding 
contributions to the prevention of mental disorders in chil- 
dren.” 

The Isaac Ray Award was presented by Jonas Robitscher, 
M.D., to Seymour L. Halleck, M.D., Professor, Department 
of Psychiatry, Associate Director for Recruitment, Resi- 
dency Training, and Adjunct Professor, University of North 
Carolina Law School, Chapel Hill, N.C., for his ‘‘out- 
standing contributions to legal psychiatry.” 

The Seymour D. Vestermark Award was presented by 
Herbert Pardes, M.D., to Francis N. Waldrop, M.D., re- 
cently retired from a career in training and education with 
Saint Elizabeths Hospital, the National Institute of Mental ` 
Health, and the Alcohol, Drug Abuse, and Mental Health 
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. Administration,'for ‘‘outstanding contributions to under- 
graduate and postgraduate medical education, to continuing 
education, and to the education of behavioral scientists for 
research." 

The APA Founders Award, established in 1976 to "honor 
members of the Association who have made outstanding 
contributions as author, spokesperson, and advocate in the 
service of the mentally ill and disabled and to the art and 
science of helping them,” was presented by Shervert Н. Fra- 
zier, M.D., to Jack R. Ewalt, M.D., Director, Mental Health 
and Behavioral Sciences, Department of Medicine and Sur- 
gery, Veterans Administration, Washington, D.C., and Past 
President of APA, for ‘‘the landmark document, ‘Action for 
Mental Health,’ which resulted from the work of the Joint 
Commission on Mental Illness and Health.” 

Dr. Frazier also presented the Robert T. Morse Writers 
Award to Mr. Darrell Sifford, columnist for The Philadelphia 
Inquirer, and the District Branch Newsletter of the Year 
Award to David A. Rothstein, M.D., Editor, The Psychiatric 
Examiner, Illinois Psychiatric Society. Dr. Rothstein is in 
private practice in Chicago, Ill. 

After the presentation of awards, Dr. Stone introduced 
Professor Roberto Mangabeira Unger, Harvard Law School, 
Cambridge, Mass., who gave the William C. Menninger Me- 
morial Convocation Lecture, ‘‘Science, Politics, and Moral 
Vision in Psychiatry.” The convocation was then recessed. 


MEETINGS OF THE BOARD OF TRUSTEES 


The Board of Trustees met in regular session on Sunday, 
May 4, and on Thursday, May 8. À complete record of Board 
transactions will be reported by the Secretary (AJP, October 
1980). 


SPOUSES' ACTIVITIES AND ENTERTAINMENT 
The Task Force on Arrangements, chaired by Linn A. 


Campbell, M.D., planned a variety of activities. General 
tours of San Francisco were given as well as tours of the 
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Monterey Peninsula, Muir Woods and Sausalito, Marin 
County, Victorian houses of San Francisco, the Filoli House 
and gardens, the Audubon Canyon Ranch, and the Napa 
Valley wine country. Other activities included Chinese 
cooking demonstrations, a visit to the Conservatory and to 
Asian and French art collections, an architectural antique 
expedition, a sunset cocktail cruise, and behind-the-scenes 
observation of local artists at work. 


ALLIED MEETINGS 


The following professional associations also held meetings 
in San Francisco during the week of May 3-9: Academy. of 
Orthomolecular Psychiatry, American Academy of Child 
Psychiatry, American Academy of Psychiatry and the Law, 
American Academy of Psychoanalysis, American Associa- 
tion for Geriatric Psychiatry, American Association for So- 
cial Psychiatry, American Association of Chairmen of De- 
partments of Psychiatry, American Association of General 
Hospital Psychiatrists, American, Association of Psychia- 
trists from India, American Board of Forensic Psychiatry, 
American Psychoanalytic Association, American Scciety for 
Adolescent Psychiatry, American Society of Physician Ana- 
lysts, Association for Academic Psychiatry, Association of 
Korean-American Psychiatrists, Association of Mental 
Health Clergy, Behavior Therapy and Research Society, 
Black Psychiatrists of America, International Psvchiatric 
Association for the Advancement of Electrotherapy, Nation- 
al Association of State Mental Health Program Directors, 
National Association of State Mental Health Research Insti- 
tutes, National Association of Veterans Administration 
Chiefs of Psychiatry, National Guild of Catholic Psychia- 
trists, Navy Psychiairy, Philippine Psychiatrists in America, 
Psychiatrists for ERA, Research Assessment and Training 
Unit New York State Psychiatric Institute, Southern Psvchi- 
atric Association, and Turkish American Neuropsychiatric 
Association. 


Н. KEITH H. Bronie, M.D. 
Secretary, American Psychiatric Association 
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The -American Board of Psychiatry and Neurology ' 


The foliowing successfully completed the Board examination given in Los Angeles, CA, April 14-15, 1980. 


PSYCHIATRY 


Aflatooni, Saeed, M.D., Roseburg, OR 

Africa, Bruce, M.D., Berkeley, CA 

Aillon, Gonzalo A., M.D., Duncanville, TX 

Allister, 3obert J., M.D., San Francisco, CA 
Anker, Jeffrey Lawrence, M.D., Boulder, CO 
Annis, Frank Lloyd, M.D., Los Altos, CA 

Applin, Thomas L., M.D., Bethesda, MD 

Arguello, Fares Joseph, M.D., Salt Lake City, UT 
Astrada, Carlos A., M.D., Annandale, VA 
Auerback, Eric D., M.D., Rancho Palos Verdes, CA 


Baber, Riaz A., M.D., Forest Park, IL 

Bagwell, Howard Roberts, Jr., M.D., Portland, OR 
Bain, Michael W., M.D., APO, NY 

Baker, John W., M.D., Imola, CA 

Barnes’, Robert F., M.D., Seattle, WA 

Bartell, Gary D., M.D., Danville, IN 

Barton, Charles C., M.D., Hackensack, NJ 

Barza, Allan B., M.D., Walnut Creek, CA 
Beltangady, Shamal S., M.D., Houston, TX 
Benham, Anne Leland, M.D., Providence, RI 
Benson, M. Christina, M.D., Los Angeles, CA 
Berger, Fred Keith, M.D., San Diego, CA 
Berman, Ralph H., M.D., Santa Cruz, CA ° 

Bien, Ralph Daniel, M.D., Kentfield, CA 
Bloomgarden, Robert Evan, M.D., Oakland, CA 
Bramhall, Stuart J., M.D., Chico, CA . 
Brantley, Thomas I., Jr., M.D., Detroit, MI 
Brooks, Robert J., M.D., Albany, CA 

Browning, Marilyn Crouch, M.D., Sonoma, CA 
Bry, Vernon Arthur, Jr., M.D., South Lake Tahoe, CA 
Buchanan, Patrick James, M.D., San Francisco, CA 
Burchard, Thomas Kirk, M.D., Carmel, CA 
Burkins, John Andrew, M.D., APO, NY 


Calnaido, Rajadorai, M.D., Shalimar, FL 
Carpenter, Frank E., M.D., San Antonio, TX 
Carroll, Robert Steven, M.D., West Los Angeles, CA 
Casey, Daaiel E., M.D., Portland, OR 

Chang, Chun Sik, M.D., Dallas. PA 

Chen, Li-Chuen, M.D., Danville, IL 

Chung, Richard S., M.D., Mission Hills, CA 
Clark, James P., M.D., Farmington, NM 

Clark, R. Barkley, M.D., Littleton, CO 

Cliff, T. Menzie, M.D., San Luis Obispo, CA 
Collins, Arthur Cowan, M.D., Albuquerque, NM 
Colvin, David Forrest, M.D., Morgantown, WV 
Consolver, Jay Paul, M.D., Woodland Hills, CA 
Cooper, Ruth Anne, M.D., Berkeley, CA 
Goopwood: William E., M.D., Madison, TN 
Corelli, Richard J., M.D., Palo Alto, CA 

Cruz, Rizaiino S., M.D., Lebanon, PA 

Cutler; David Lloyd, M.D., Portland, OR 


Daghestani, Amin N., M.D., Skokie, IL 

Dale, D. Duane, M.D., Portland, OR 

Damania, Shireen Rustom, M.D., Cedar Grove, NJ 
David, Ariel, M.D., Chicago, IL | 

Davis, Josh Daniel, Sr., M.D., Tuscaloosa, AL 
Davis, Ray Charles, M.D., Houston, TX 
Dominguez, Roberto A., M.D., Miami, FL 
Dorman, Kenneth Randall, M.D., Austin, TX 
Dubriwny, Michael D., M.D., Tulsa, OK 
Dudelczyk, Michael Leib, M.D., Santa Fe, NM 


Eaton, Edward L., M.D., Topeka, KS 

Eaton, Leslie Kay Ellis, M.D., Topeka, KS 
Eddleman, Henry Clay Ш, M.D., Hampton, VA 
Eisendrath, Stuart James, M.D., San Francisco, CA 
Erickson, Miles Alden, M.D., Ocean Springs, MS 
Eyerman, James D., M.D., Los Angeles, CA 


Farzana, Farida, M.D., Creve Coeur, MO 
Feinstein, Pratarnporn, M.D., East Providence, RI 
Feldman, Clark Alan, M.D., Los Angeles, CA 
Feldman, Ruben E., M.D., Hanford, CA 
Fernando, Wewalage J.E.B., M.D., Newtown, CT 
Fesler, F. Anne, M.D., Seattle, WA 

Fialkov, Martin J., M.D., Sacramento, CA 
Fineberg, Donald Eric, M.D., Santa Fe, NM 
Fisher, Donald Eugene, M.D., La Mesa, CA 
Foster, David Vernon, M.D., Stoneham, MA 
Franchini, R. Gregory, M.D., Albuquerque, NM 
Freedman, Robert, M.D., Denver, CO 

Friedman, David L., M.D., Pacific Palisades, CA 


Garcia, Pedro I., M.D., Los Angeles, CA 

Gelker, Peter А., M.D., Santa Ana, CA 

Gendel, Michael H., M.D., Denver, CO 

George, Robert A., M.D., Tigard, OR 
Gerstenberger, Dean L., M.D., Flagstaff, AZ 
Gibbs, Donald C., M.D., Kaysville, UT 

Gill, Charles A.T., M.D., Modesto, CA 

Gillespie, Ian Andrew, M.D., Victoria, B.C., Canada 
Ginsburg, Roy Allan, M.D., Palo Alto, CA 

Glass, Gary, M.D., Austin, TX 

Gonzalez-Blanco, Mercedes, M.D., Hialeah, FL _ 
Gould, Stephen H., M.D., La Jolla, CA 

Graber, Benjamin, M.D.,-Omaha, NE 

Greene, Cheryl Milam, M.D., Oklahoma City, OK 


Hageseth, Christian E. IIT, M.D., Loveland, CO X 
Hall, Edwin B., M.D., Aubuquerque, NM 

Hamed, Sayed K., M.D., Redlands, CA 

Hardee, Thomas L., Jr., M.D., Kerrville, TX 
Harrington, Leon O., M.D., North Salem, OR 
Harris, John Randall IV, M.D., Albuquerque, NM 
Hart, Robert R., M.D., Palmdale, CA . 
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Hartley, David P., M.D., Durham, NC 

* Hershey, Stephen Charles, M.D., Denver, CO 

Hill, Angela p., M.D., Potomac, MD 

Horne, Michael J., M.D., Palo Aito, CA 

Howle, Jerry Albert, M.D., Reno, NV 

fioye, Diane, M.D., Del Mar, CA 

Huang, Belle, M.D., Berkeley, CA 

Hudson, Charles Richard III, M.D., San Francisco; CA 
Humeid, Mustafa S., M.D., Camarillo, CA. 

Hundley, James Roderick, M.D., San "Francisco, CA 


Irwin, F. Michael, M.D., Honokaa, HI 
Isenman, David M., M.D., San Mateo, CA 


Jatala, Ijaz A., M.D., St. Louis, MO 
Joy, James E., M.D., Phoenix, AZ 


Kaufmann, Sally Havner, M.D., San Francisco, CA 
Khajawall, Ali Mohamad, M.D., Norwalk, CA 
Khoury, Christopher P., M.D., Escondido, CA 
Kim, Yoon Hoon, M.D., Zanesville, OH 

Kirley, Stephen Walter, M.D., Reseda, CA 
Kleinman, Arthur, M.D., Seattle, WA 

Ko, Wen R., M.D., Smithtown, NY 

Kramer, Douglas Alan, M.D., Atlanta, GA 
Kramer, June E., M.D., Salt Lake City, UT. f 
Kroetsch, Peter Frank, M.D., Los Angeles, CA 
Kubiliun, Helena, M.D., Coral Gables, FL 
‘Kuentzel, William P., M.D., Salt Lake City, UT 
Kushel, Roy Samson, M.D., Los Angeles, CA 


Lannon, Richard Andrew, M.D., Greenbrae, CA 
Lawless, Isaac Jesse, M.D., Spokane, WA 
Lerchin, Harvey Arthur, M.D., Milbrae, CA 
Lesser, Ira M., M.D., Hermosa Beach, CA 
Levine, Jeffrey A., M.D., Orange, CA 

Levy, Stephen Anthony, M.D., Encino, CA : 
Leyva, Jose J., M.D., Pasadena, TX 
Lichtenstein, Jacqueline W., M.D., Van Nuys, CA 
Liles, James R., M.D., Oakland, CA 

Long, James T., M.D., Santa Monica, CA 

Lu, Francis G., M.D., San Francisco, CA 
Lubeck, Benjamin Bernard, M.D., Kentfield, CA 


Mandayam, Vijayalakshmi N., M.D., Pacific Palisades, CA 
Mann, Eberhard M., M.D., Honolulu, HI 

Mareth, Thomas R.. M.D., APO San Francisco, CA 
Marrella, Michael Angelo, 'M.D., Ridgefield, NJ 

Masters, Kim James, M.D., San Diego, CA 

Mattison, Richard E., M.D:, Los Angeles, CA 

Mazur, David J., D.O., Topeka, KS 

McCard, Ray H., M.D., Macon, GA 

McGall, Margaret H., M.D., Oxnard, CA 

McKinnon, John Alson, M.D., San Rafael, CA 

MeMath, Jonathan C., M.D., Denver, CO 

Merves, Edward, M.D., San Francisco, CA 

Michelman, John Donald, M.D., Santa Monica, CA 
Miles, Samuel, M.D., Los Angeles, CA 

Miller, Michael W., M.D., Del Mar, CA 

Mills, Leslie C., M.D., Portola Valley, CA 

Mitchell, Jeffrey R., M.D., Seattle, WA 

Montoya, Gregory R., M.D., Orlando, FL 

Morris, Jacqueline Kim Brubaker, M.D., Santa Rosa, CA 
Munasifi, Faisal Ahmad, M.D., Coral Gables, FL 


Narcisi, Calvern E., M.D., Denver, CO 

Nelson, Jefferson E., M.D., Denver, CO 

Newman, Marjorie Ellen Yospin, M.D., San Marino, CA 
Normington, Palcolm L., M.D., Camarillo, CA 


O'Griofa, Fionan M., M.D., Columbia, SC 
* Osowsky, Irving, M.D., Santa Monica, CA 


Pagan-Pagan, Rafael Amador, M.D., Camp Lejeune, NC 
Palmer, Charnian Frazee, M.D., Napa, CA 


ee 


Paltin, Samuel J., M.D., Hilo, HI 

Parker, Lynda Michele, M.D., New York, NY 
Paster, Robert H., M.D., Los Altos, CA 
Pattaratornkosohn, Santi, M.D., Northampton, MA 
Pavlinac, Dennis Michael, M.D., Carlsbad, CA 
Peckham, Ethel Lynr, M.D., San Diego, CA 
Peterson, Mark William, M.D., Oakland, CA 

Pi, Hsin Tung, M.D., Hacienda Heights, CA 
Polatin, Peter Barth, M.D., Thousand Oaks, CA 
Powell, Albert M., Jr., M.D., Braddock Heights, MD 
Powell, Geraldine Mary, M.D., San Diego, CA 


Ratner, Jerald H., M.D., Coral Springs, FL 
Resnick, Michael P., M.D., Portland, OR 
Rice, David R., M.D., Boulder, CO 

Rose, Paul H., D.O., Fort Salonga, NY 

Rose, Roger A., M.D., Seattle, WA 
Rosenthal, Fred, M.D., San Francisco, CA 
Roumasset, John T., M.D., San Francisco, CA 
Ruggero, Pedro A., M.D., Corpus Christi, TX 


Salazar, Jorge, M.D., Eustis, FL 

Salib, Magdy Guirguis, M.D., San Antonio, TX 
Santiago, Jose M., M.D., Tucson, AZ 

Savitz, Joel Lawrence, D.O., Miami, FL 

Schiele, Daniel Rudolph, M.D., Mission Viejo, CA 
Schmalstieg, Walter Lee, Jr., M.D., Houston, TX 
Schneider, Joseph A., M.D., Van Nuys, CA 
Schoettle, Ulrich Christoph, M.D., Seattle, WA 
Sebastian, Praxedes Santillan, M.D., Columbia, SC 
Shaffer, Jay H., M.D., La Jolla, CA 

Shah, Mukhtar H., M.D., Wichita, KS 

Shale, John H. III, M.D., San Diego, CA 
Shandell, Kenneth Evan, M.D., El Cajon, CA 
Sharma, Venkata Krishna, M.D., Libertyville, IL 
Sheff, Albert Gene, M.D., Salem, OR 

Shiener, Gerald Alan, M.D., Lathrup Village, MI 
Silver, Michael Allan, M.D., Philadelphia, PA 
Silwance, Wagih Bishara, M.D., Leawood, KS 
Singletary, William Marle, M.D., Denver, CO 
Smith, David Wayne, M.D., Rancho Palos Verde, CA 
Smith, Elizabeth Colvin, M.D., Chicago, IL 
Smyth, Guy L., M.D., Yuba City, CA 

Sobiesk, Emory John, M.D., Wichita Falls, TX 
Starr, Stephen D., M.D., Baltimore, MD 
Stephens, Margaret A., M.D., San Francisco, CA 
Stern, Fernando, M.D., Daytona Beach, FL 
Stewart, Douglas Grey, M.D., Kensington, CA 
Stewart, George Hoague, M.D., Sacramento, CA 
Stewart, Michele Annette, M.D., San Diego, CA 
Stewart, Sarah E., M.D., Eugene, OR 


' Strauss, Gordon Darrow, M.D., Los Angeles, CA 


Strobl, Donald L., M.D., Tempe, AZ 

Summerour, Robert Brooke, M.D., Riverside, CA 
Summers, Clarke Carney, M.D., Ogden, UT 
Swaminathan, Viswanathan, M.D., Goldsboro, NC 


Taboada, Viola YEanez, M.D., Crystal River, FL 

Taff, Warren R., M.D., La Habra Heights, CA 
Taubner, Егіс Раш, M.D., Edmonton, Alberta, Canada 
Teitelman, Edward, M.D., Camden, NJ 

Templeton, Benjamin D., M.D., Camarillo, CA 
Terman, Gerald, M.D., Kentfield, CA 

Terman, Stanley A., M.D., Irvine, CA 

Thankappan, Kuniathan, M.D., Newtown, CT 


` Thorward, Sul Ross O., M.D., Worthington, OH 


Tigel, Phillip David, M.D., Tustin, CA 
Tishler, Kenneth S., M.D., Brooklyn, NY 
Tolentino, Isabel M., M.D., Monsey, NY 
Toulios, Vassiliki, M.D., Elmhurst, IL 


Uribe, J. Mario, M.D., Marietta, GA Я 


Valverde, William Mark, M.D., Houston, TX 
Vera, Reinaldo, M.D., Jersey City, NJ 
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Vilasuso, Adolfo Mantel, M.D., South Miami, FL 


Villalon, Ivan Orlando, M.D., Yonkers, NY 


Wadley, Harlan D., M.D., Eugene, OR 

Wahl, David Samuel, M.D., Golden, CO 

Waring, Milton George, M.D., Charleston, SC 
Welch, James E., M.D., Las Cruces, NM 

Wells, Kenneth Brooks, M.D., Los Angeles. CA 
West, A. Preston, M.D., Los Angeles, CA 
Westphal, J.R., M.D., San Jose, CA 

Wijaya, K. Don Henry, M.D., Titusville, NJ 
Wolcott, Deane L., M.D., Pacific Palisades, CA 
Wynbrandt, Gary David, M.D., San Francisco, CA 


Xenakis, Stephen Nicholas, M.D., Presidio San Francisco, CA 


Yarnell, Stephen Keating, M.D., San Leandro, CA 
Yassa, Ramzy Y.A.S., M.D., Quebec, Que., Canada 


Zaghloul, Zaghloul Mahmoud Zein, M.D., Tampa, FL 
Zia, Muhammad Shafiq, M.D., Kansas City, KS 


NEUROLOGY 


Abramson, Scott, M.D., Hayward, CA 

Ahmed, Iftekhar, M.D., Shawnee, KS 

Asher, Irving M., M.D., Madisonville, KY 

Asher, Stephen William, M.D., San Francisco, CA 


Barbuto, John P., M.D., Salt Lake City, UT 

Baxt, Jan L., D.O., Tucker, GA 

Becker, Werner J., M.D., Calgary, Alberta, Canada 
Bentley, William Howard, M.D., Denver, CO 
Birkmann, Lewiston W., M.D., Lincoln, NE 

Bott, Allen D., M.D., Oakland, CA 


Carnes, Ј.Е., M.D., Columbia, SC 

Chhabria, P.S., M.D., Lake Forest, IL 

Clark, John Robert, M.D., Spckane, WA 
Coken, Stanley N., M.D., Woodland Hills, CA 
Connolly, Kevin Francis, M.D., Fresno, CA 


Dillenbeck, David G., M.D., Tampa, FL 
Dunaway, Rodney Price, M.D., Orlando, FL 


Ensat, Rosmarie, M.D., San Francisco, CA 


Fisher, Marc, M.D., Worcester, MA! 
Friedberg, John Mark,-M.D., Berkeley, CA 


Gelfand, Diane S., M.D., Houston, TX 
Glass, J. Peter, M.D., Houston, TX 


Hahn, Manfred, M.D., New York, NY 

Hall, Karen Alice, M.D., Denver, CO 

Handleman, Marshall Jeffrey, M.D., Canoga Park, CA 
Harris, Ashby Thomas, M.D., Dallas, TX 

Hershfield, Sherman Aubrey, M.D., Westlake Village, CA 


Jackson, Richard Thomas, M.D., Paramount, CA 
Jones, Paul Wesley, M.D., Eugene, OR 


Kaur, Daljit, M.D., Chicago, П. 

Kelly, James Montgomery ПІ, M.D., Greenbrae, CA. 
Kokkoris, C., M.D., Bronx, NY 

Kowell, Arthur Preston, M.D., Los Angeles, CA 
Krapin, Lee Coleman, M.D., San Diego, CA 


‘Dr. Fisher's name was omitted from the list of those who passed 
the examination given in Chicago, IL, October 29-30, 1979 (March 
1980 issue).? 


Am J Psychiatry 137:8, August 1980 


Lafrance, Richard Arthur, M.D., Corvallis, OR: 

Lee, Soo In, M.D., Flossmoor, IL 

Lenehan, Richard Patrick, M.D., San Diego, СА 9 

Lin, James T.Y., M.D., Leawood, KS е 
LoZito, John C., M.D., Melbourne, FL ` 
Lupton, Mark Daniel, M.D., Chicago, IL 


Mandell, Alan M., M.D., Brookline, MA 
McCoy, Robert L., M.D., Bethlehem, PA 
McKendall, Robert R., M.D., San Bruno, CA 
Morgan, Charles H., M.D., Oklahoma City, OK 
Morte, Paul D., D.O., La Jolla, CA 


Nakhasi, Ashok K., M.D., New Brunswick, NJ 
Nudleman, Kenneth L., M.D., Irvine, CA 


Odenheimer, Burtram Jon, M.D., Wichita, KS 
O'Hara, Robert J., M.D., Oak Park, IL 
Olney, Richard Koch, M.D., Bend, OR 


Peacock, John Hollis, M.D., Palo Alto, CA 

Pearce, James, M.D., Oxnard, CA 

Power, William L., M.D., Albuquerque, NM 
Preston, William George, M.D., Laguna Beach, CA 


Rafal, Robert D., M.D., Portland, OR 
Richardson, John Rowe, M.D., Bremerton, WA 
Rickler, Kenneth C., M.D., Washington, DC 
Roongta, Suresh M., M.D., Houston, TX 


Sears, Ernest Simon, Jr., M.D., Houston, TX 
Sharbaugh, Durell Dean, M.D., Fresno, CA 
Smith, Anthony Alexander, M.D., Kokomo, IN 
Soong, James Yang, M.D., San Francisco, CA 
Stefoski, Dusan, M.D., Chicago, IL 
Subramony, S.H., M.D., Jackson, MS 

Sultan, Isaac Aaron, M.D., Palm Springs, CA 


Thong, Nguyen Nhut, M.D., Midwest City, OK 
Turella, Giorgio S., M.D., Tacoma, WA 


Vibal, Job R., M.D., St. James, NY 
Vikelidou, Iphigenia, M.D., Fort Jackson, SC 


Walsky, Paul E., M.D., Santa Fe, NM 

Warren, Walter Richard, M.D., Bowling Green, KY 
Waybright, Edward Arnold, M.D., Richmond, VA 
Wilensky, Michael A., M.D., Metairie, LA 

Wilk, Ronald L., M.D., Boca Raton, FL 

Wright, Thomas L., M.D., Marietta, GA 


CHILD NEUROLOGY 


Chang, Charles Shih-Cheng, M.D., Potomac, MD 
Chaplin, Edward R., Jr., M.D., Prospect, KY 
Chhabria, Shakuntala, M.D., Lake Forest, IL 
Levisohn, Paul M., M.D., Denver, CO 

Reiley, Thomas Trevor, M.D., Salt Lake City, UT 
Zurbrugg, Eric B., M.D., River Forest, IL 


CHILD PSYCHIATRY 


Van Der Heide, Charles J., M.D., Minneapolis, MN 


?Dr. Van Der Heide's name was omitted from the list of those whe 
passed the examination given in San Francisco, CA, February 25- 
26, 1980 (June 1980 issue). 








































DSM-III 


The American Psychiatric Association’s 
First Major Revision of the 

Psychiatric Nomenclature 

in 12 Years 


This long awaited revision of the Diagnostic and Statistical 
Manual of Mental Disorders has taken five years to develop 
and field test. The result is a 500-page text which is unsur- 
passed in its completeness, clinical reliability, and descrip- 
tion of criteria and codes for psychiatric diagnostic classifica- 
tion. The book incorporates a revision of the diagnostic 
classifications of DSM-II with an extensive listing of new 
diagnostic criteria, decision trees for differential diagnosis, a 
glossary of technical terms, an annotated comparative listing 
of DSM-II and DSM-III classifications, and an historical 
review of ICD-9 and ICD-9-CM classifications. 


A Compact, Quick-Reference Guide 

In making a DSM-III diagnosis, clinicians and researchers 
may find it convenient to consult the Quick Reference to the 
Diagnostic Criteria, a pocket-sized booklet that contains only 
the classification, the diagnostic criteria, and a listing of the 
most important conditions to be considered in a differential 
diagnosis of each category. 


Order Now. Mail coupon to The American Psychiatric Association, Publication Sales, 1700 18th Street, N.W., Washington, D.C. 20009. 
copies of DSM-III (hardbound edition), Order #143 @ $25.00. 

copies of the DSM-III (paperback edition), Order #143-1 @ $20.00. 

copies of the Quick Reference to the Diagnostic Criteria (paperback), Order #144 @ $10.00 

sets (Hardbound DSM-III and Quick Reference to the Diagnostic Criteria), Order #407 @ $31.00. 


Please send me 














Bulk discounts: 10-24 copies, 10% discount per title; 25-99 copies, 15% discount per title; 100 or more copies, 20% discount 
per title. No bulk discount is available on the Set. 


ENCLOSED IS A TOTAL PAYMENT OF $ 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regardless of dollar amount, must 
be accampaniog by payment. Non-prepaid orders (over $35.00) will be invoiced with shipping/handling charges included.) 


Name 
‘Address 


City 





DALMANE 


(flurazepam HCI/Roche 


MORE POLYGRAPHIC EVIDENCE 


Sleep research laboratory 
testing of insomnia patients 
for 995 subject nights 
demonstrates efficacy of 
Dalmane (fiurazepam HCI/Roche)! 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 


Efficacy from the first night 
through 28 nights, 

without need 

to increase dosage 


Dalmane (flurazepam HCI/Roche) is the only sleep 
medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 
longed use of Dalmane is seldom necessary; should it 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 


























FFERS 


YF EFFICACY FOR INSOMNIA 


Dalmane" (flurazepam HCI/Roche) 
improved sleep during short, 
intermediate and longer-term use 
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2 12%- 14 26-28 


Improvement shown represents mean improvement, in n=5 
hours, of total sleep time. 


Adapted from Dement WC, et al: Behav Med 5:25-31, 
Oct 1978 


Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 


References: 

1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley мў 

2. Kales A, et al: Clin Pharmacol Ther 19: 576-583, May 1976 

3. Dement WC, et al: Behav Med 5: 25-31, Oct 1978 

4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 


Clinical documentation of 
efficacy in 4950 patients 
with insomnia! 


Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 
of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 


Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE«c 


flurazepam HCI/Roche 
15-mg and 30-mg capsules 


UNMATCHED PROOF 
UNMATCHED EFFICACY- 


Please see summary of product 
information on following page. 








Protocol for insomnia 
management 


LJ Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


ГЇ Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


О Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


О Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


O Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


O Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


Г1 Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 


O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


ШИШИКТЕ ЛУ nnde or a 


Now available from Roche — important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 





Address 





City 





State Zip 


* = 





pz) cm 
Ln mom m m ши тш шы шыш шш шш шш шш шш 


DAST 
"= m пеш пш нын пыш шын шин ыш Gm пыш ныш шш = GS Gm m m 
é 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in ali types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam НСІ. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 
increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, GI pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. \ 
Supplied: Capsules containing 15 mg ог 30 mg flurazepam НСІ. 


ROCHE PRODUCTS INC. 3 
Manati, Puerto Rico 00701 6 








; PLAN AHEAD! 
Order Your 1981 Appointment Books Now!! 


The ‘‘week-at-a-glance”’ Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are available July 1980. Your order will be processed immediately upon receipt of coupon and 
payment. 


DESK: $13.00 
POCKET: $7.00 
BOTH: $17.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: | copies of Desk Appointment Book order #141 @ $13.00 ea. 


. . . copies of Pocket Appointment Book order #141-1 @ $7.00 ea. 


_____ copies of Appointment Book Set order 141-2 @ $17.00 ea. 
— — To expedite my order, | am enclosing an additional $3.00 (U.S. only) 


ENCLOSED IS MY TOTAL PAYMENT OF $ 
(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment. Orders 
over $35.00 will be invoiced with shipping/handling charges included.) 
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for your business... 


Take it from Andy Machak, 
automotive electrical plant fore- 
man: "I'm alive today because a 
fellow employee was trained 

in CPR. 

"Cardiopulmonary resuscitation 
training was one valuable asset 
that day. I got caught in some 
heavy machinery at the plant and 
blacked out. 


"They told me later it took six 
guys to free me. I wasn't breath- 
ing. My heart stopped. One of the 
guys, Don Guarino, said, ‘I gotta 
try anyway. 





3D . 


"Thanks to his CPR training, he 
revived me — saved my life. 

"Since that happened I realize chat 
no employee is immune from heart 
attacks or accidents, and a few 
CPR-trained employees — maybe 
one for every 50 people — can make 
the difference between life and 
death.” 

Call your Red Cross Chapter and find 
out about CPR training for your plant 
or office. CPR training is a valuable 
asset for any business. 





y Red Cros CPR training is good | | 





A Public Service of This Magazine Agl 
& The Advertising Council Gua 


It takes steady. trained bands to perform CPR. 


American \ 
Red Cross 


patients € 
with a profile 

of mild to moderate 
depression... 


(TRIMPRAMINE MALEATE) 


€ Proven efficacy in depression‘? 
€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 
€ Insomnia relieved in some cases as soon as 
one week after treatment? 
€ Effective in single nighttime dosage 
after initial dosage titration? 
€ Low incidence of side effects * 


drinks during therapy may provoke exaggerated response. Potentiation sore throat during therapy; tl 
of effects has been reported when tricyclic antidepressants were evidence of pathologic neutrophil ¢ 
administered with sympathomimetic amines, local decongestants, Gastrointestinal— Nausea and VORNE, anorexia, ё 
local anesthetics containing epinephrine, atropine, or drugs with an diarrhea, peculiar taste, stomatitis, abdominal ci cramps. las 
anticholinergic effect. Drugs having a parasympathetic effect, includ- Endocrine — Gynecomastia in the male; breagha 
ing tricyclic antidepressants, may alter ejaculatory response. torrhea in the female; increased or 
Usage in rupes Puy Category C Sunt hs diom wi ticular swelling; elevation or depressi 
dence of embryotoxicity and/or increased incidence of major anoma- Other— Jaundice (simulating obs 
lies in rats or rabbits at doses 20 times the human dose. There are no weight gain or loss; perspira 
adequate and well-controlled studies in pregnant women. Surmontil ness, dizziness, weakness 
should be used during pregnancy only if the potential benefit justifies alopecia. 
the potential risk to the fetus. Withdrawal Symptoms 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each cessation of treatme 
of the following adverse reactions must be considered, although some headache, and д 
have not in fact been reported with Surmontil (trimipramine maleate). РЦЫ 
Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, 
myoca ve infarction, arrhythmias, heart block, stroke. 

jatric — Confusional states (especially in the elderly) with halluci- 

| disorientation, delusions; anxiety, restlessness, agitation; 3 
ia and nightmares; hypomania; exacerbation of psychosis. 

ologic — Numbness, tingling, paresthesias of extremities; incoor- 

0 п, ataxia, tremors ; peripheral neuropathy; extrapyramidal symp- 

Ds, seizures, alterations i in EEG patterns; tinnitus. 

— Dry mouth and, rarely, associated ено ден = ag 
isturbances of accommodation, 


ie oy ern ne ишити Sa 
v e MARS E 
.— Bone-marrow depression including agranulocytosis, | 


[ purpura ; thrombocytopenia, Leukocyte and differe: 
0 d be perlormed in апу patient who develops fever an 
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Early response—the first step 
toward early resocialization ° 
After a relatively short time on LOXITANE® 
Loxapine Succinate, hospitalized 
schizophrenic patients usually become 
easier to reach, easiér to manage, more 
sociable, and cooperative. A series of 
clinical studiés'* shows an impres- 
sive decrease in conceptual disor- 
ganization, thinking disorder, 
У hallucinatory behavior and 
anxiety-depression during the 
first 48 hours. 
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The results in one group of 17 young 
adult schizophrenics treated at a uni- 
versity hospital typify general clinical 
experience. In the first 48 hours, these 


patients achieved a mean overall symp- 


tomatic improvement of more than 20% 
in BPRS." (See chart) 


Continued overall improvement... 


helps facilitate a return to more 
normal activities 

Near maximal control was reported by 
week four; many behavior patterns 
approached normal. In other studies, a 
mean overall improvement of almost 
' 80% was seen by 28 days.?? 

E Prompt therapeutic response 
and steady progress can 
help strengthen the pa- 


with daily living 


tients capacity to cope 


and relationships 


Minimal risk of certain toxicities... * - 


encourages compliance .^ 

On LOXITANE, physicalhealthis * — * 
rarely compromised by certain toxicities’ 
Renal, hematopoietie, cardictoxicity 
phototoxicity and photosensitivity have 
not been reported to date.* Therapy 

in most cases is not interrupted by 
intolerable side effects. Sexual side 
effects have not been a significant prob- 
тет; anticholinergic effects are usu- 

ally mild, and extrapyramidal reactions 
are generally easily controlled. Well- 
tolerated LOXITANE means less frequent 
need to interrupt therapy—fewer 
problems with patient compliance 


Note: LOXITANE, as with certain other 
neuroleptics, lowers the convulsive 
threshold and should be used with 
extreme caution in patients with a history 
of convulsive disorders 


Aithough not reported to date. the pos: ty of phe 
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Mean improvement in 17 schizophrenic patients 
on LOXITANE* Loxapine Succinate therapy 
BPRS, SNOOP. and CGI global data 


№ 50 


BPRS and SNOOP Total 


20 


ement in 
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Improv 


192 uo 


Time Alter Drug Administration (days) Adapted from Thomas 
CGI (Clinical Global Impressions) 

BPRS (Brief Psychiatric Rating Scale) 

SNOOP (Systematic Nursing Observation of Psychopathology) 


For'tHe difference 
that begins 
with rapid action... 





Brief Summary 

LOXITANE* Loxapine Succinate Capsules 

LOXITANE* C Loxapine Hydrochloride Oral Concentrate 
LOXITANE* IM Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depress 
hypersensitivity to the drug 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits against possible hazards. Not 
recommended for use in children under 16. May impair mental and/or 
physical abilities especially during early therapy: warn ambulatory 
patients about activities requiring alertness and concomitant use of 
alcohol or other CNS depressants. Not recommended for manage- 
ment of behavioral complications in mentally retarded patients 
PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation. Slightly higher incidence of extrapyram- 
idal effects possible following IM administration 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation, dizziness, faintness, staggering gait. muscle twitching 
weakness and confusional states have been reported. Extra- 
pyramidal reactions often occur early in treatment, manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia); controllable by dosage reduction or anti- 


ed states 
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Loxitane 
LOXAPINEG> . 
SUCCINATE 


Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 





parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, requiring 
dosage reduction or temporary withdrawal pius appropriate counter- 
active drugs. Persistent Tardive Dyskinesia may appear during pro- 
longed therapy or following discontinuance, the risk greater in the 
elderly, especially females, on high dosage. Symptoms, persistent 
and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of the tongue, face, mouth and jaw 
sometimes accompanied by involuntary movement of extremities 
Since there is no known effective treatment, discontinue all anti- 
psychotic drugs if symptoms appear. Reinstitution of treatment, in 
creased dosage or switching to another agent may mask syndrome. 
The syndrome may not develop if medication is stopped when fine 
vermicular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia. hypotension, hypertension, lightheadedness 
and syncope. ECG changes, not known to be related to loxapine use, 
have been reported. Skin: Dermatitis, edema of face, pruritus, 
seborrhea. Possible photosensitivity and/or phototoxicity; skin rashes 
of unknown etiology seen in a few patients in hot summer months 
Anticholinergic: Dry mouth, nasal congestion, constipation, blurred 
vision (more likely to occur with concomitant use of antiparkinson 
agents). Other: Nausea, vomiting, weight gain or loss, dyspnea, 
ptosis, hyperpyrexia, flushed facies, headache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of 
unknown etiology. 


References: 1. Thomas JL: Loxapine oral liquid concentrate in the treatment 
of young adult patients with acute schizophrenic symptd ps, Curr Ther Res 
25.371-377, March 1979. 2. Sharma Т: Rapid response to loxapine in acute 
schizophrenia, Curr Ther Res 25:366-370, March 1979. 3. Serban G: Loxapine 
in acute schizophrenic disorder, Curr Ther Res 25.139-143, January 1979. , 
4. Zisook S et al.: Loxapine succinate (LOXITANE *) in the outpatient treatment 
of acutely ill schizophrenic patients. Curr Ther Res 24:415-426, August 1978 


LEDERLE LABORATORIES Í 
A Division of American Cyanamid Company 
Wayne, New Jersey 07470 И я 
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This new 16-hour program offers a fresh, comprehensive overview of psychiatric theory, 
practice, and research. Authored by a distinguished faculty, specialists in their field, 
SURVEY OF PSYCHIATRY presents completely new, up-to-date information 
for the practicing physician who wants to keep abreast of the current state of the art, 
and may assist for certifying exams (such as the American Board of Psychiatry and Neurology). 





Course Director: 

Shervert H. Frazier, MD. 
Psychiatrist-in-Chief 

McLean Hospital Professor of Psychiatry 
Harvard Medica! School 


SURVEY OF PSYCHIATRY has been designed to 
meet the needs of the busy physician. 

e Versatile programs — ideal for home study, 
teaching, seminars, group study, and refresher 
courses 

Maximum educational and review benefits in 
easy-to-use format 

Convenient, flexible — no time spent away 
from practice 


Course Components: 

e Audiocassettes — 14 live lectures on 14 

audiocassettes 

Course Syllabus (94 pages) — fully illustrated 

with tables, charts and slide reproductions, 

plus a concise bibliography for further study 

e Test Section — questions and computerized 
test sheet with self-addressed mailing envelope 
for registrants desiring Continuing Medical 
Education Category | credits 


Credit Statement: 

As an organization accredited by the Liaison Committee on Continuing 
Medical Education (LCCME) to provide continuing medical education, 

the American Psychiatric Association certifies that this continuing medi- 
cal education offering meets the criteria for up to 16 hours of 

LCCME Category | CME credit, provided it is used and completed as 
designed 





Order Form 


SURVEY OF PSYCHIATRY 


Continuing Medica! Education Home Study Course 
Approved by the APA for 16 Category | credits 


Fee: U.S.: $100.00. Foreign: $150.00. U.S. dollars only 
Prices include postage and handling 


4 
Please make checks payable to 
SURVEY OF PSYCHIATRY 


_ Mail to: SURVEY OF PSYCHIATRY 
PO. Box 516 Wyckoff Station 
Brooklyn, N.Y. 11237 


Name | | . an v UP. 


T Institution ag ee AP. LE 


Street 3 


oS РЕР Е е Че 


State* - 2m — ZIP Р 


tif paid by institution, please attach your purchase order 
*N. Y. State residents please add sales tax ] 








Telephone (800) 221-4468 
In New York State call (212) 421-6900 
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THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 
M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 
Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 


. Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 


Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the ‘‘Call to Action” which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
Please send me copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


Bill me — — Check enclosed 
Name 
Address 
(MEM m. s s 5 — (Nl а а аа 2 з С 


The APA will assume shipping expenses via regular channels on all prepaid orders, except to countries 
abroad. If invoicing is necessary, a postage and handling charge will be added. Please allow at din 15—20 


days delivery. 
AJP 
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Introduciny... 


Navane 
(thiothixene HC!) 


Intramuscular 
For Injection = 
5mg/ml _ 





new potency for 

rapid control of 

acute psychiatric 
emergencies 

Now, Navane Intramuscular 5 mg 
per ml provides a more concentrate 
dosage form for rapid control of 
severely disturbed behavior associat 
ed with acute psychosis. Navane 
Intramuscular, in carefully monitor 
ed doses, “. . .сап produce significan 
improvement within hours and 
increase the accessibility of chese 
[acutely disturbed] patients to mon 
gradual methods of pharmacologicé 
treatment as well as to socic-enviro 
mental intervention and psycho- 
therapy? 

Rapid tranquilization usually cai 
be achieved without excessive seda- 
tion. Clinically significant hypoten- 
sion, often seen with other injectab 
antipsychotic agents, is rare with 
Navane Intramuscular therapy.” If 
extrapyramidal symptoms occur, 
they are usually readily controlled 
by dosage adjustment or antiparkir 
son agents. 


ROeRIG @ 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


For a brief summary of Navane prescribing 
information, including adverse reactidns and 
contraindications, please see che following 
page of this advertisement 


AVANE (thiothixene) (thiothixene 


loride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml, 5 ng/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml, 5 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given,to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(31050 mg/kg/day), and monkevs ( | to 3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children- The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asistrue with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In cons&feration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that obseryed with some phenothiazines. The clinical 
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significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is Characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution; Navane For Injection— Where 
more rapid control and treatment of acute behavior is desirable, the 
intramuscular form of Navane may be indicated. It is also of benefit 
where the very nature of the patient’s symptomatology, whether 
acute or chronic, renders oral administration impractical or even 


impossible. 4 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules: Navane Concentrate— In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated. an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

‘Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient undercareful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (1. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1.000, and unit-dose pack of 100 ( 10 x 10°). Navane isalso 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 ( 10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg.4 mg. 5 mg. 6 mg, 8 mg, and 10 mg, and in 30 ml (10z.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg. 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina 2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v. benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 

Navane (thiothixene hydrochloride) Intramuscular For Injection 

is available in amber glass vials in packages of 10 vials. When 
reconstituted with 2.2 ml of Sterile Water for Injection, each ml 
contains thiothixene hydrochloride equivalent to 5 mg of thiothix- 
ene, and 59.6 mg of mannitol. The reconstituted solution of 
Navane Intramuscular For Injection may be stored for 48 hours at 
room temperature before discarding. 
References: 1. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, December 
1977. 2. Brauzer B, Goldstein BJ: Comparative effects of intra- 
muscular thiothixene and trifluoperazine in psychotic patients. / 
Clin Pharmacol 8:400-403, November-December 1968. 3. Gal- 
lant DM, Bishop МР, Bishop C. et al: Thiothixene: A controlled 
evaluation of the intramuscular antipsychotic preparation. Curr 
Ther Res 10:561-565, November 1968. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 


ROeRIG Ф \ 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


























MEDICAL 


DIRECTOR 
* Psychiatry 


Large Psychiatric Service of a major 
West Coast Medical Center is 
currently recruiting for a Medical 
Director/Psychiatry. The successful 
candidate will have 


1. Board Certification in 
Psychiatry; 

2. Minimum 3-5 year's post- 
residency psychiatric expe- 
rience in hospital psychiatry; 

3. Knowledge of laws and regu- 
lations affecting mental 
health; and 

4. Preferexperience in program 
planning and direction of a 
Psychiatric Center. 


Negotiable salary and excellent 
benefit package. For confidential 
consideration send resume or curri- 
culum vitae to: 


Box J-542 
Equal Opportunity Employer M/F 


PSYCHIATRIST 


cerTiFiED Catari: 
[-] 


Professor (for position of Associate/or higher 
depending on qualifications.) 


Must be native Arabic-speaker, with work 
experience in Arab countries. Preferably with 
strong background in research and/or clinical 
psychiatry. 


Duties will include teaching research courses 
in newly established department and work in 
Public Health Clinic. 


Benefits: separate housing allowance, 
furniture allowance, insurance coverage for 
self and family (up to four children under the 
age of een tickets to retum home 
(place of recruitment) for self and family for 
annual vacation, two months bonus salary for 
each year of service, annual raise. 


Salary, negotiable, depending on 
qualifications. 


There are several positions available 
immediately. Send resume and certified 
copies of school and professional documents 
to: University of Garyounis in Benghazi, 
People's Bureau of The Socialist People's 
Libyan Arab Jamahiriya, Cultural Section, Post 
Office Box 19125, Washington, D.C. 20036. 


OX 2323822222222 
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ALABAMA MENTAL HEALTH INSTITUTE 


Alabama Mental Health Department is currently recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mebile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 








_ Alabama Mental Health Instititue 
JACKSON Cc COKER 
Jel 448-PA N. Shallowford Road 
б Ѕийе 1040 
Atlanta, Georgia 30338 
404-393-1210 


Call Toll Free Outside of Georgia 1-800-241-3971 








M.D./PSYCHIATRIST 
SURVEYOR 


The Joint Commission on Accreditation of Hospitals offers a 
unique opportunity for M.D./Psychiatrists who have broad 
clinical/administrative experience in the mental health field 
and knowledge of functions and operations of psychiatric 
hospitals, facilities and programs concerned with adults, 
children and adolescents, alcoholism, drug abuse and com- 
munity mental health. 


As a Surveyor for the Accreditation Program for Psychiatric 
Facilities (AP/PF) you will be responsible for a broad spec- 
trum of surveying activities. Evaluating facilities/programs 
seeking accreditation, conducting medical records 
workshops, providing consultation on improvements of 
health care services and facilities are examples of the com- 
prehensive scope of the survey process. 


Requirements include Certification in psychiatry by the 
American Board of Psychiatry and Neurology and current 
licensure in any U.S. state; clear oral and written com- 
munication skills are essential, coupled with the ability to 
observe, educate and relate well with people. 


We offer a challenging position with an exciting opportunity 
involving extensive travel with all expenses paid. You will 
earn an excellent salary and enjoy an outstanding benefits 
program. 


For additional information call 
312/642-6061 ext. 333 or send resume to: 
Janet L. Heckman 
Employment Manager 


on Accreditation of Hospitals * : 
875 North Michigan Avenue Chicago, Illinois 60611 


Equal Opportunity Employer 

















Pharmacology 
Hecapitulates 
Phylogeny 


Recently discovered binding 
sites in the brains of primates 
and other vertebrates displaying 
high affinity for benzodiazepines 
have stimulated the search for 
an endogenous substance 
which may interact at these 
same binding sites and may 
also have anxiolytic properties. 


While the search continues for ^ 
a naturally produced anxiolytic, 
you can rely on Librium for pre- 
dictable patient response in the 
treatment of anxiety. 


Librium« 


Chlordiazeooxide 
HCl/Roche 


omg, 10mg, 25mg capsules 


The origin . 
of the species 


Please see next page for summary of product information 
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*chlordiazepoxide HCI/Roche 


' Before prescribing, please consult complete prod- 
uct information, a summary of which follows: 


Indications: Relief of anxiety and tension occur- 
ring alone or accompanying various disease states. 
Efficacy beyond four months not established by 
systematic clinical studies. Periodic reassessment 
of therapy recommended. 


Contraindications: Patients with known hypersen- 
sitivity to the drug. 


Warnings: Warn patients that mental and/or physi- 
cal abilities required for tasks such as driving or 
operating machinery may be impaired, as may be 
mental alertness in children, and that concomitant 
use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychologi- 
cal dependence have rarely been reported on rec- 
ommended doses, use caution in administering to 
addiction-prone individuals or those who might 
increase dosage; withdrawal symptoms (including 
convulsions), following discontinuation of the drug 
and similar to those seen with barbiturates, have 
been reported 


Usage in Pregnancy: Use of minor tranquil- 
izers during first trimester should almost 
always be avoided because of increased risk 
of congenital malformations as suggested in 
several studies. Consider possibility of preg- 
nancy when instituting therapy; advise pa- 
tients to discuss therapy if they intend to 
or do become pregnant. 


Precautions: In the elderly and debilitated, and in 
children over six, limit to smallest effective dosage 
(initially 10 mg or less per day) to preclude ataxia 
or oversedation, increasing gradually as needed 
and tolerated. Not recommended in children un- 
der six. Though generally not recommended, if 
combination therapy with other psychotropics 
seems indicated, carefully consider individual 
pharmacologic effects, particularly in use of po- 
tentiating drugs such as MAO inhibitors and 
phenothiazines. Observe usual precautions in 
presence of impaired renal or hepatic function 
Paradoxical reactions (e.g., excitement, stimula- 
tion and acute rage) have been reported in psychi- 
atric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety 
states with evidence of impending depression; 
suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood 
coagulation have been reported very rarely in pa- 
tients receiving the drug and oral anticoagulants; 
causa! relationship has not been established 
clinically. 


Adverse Reactions: Drowsiness, ataxia and con- 
fusion may occur, especially in the elderly and 
debilitated. These are reversible in most instances 
by proper dosage adjustment, but are also occa- 
sionally observed at the lower dosage ranges. In 
a few instances syncope has been reported. Also 
encountered are isolated instances of skin erup- 
tions, edema, minor menstrual irregularities, nau- 
sea and constipation, extrapyramidal symptoms, 
increased and decreased libido—all infrequent 
and generally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood 
dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occa- 
sionally, making periodic blood counts and liver 
function tests advisable during protracted therapy. 


Usual Daily Dosage: Individualize for maximum 
beneficial effects. Oral-Adults: Mild and moderate 
anxiety and tension, 5 or 10 mg t.i.d. or q.i.d.; 
severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric 
patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 


Supplied: Librium® (chlordiazepoxide НСІ) Cap- 
sules, 5 mg, 10 mg and 25 mg — bottles of 100 and 
500; Tel-E-Dose* packages of 100, available in 
trays of 4 reverse-numbered boxes of 25, and in 
boxes containing 10 strips of 10; Prescription Paks 
of 50, available singly and in trays of 10. Libritabs* 
(chlordiazepoxide) Tablets, 5 mg, 10 mg and 25 mg 
— bottles of 100 and 500. With respect to clinical 
activity, capsules and tablets are indistinguishable. 


Roche Products, Inc. 
у / Manati Puerto Rico 00701 











Hospital & - 
Community. 
Psychiatry 


The journal for staff 
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Mail to: 





Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 







[] Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
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New 
MOBAN 


molindone HCI 


Concentrate 
20 mg/ml 


Easily administered 
in fruit juice...has 

a subtle cherry flavor 
when taken alone 





An effective antipsuchoticodent — ^^. '- 


a 


with a favorable benefit /isk profile . 


:NO excessive weight gain 
incidence hepatotoxic changes 
ophthalmological changes 


persistent tardive 
dyskinesia 


skin pigmentation 
thyroid function changes 
tolerance development 


LOW adverse drug 


incidence interactions 
hematological changes 


hypotension 


nonpersistent symptoms 
of tardive dyskinesia 


sedation 


MODERATE 
incidence 


extrapyramidal reactions 


This table compiled from clinical and field reports, according to 
the best available information. 


Concentrated for maximum 

convenience of higher 
...Gasy titration... 

enhanced compliance 


Initial dosage with MOBAN' 


e usual starting dose is 50-75 mg/day 


e may be increased to 100 mg/day in three to 
four days 


e may be adjusted up or down according to response 


e some patients with severe symptomatology may 
require an increase to 225 mg/day 


e elderly and debilitated patients should be started on 
.lower dosage 


Please see next page for prescribing information. 





For the 
schizophrenic patient 


New 
MOBAN 


molindone HCI ї 


Concentrate 
20 mg/ml 





four 25 mg tablets = 5 milliliters (100 mg) 
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“Ah effective antipsychotic agent 


MOBAN 


molindone НС 


DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 
dolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes 
MOBAN is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder. 
freely soluble in water and alcohol and has a molecular weight 
of 312.67 © 
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H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochloride) has a pharmacolog- 
ical profile in laboratory animals which precominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion. MOBAN antagonizes the depression caused by the tran- 
quilizing agent tetrabenazine 
In human clinical studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies, MOBAN exerts its effect on the ascending reticular 
activating system 
Human metabolic studies show МОВАМ (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally 
Unmetabolized drug reached a peak blood level at 1.5 hours 
Pharmacological effect from a single oral dose persists for 24- 
36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 
INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONTRANDICATIONS МОВАМ (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates. narcotics. etc.) or comatose states, and 
in patients with known hypersensitivity to the drug 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in tbe following animals: 

Pregnant Rats oral dose— 20 mg/kg/day— 10 days 

no adverse effect 


*HCI 


40 mg/kg/day— 10 days 
no adverse effect 
Pregnant Mice oral dose — 20 mg/kg/day—10 days 
slight increase resorptions 
40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day —12 days 
no adverse effect 
10 mg/kg/day—12 days 
no adverse effect 
20 mg/kg/day— 12 days 
no adverse effect 
Animal reproductive studies have not demonstrated a terato- 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used in pregnant 
patients. 
Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 
Usage in Children: Use of MOBAN (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established 
MOBAN has not bean shown effective in the management of 
behavioral complications in patients with mental retardation 
PRECAUTIONS Some patients receiving MOBAN (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established 
Increased activity has been noted in patients receiving MOBAN 
Caution should be exercised where increased activity may be 
harmful 
МОВАМ does not lower the'seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported in a fewpinstances. 
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* New dosage form... 


Concentrate 20 mg/ml 


continuing...Tablets 5 mg, * 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose 

Noted less frequently were depression, hyperactivity and eupho- 
ria. 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals and 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor. have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa). small doses of sedative drugs. and/or reduction in 
dosage 


Autonomic Nervous System Occasionally blurring of vision, 
tachycardia. nausea, dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms. 


Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare. transient. non-specific T wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 

Skin Early, non-specific skin rash. probably of allergic origin. 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy 


Tardive dyskinesia associated with other agents has appeared 
in some patients on long-term therapy and has also appeared 
after drug therapy has been discontinued. The risk appears to 
be greater in elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face. mouth or 
jaw (e.g.. protrusion of tongue. puffing of cheeks. puckering of 
mouth. chewing movements). There may be involuntary move- 
ments of extremities 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms 


` 


of this syndrome. It is suggested that all antipsychotic agents 
be discontinued if these symptoms appear. Should it be neces- 
sary to reinstitute treatment. or increase the dosage of the 
agent. or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication 15 stopped at that time the 
syndrome may not develop. 


DOSAGE AND ADMINISTRATION initial and maintenance doses of 
MOBAN (molindone hydrochloride) should be individualized 


Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day 
— Increase to 100 mg/day in 3 or 4 days 
— Based on severity of symptomatology. dosage may be 
titrated up or down depending on individual patient 
response 
—An increase to 225 mg/day may be required in patients 
with severe symptomatology 
Elderly and debilitated patients should be started on lower 
dosage 


Maintenance Dosage Schedule 

1. Mild — 5 mg-15 mg three or four times a day. 

2. Moderate — 10 mg-25 mg three or four times а day 
3. Severe — 225 mg/day may be required 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally. animal studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (i.e.. barbiturates. 
chloral hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water 


Since the adsorption of MOBAN (molincone hydrochloride) by 
activated charcoal has not been determined. the use of this 
antidote must be considered of theoretical value 

Emesis in a comatose patient 1s contraindicated. Additionally 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals, this blocking effect has not been determined in 
humans 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected 
(Only 2% of a single ingested cose of MOBAN is excreted unme- 
tabolized in the urine.) 


However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
МОВАМ in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Benadryl*) and the 
synthetic anticholinergic antiparkinson agents. (1.е.. Artane*. 
Cogentin*. Akineton*) 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 1000's: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
“Benadryl — Trademark, Parke Davis and Co. 
*Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 
Rev. Nov. 1979 
MOBAN is an Endo Registered U.S. Trademark 


6102-5 


Endo Laboratories, Inc. | 
Subsidiary of the DuPont Company 
Garden City, New York 11530, 





CLORAZEPATE DIPOTASSIUM Briet Summary 
Y INDICATIONS — Symptomatic relief of anxiety and tension 
№ associated with anxiety disorders, other psychoneurotic dis- 
orders, transient situational disturbances, and functional or 
organic disorders. Symptomatic relief of acute alcohol with* 

. drawal. 

Ideal for short-term antianxiety therapy Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient. 
CONTRAINDICATIONS — Known hypersensitivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, and caution patients 
that effects of alcohol may be increased. Not recommended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impairment have fol- 
lowed abrupt withdrawal from long-term high dosage. With- 
drawal symptoms were reported after abrupt discontinuance 
of benzodiazepines taken continuously at therapeutic levels 
for several months. Use caution in patients having psycho- 
logical potentia! for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider possibility of 
pregnancy before initiating therapy. Patient should consult 
physician about discontinuation if she becomes pregnant or 
plans pregnancy. Do not give to nursing mothers. 


PRECAUTIONS — Observe usual precautions in depression, 
accompanying anxiety, or in patients with suicidal tendency, a 
or those with impaired renal or hepatic function. Do periodic 
blood counts and liver function tests during prolonged 


Acts promptly.. tapers gently aoa and gradual increments in the 
at discontinuation ADVERSE REACTIONS —Drowsiness, dizziness, various g.i. 


complaints, nervousness, blurred vision, dry mouth, head- 
ache, mental confusion, insomnia, transient skin rashes, 


Tranxene goes to work in minutes fatigue, ataxia, genitourinary complaints, irritability, diplopia, 





Nordiazepam uptake is rapid, with pharmacologic effects depression, slurred speech, abnormal liver and kidney func- 
reported within 30 minutes. Peak serum levels are tion, decreased hematocrit, decreased systolic blood pressure. 
attained within 1-2 hours after dosing. DOSAGE — ANXIETY Usual daily dose 30 mg or less (start 
the elderly or debilitated at 7.5-15 mg). Adjust gradually 
ы within 15-60 mg daily range. Capsules: divided doses: or 
Allows post therapy once daily h.s. (start patient at 15 mg). Single Dose Tablets, 
adjustment time 22.5 mg (for patients stabilized on 7.5 mg t.i.d.) or 11.25 mg: 
Ё МЕ А А once daily at any hour. ALCOHOL WITHDRAWAL In divided 
When administration stops, nordiazepam serum levels doses: 1st cay 30 mg initially, then 30-60 mg; 2nd day 45-90 
taper at a gentle rate. This built-in taper gives your mg; 3rd day 22.5-45 mg; 4th day 15-30 mg. Then taper to 
patients more time to adjust to cessation of therapy? 15-7.5 mg daily, and discontinue as soon as stable. 
1. Sedation reported in patients 30 minutes after dosing. INTERACTIONS —Potentiation may occur with ethyl! alcohol, 
Tranxene Drug Monograph 97-0185, p. 9, 1979. hypnotics, barbiturates, narcotics, phenothiazines, MAO in- 
2. The elimination kinetics of an agent can be closely defined, hibitors; other antidepressants: 
but paan epee at present be directly related to therapeutic OVERDOSAGE —Take general measures as for any CNS 
or adverse effects. depressant. 
SUPPLIED — Tranxene (clorazepate dipotassium) 3.75, 7.5. 
. and 15 mg capsules. Tranxene-SD Half Strength 11.25 and 
Abbott Laboratories, North Chicago, IL 60064 Tranxene-SD 22.5 mg single dose tablets. 0043330 
1 2 


Acts promptly...tapers E 
gently at discontinuation 
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Unexcelled choice for short-term management of anxiety , 
3.75, 7.5, and 15 mg capsules; 11.25 and 22.5 mg single dose tablets. 
See overleaf for brief summary. 
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THORAZIN 


brand of 


. ' CHLORPROMAZINE 


maintenance treatment, "Thorazine' offers 
effective antipsychotic therapy with 18 
convenient dosage forms and strengths. 
This means you can precisely tailor 
dosage to individual patient needs— 
increasing or decreasing as the situation 


Back among friends — an important source 
of much-needed support. She went into 
the hospital with a psychiatric emergency but 
left more like herself —delusions, halluci- 
nations, and other psychotic target symptoms 
under control with "Thorazine'. And 
"Thorazine' maintenance can help keep her 
out of the hospital in the future. 

From initial psychiatric emergency through 


demands. 





Tablets: 
50 and 100 mg 
of the НСІ 





"Thorazine'. The most widely tested and 


highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications: For the management of manifesta- 
tions of psychotic disorders. To control the mani- 
festations of the manic type of manic-depressive 
illness. For the treatment of severe behavioral 
problems in children marked by combativeness, 
and/or explosive h чно А behavior (ош of 
proportion to immediate provocations), and in the 
short-term treatment of hyperactive children who 
show excessive motor activity with accompanying 
conduct disorders consisting of some or all of the 
following symptoms: impulsivity, difficulty sus- 
taining attention, aggressivity mood lability and 
poor frustration tolerance. 








Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and. or other information, FDA has 
classified the other indication as follows: 
Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 





indication requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from chlorpromazine may confuse the 
diagnosis of Reye's syndrome or aiher enceph- 
alopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 


Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness 

(e.g., operating vehicles or machinery) especially 
during the first few days’ therapy. Avoid con- 
comitant use with alcohol. May counteract anti- 
hypertensive effect of guanethidine and related 
compounds. 

Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged 
extrapyramidal signs in newborn whose mothers 
had received chlorpromazine. Chlorpromazine is 
excreted in the breast milk of nursing mothers. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease. or with acute respiratory infections. 
Patients with a history of hepatic encephalopathy 
due to cirrhosis have increased sensitivity to the 
C.N.S. effects of chlorpromazine. Due to cough 
reflex suppression, aspiration of vomitus is 
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possible. May prolong or intensify the action of 
C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage of concomitant C.N.S. depressants.) Anti- 


convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. Patients 
with history of long-term therapy with ‘Thorazine’ 
and/or other neuroleptics should be evaluated 
periodically for possible adjustment or discontin- 
uance of drug therapy. 

"Thorazine' tablets contain FD&C Yellow #5 
(tartrazine) which may cause allergic-type reac- 
tions (including bronchial asthma) in certain 
susceptible individuals. Although the overall 
incidence of FD&C Yellow #5 (tartrazine) sensi- 
tivity in the general population is low, it is fre- 
quently seen in patients who also have aspirin 
sensitivity. ‘Thorazine’ tablets are in the process 
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of being reformulated to remove the FD&C Yellow 
#5. For specific information, contact Smith Kline 
&French Laboratories (outside Pa., call toll-free: 
1-800-523-4835, ext. 4262; in Pa., call collect: 
215-854-4262). 

Adverse Reactions: Drowsiness. cholestatic 
jaundice, agranulocytosis. eosinophilia. leuko- 
penia. hemolytic anemia, thrombocytopenic 
purpura and pancytopenia: postural hypotension, 
tachycardia. fainting. dizziness and, occasionally, 
a shock-like condition: reversal of epinephrine 
effects; EKG changes have been reported. bm 
relationship to myocardial damage is nat con- 
firmed; neuromuscular (extrapyramidal) reactions; 
pseudo-parkinsonism, motor restlessness, dys- 
tonias, persistent tardive dyskinesia, hyperreflexia 
in the newborn: psychotic symptoms, catatonic- 
like states. cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia: hyperglycemia. hypoglycemia, 
glycosuria: dry mouth. nasal congestion, consti- 
pation, adynamic ileus, urinary retention, miosis, 
mydriasis: after prolonged substantia! doses, 

skin pigmentation, epithelial keratopathy, lentic- 
ular and corneal deposits and pigmentary retinop- 
athy. visual impairment: mild fever (after large 
І.М. dosage); hyperpyrexia; increased appetite 
and weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 

Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
nd 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule* capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). Injection, 25 mg./ml.; Syrup, 10 mg./ 

5 ml.; Suppositories, 25 mg. and 100 mg. Concen- 
trate (intended for institutional use , 30 mg./ 
ml. and 100 mg./ml. 


Smith Kline &French Laboratories < 1980 
Philadelphia 
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APA PLACEMENT SERVICE 


For Employers and Applicants 


Those wishing to announce either position openings or availabil- 
ity for employment may register in advance by requesting a list- 
ing form by calling Ms. Patricia Anthony (202) 797-4867, or writing 
Jo her attention at APA Central Office, 1700 18th Street, N.W., 
Washington, D.C. 20009. Listing forms should be returned no later 
than August 29th. On-site listings will also be accepted. However, 
forms received at the APA prior to the August 29th deadline will 
have exposure from the very beginning of the institute. There will 
be a placement booth and an interviewing area located on 
the plaza level of the Sheraton Boston Hotel. Listings will be ac- 
cepted for any mental health related position vacancy/avail- 


айу; 


APPLICANTS — $4 for listing availability 
EMPLOYERS — $7 for listing job description 


Complete sets of all applicants will be available at the close of 
the Institute at $10.00 per set; complete sets of positions will be 
available at $15.00 per set. These sets will be mailed two weeks 
following the Institute. | 
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The American Journal of Psychiatry is published 
monthly by the American Psychiatric Association. 
Editorial office: 1700 Eighteenth Street, N.W., 
Washington, D.C. 20009; telephone (202) 797-4918. 
Subscriptions: U.S. $27.00 per year, Canada and 
foreign $35.00; single issues: U.S. $3.50, Canada 
and foreign $4.25. 


Business communications and changes of address 
from APA members should be directed to the 
Division of Membership Services and Studies, 
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You've seen what stress can dd to people: everything from ulcess and high 


Everyone Knows blood pressure, to a sense of isolation or a broken family. 


You've also witnessed another consequence of stress: dependence on alcohol 


) Pi ll or drugs. 
Y He Sa шат If some of your patients have drinking or drug problems; you should know 


about Fenwick Hall, a unique treatment facility near Charleston, S.C. 


h i Fenwick Hall was established by Dr. Morris Chafetz, founding 
of otfengt In ж . director of the National Institute on Alcoholism and Alcohol 
the Community. f 


Abuse and a leading authority on alcohol and drug dependence. 
Fenwick Hall's carefully designed, highly individualized treat- 
à ment is based on the needs Dr. Chafetz perceived during his 25 
Ww! years of experience with both patients and programs. 
: Rather than treating only symptoms, Fenwick Hall’s approach 
focuses on every facet of the individual. In addition to complete 
detoxification capabilities and highly qualified professionals de- 
livering a superior program of therapy, counseling and ed- 
ucation, Fenwick Hall provides recreational options such 
as tennis courts, a sauna and whirlpool bath and 
an indoor swimming pool. 

Occupying a recently restored 18th-century 
estate, Fenwick Hall offers unusually elegant 
accommodations and a tranquility conducive 
to the growth of self-awareness and the res- 
toration of well-being. 

When individuals leave Fenwick Hall, they 
are able to return to their careers and homes, 
fortified with healthier ways of coping with 
the stress and struggles of daily life. 

For further information, please write for our 
color brochure, or call John Magill, Executive 
Director. 











































You Know He’s 
an Alcoholic. 


$ 2-75 Post Office Box 688, 
ori Johns Island, Charleston, 
E ill South Carolina 29455 

(803) 559-2461 


PSYCHOPHARMACOLOGY UPDATE 
Jonathan O. Cole, M.D. 


from 


THE COLLAMORE PRESS 


Medical Division of D.C. Heath and Company 


For all practicing psychiatrists who wish to keep up to Table of contents: Part I. Drug Therapies: 1. Lithium 
date on the uses of psychopharmacological agents Therapy: A Practical Review. 2. Tricyclic Anti- 
and their potential side effects, this book offers a depressant Blood Levels. 3. Drug Treatment of Anx- 
clear discussion of a range of available drugs. The in- iety, 4. Beta-Blocking Drugs in Psychiatry. 5. Drug 
formation is practical and provides enough Therapy of Adult Minimal Brain Dysfunction 
background for clinicians to practice psychophar- (MBD). 6. Fenfluramine. 7. Drugs and Senile 
macology for the greatest benefit of patients. Newer Dementia. 8. Lecithin and Choline in Alzheimer 
agents such as lecithin, t-tryptophan, and fen- Disease. Part Il. Drug Side Effects: 9. Tar- 
fluramine are described. The book reviews treatment dive Dyskinesia. 10. Agranulocytosis Revisited. 
of such conditions as senile dementia and adult 11. Lithium and the Kidney. 12. Memory Difficulty 
minimal brain dysfunction, and discusses such side and Tricyclic Antidepressants. ] i 


effects of drugs as memory difficulties caused by 
tricyclic antidepressants, kidney changes due to 
lithium, and agranulocytosis resulting from anti- 208 pages 1980 $14.95 
psychotic drugs. ISBN 0-669-03695-1 LC 79-48064 


- Send orders to The Collamore Press, D.C. Heath and Company, 
125 Spring Street, Lexington, Massachusetts 02173. 


The road b: 
should 


one-way 


Navane (thiothixene) has proved 
benefit at each phase in rehabilitz 
with psychotic symptoms; from adi 
discharge, and beyond. 


a rapid return to the commu 
Navane achieves rapid relief of. à 
symptoms and facilitates early discha 
patients. In excited, agitated psychot 
Navane has produced improvement 
minimal symptomatology after thre 
paratively brief hospitalization for n 


and continued long-term improvement 

On an outpatient basis, Navane exerts a significa 
long-term beneficial effect on patient functioning, 
especially in the areas of social and vocational 2M 
adjustment in the community. Initial improvementi§= s 
maintained with Navane and has beenshown to Po 
increase over time.’ 


rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely Corapromise 

by oversedation or drowsiness. AY pote DSIVE crises ^^ “or 

and other cardiovascular feaetions® “are seldom = - E 

reported. Anticholinergie Side effetts sich [as dry 

mouth or constipation are гасе af extrapyramidal - 

symptoms occuf they are-üsually readily hey > 


di e adjustments or Dok cx ВРЕ 


Be ase sce Ten page of this ай ertisement. 
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Rapid return to the community 
Navane (thiothixene) (thiothixene h 


ydrochloride) ` 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 4 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Сарѕшеѕ?1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage іп Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(31050 mg/kg/day), and топкеуѕ (1 103 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in raan; it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
thgn that observed with some phenothiazines. The clinical 
significance of these change£ is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued, The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome, It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate— In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness, Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100. 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (10z.) 
bottles with an accompanying dropper calibrated at 2 mg. 4 mg. 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
105 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 
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Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
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For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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A division of Pfizer Pharmaceuticals 
New York, New York 10017 * 


patients 
with a profile 
of mild to moderate 
depression... 


New : 
SURIYIONTIL 


(TRIMPRAMINE MALEATE) 


ө Proven efficacy in depression"? 
€ Prompt relief of anxiety, even before peak 
antidepressant effects are noted? 
@ Insomnia relieved in some cases as soon as 
one week after treatment? 
€ Effective in single nighttime dosage 
after initial dosage titration? 
@ Low incidence of side effects* 


drinks during therapy may provoke exaggerated response. Potentiation sore throat during therapy; the drug 
of effects has been reported when tricyclic antidepressants were evidence of pathologic neutrophil depression. 
administered with sympathomimetic amines, local decongestants, Gastrointestinal - Nausea and vomiting, anorexia, epigastriti 
local anesthetics containing epinephrine, atropine, or drugs with an diarrhea, peculiar taste, stomatitis, abdomipaleg a 
anticholinergic effect. Drugs having a parasympathetic effect, includ- i reast i 
ing tricyclic antidepressants, may alter ejaculatory response. 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus. 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil (trimipramine maleate). 
Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, 
acardial infarction, arrhythmias, heart block, stroke. 
(тіс — Confusional states (especially in the elderly) with halluci- 
| disorientation, delusions; anxiety, restlessness, agitation; 
and nightmares; hypomania; exacerbation of psychosis. 
Grologic— Numbness, tingling, paresthesias of extremities; incoor- 
ation, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
eizures, alterations in EEG patterns; tinnitus. 
ergic—Dry mouth and, rarely, associated sublingual adenitis; 
ision, disturbances of accommodation, mydriasis, constipa- 
ic ileus; urinary retention, delayed micturition, dilation of 
tract. 
in rash, petechiae, urticaria, itching, photosensitization, 
e and tongue. 
Bone-marrow depression including agranulocytosis, 
‚3 purpura; thrombocytopenia. Leukocyte and differentia 
Buld be performed in any patient who develops fever and 
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LORAZEPAM PLASMA LEVELS (ng/ml) — 


How do you 


choose a minor 











TIME IN WEEKS 


_ Each point represents the mean of 8 subjects. 


Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


N Y. All rights reserved 





Anxiety neuroses 

In many nationwide studies involving 

thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided | 
significant relief of anxiety, tension, agitation 

and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 


They' re all about the same, aren't they? Until recently, that seemed to sum up 


* 


the prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all ard effective anxiolytics. With seven of these compounds now available, 
however, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety 
associated with functional or organic disorders, as well as in older patients. 


Consider the record of Ativan: 


Anxiety in 

cardiovascular disorders 

Ativan (lorazepam) has been specifically 
evaluated and found effective in seven 
common protocol, double-blind studies 
involving 423 patients (211 on Ativan) 
whose anxiety was related to organic 
and functional cardiovascular disorders. 
The cardiovascular component 

has not, of course, been shown to be 
significantly benefited by such therapy. 


Anxiety in 

gastrointestinal disorders 

So far, nine common protocol, double-blind 
studies of Ativan have focused on anxious 
patients with functional or organic 
gastrointestinal complaints (457 patients, 
234 on Ativan). Ativan was clearly effective 
in reducing the anxiety of these patients. 
The gastrointestinal component has not, 

of course, been shown to be significantly 





Anxiety in 

the aging patient 

Because its simple metabolism is not readily 
impaired with advancing age, and 
accumulation is not likely to present a 
problem, Ativan is a good choice for older 
patients. Those who have trouble swallowing 
solid medication appreciate the smal! Ativan 
tablet, which is tasteless and disintegrates 
within seconds in water or fruit juice 


benefited by such therapy. Ati 
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See important information on following page. 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated wit anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
^as not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
ent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper С.І. disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
nalformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present іп the concurrent control group, they 
nave been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
avidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
ial malformations associateo with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
denzodiazepines. As a general rule. nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
јіѕарреаг on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
datients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
unction disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
Jence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
ауе been noted but are not clinically significant, probably being related to relief of anxiety. 


)verdosage: In management of overdosage with any drug, bear in mind that multiple agents 
nay have been taken. Manifestations of overdosage include somnolence, confusion and coma 
nduce vomiting anc/or undertake gastric lavage followed by genera! supportive care, monitor- 
ng of vitai signs and close observation. Hypotension, though unlikely, usually may be controlled 
vith Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 
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Dosage: Individualize for maximum beneficial effects. Increase dose 
jradually when needed, giving higher evening dose before increasing 
laytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
nay vary from 1 to 10mg/day in divided doses. For elderly or debili- 
ated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
ional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Nyeth Laboratoríes 


| j Philadelphia, PA 19101 


™ 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, М Y., N.Y. All rights reserved 











UPDATE 

UPDATE 

UPDATE 

MEDICAL 

UPDATE FOR 
PRACTICING 
PSYCHIATRISTS 


Friday & Saturday 
November 7 & 8, 1980 
INTERNATIONAL HOTEL 


At The Baltimore-Washington International Airport 
Baltimore, Maryland 


Offers practicing psychiatrists an unique opportunity to update 
and review general medical knowledge as well as to discover 
some of the newest diagnostic and therapeutic developments. 
A wide range of medical and surgical topics will be discussed. 


Sponsored by the Department of Psychiatry 
And The Program of Continuing Education 
University of Maryland - School of Medicine 


For further information contact: 


Program of Continuing Education 
University of Maryland 


School of Medicine 
10 South Pine Street 


Baltimore, Maryland 21201 | 
Y 01) 528-3956 j 


No two children are alike. 
That is why 

No two programs in Devereux 
Are the same. 


The Foundation’s nationwide therapeutic programs vary considerably 
to serve the needs of children, adolescents and young adults with learnin 
disabilities, neurological impairment, mental retardation or emotiona 
disturbance. 


Devereux also offers specialty programs: 


ө Hedges Treatment Center — For young people who are not ready to 
utilize a conventional residential treatment approach but whose problems 
do not warrant psychiatric hospital attention. 


Center for Autistic and Schizophrenic Children — A comprehensive treat- 
ment program for children under ten years of age. 


Career House — For intellectually bright high school graduating seniors 
and post-high school youth with problems of underachievement and/or 
personal adjustment. 


THE DEVEREUX FOUNDATION 


A NONPROFIT ORGANIZATION 


Helena T. Devereux ON 
Founder 


Charles J. Fowler 
National Director of Admissions 


Joseph B. Ferdinand 
President 


FOR INFORMATION AND LITERATURE: 


Ellwood M. Smith, Admissions Director, Devon, Pa. 19333 or call 215 687-3000 

ton, Admissions Director, Box 1079, Santa Barbara 93102 or call 805 968-2525 

y Н. Templin, Admissions Director, Box 2666, Victoria 77901 or call 512 575-8271 

ichard A. Etter, Director, 6436 E. Sweetwater, Scottsdale 85254 or call 602 948-5857 

GEORGIA merford, Director, 1980 Stanley Road, N. W., Kennesaw 30144 or call 404 427-0147 
CONNECTI +++. Theodore E. Enoch, Director, Sabbaday Lane, Washington 06793 or call 203 868-7377 
MASSACHUSETTS ederic A. Harvey, Director, Miles Road, Rutland 01543 or call 617 886-4746 





All Devereux Branches Surveyed by the Joint Commission on Accreditation of 
Hospitals are Approved as Psychiatric Facilities for Children and Adolescenis 








New! THE ADMINISTRATION OF MENTAL HEALTH SERVICES (2nd Ed.) 
edited by Saul Feldman. This revised and expanded Second Edition contains new 
* chapters on mental health law and financial management. ‘80, $39.75 


New! DEV@LOPMENTAL GROUPS FOR CHILDREN edited by Jack A. 
Dunean and Jim Gumaer. A wide array of group procedures, practices, and techniques 
lor use with children and adolescents is presented. '80, $29.75 


New! COMPETITIVE BEHAVIORS OF OLYMPIC GYMNASTS by John H. 
Salmela. The gymnasts’ physical, mental, and emotional preparation; types of feed- 
back; and stress control are among the topics covered. '80, cloth-$19.75, paper-$14.50 


New! THE EFFECT OF AIR IONIZATION, ELECTRIC FIELDS, ATMOS- 
PHERICS AND OTHER ELECTRIC PHENOMENA ON MAN AND ANIMAL by 
Felix Gad Sulman. Of special interest to psychiatrists are the chapters which cover such 
topics as stress reactions, biological rhythms, and effects related to psychiatry, neu- 
rology, crime, suicide, and age. '80, cloth-$24.75, paper-$18.75 


New! SEXUAL COUNSELING FOR OSTOMATES: A Resource Book for 
Health Care Professionals by Ellen A. Shipes and Sally T. Lehr. The sexual needs and 
problems of ostomates are explored. '80, $7.75, Lexotone 


New! FACULTY DEVELOPMENT THROUGH WORKSHOPS by Carole J. 
Bland. Practicality and specificity characterize this guide to planning, conducting, and 
evaluating faculty development workshops. '80, cloth-$13.50, paper-$9.75 


New! TRAINING OF THE DEVELOPMENTALLY HANDICAPPED 
ADULT: A Practical Guide to Habilitation by Roy I. Brown and E. Anne Hughson. 
Functional assessment, learning techniques, and such managerial considerations as 
program structure, placement, follow-up, and administration are covered. '80, $14.75 


New! COMMUNICATIONS IN A HEALTH CARE SETTING edited by Myron 
G. Eisenberg, Judith Falconer and Lafaye C. Sutkin. Included is information on gen- 
eral communication skills; legal implications; the medical record; audio-visual educa- 
tional aids; special communication problems involving spinal cord injury patients, 
chronic pain patients, and children dying of cancer; and research, "80, $19.75 


New! THE BOTANY AND CHEMISTRY OF HALLUCINOGENS (2nd Ed.) 
by Richard Evans Schultes and Albert Hofmann. Ethnobotanical, historical, pharmaco- 
logical, and psychological aspects also receive attention. 80, $28.75 


CHILD SEXUAL ABUSE: Analysis of a Family Therapy Approach by Jerome A. 
Kroth. The author reports on research into, recognition of, and treatment for intra- 
familial child sexual abuse. 79, $17.50 


PSYCHOLOGICAL TESTS AND SOCIAL WORK PRACTICE: An Introductory 
Guide by Morton L. Arkava and Mark Snow. This text focuses on the interpretation 
and utilization of psychological test information. 78, cloth-$9.25, paper-$6.00 


ASSERTIVE TRAINING FOR WOMEN (2nd Pig.) by Susan M. Osborn and Gloria 
G. Harris. Techniques which may be employed in a group approach to personal 
behavior change, such as behavior rehearsal, modeling, and cognitive restructuring, are 
described. 78, cloth-$13.50, paper-$10.25 


PERSONALITY PROJECTION IN THE DRAWING OF THE HUMAN FIGURE: A 
Method of Personality Investigation (10th Ptg.) by Karen Machover. This original 
technique for human ligure drawing analysis combines the psychology of expressive 
movement with a fresh approach to functional and symbolic significance. 78, $//.00 


THE CARE AND MANAGEMENT OF THE SICK AND INCOMPETENT PHYSI- 
CIAN by Robert C. Green, Jr., George J. Carroll and William D. Buxton. Identifica- 
tion, management and prevention ol physician incompetence are discussed. 78, $71.00 


THE POWER OF POSITIVE REINFORCEMENT: A Handbook of Behavior Modifi- 
cation by Judith Elbert Favell. The author discusses specification of target behavior, 
selection of measurement techniques, and application of treatment. '77, $72.50 


CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS (5th Ptg.) by Leo E. Hol- 
lister. Pharmacological properties, general principles of use, and side effects of drugs 
used in treating emotional disorders of adolescents and adults are discussed. '77, $71.50 


RAPE INTERVENTION RESOURCE MANUAL compiled and edited by Patrick 
Mills. Psychological, medical, and legal aspects of sexual assault intervention are dis- 
cussed. '77, $18.75 


‘CHARLES € THOMAS :: PUBLISHER . 


w! BURGLARY 
AND THEFT 


By John M. Macdonald, Univ. of Colo- 
rado School of Medicine, Denver. Contri- 
butions by C. Donald Brannan and 
Robert E. Nicoletti. This is a comptehen- 
sive review of burglary and theft. It is 
based on the psychiatric evaluations of 
more than 100 offenders, augmented with 
more informal interviews with criminals, 
tences, and victims; on-the-street expe- 
rience with burglary detectives; and the 
contributions of experts in the arcas of 
evidence and investigation. 


'Ten chapters form the text. Burglary: The 
Billion Dollar Crime defines the crime and 
outlines its rate of occurrence. It details 
the burglar and his skills, the burglariza- 
tion of a variety of targets, target selec- 
tion, equipment, methods of entry, 
disposal of loot, and other topics. Theft 
explores vehicle theft, shoplifting, pocket 
picking, computer theft, and other types 
ol theft. The Fence delineates fencing ac- 
tivities and classifies fences into catego- 
ries. In Search of Causes analyzes crime in 
relation to sex, age, and race, and it ex- 
plains motives, crime as punishment, the 
victim's role, and psychiatric disorders 
and crime. Victims of Burglary and Theft 
discusses victim-offender relationships, 
vulnerability, reactions, resistance, re- 
porting, and victims in relation to the po- 
lice. 


False Reports of Burglary and Theft exam- 
ines the forgetful, suspicious, or delu- 
sional complainant; motives for false 
reports; clues; checking for proof of pur- 
chase; and simulated burglary-homicide. 
Criminal Investigation outlines all aspects 
of burglary and theft investigation. Scien- 
tific Evidence explains the application of 
modern criminalistics in burglary and 
theft invesugation. Criminal Interrogation 
otters data on preparation, the inter- 
viewing room, control of the interview, 
nonverbal communication, and details of 
the questioning itself. Prevention and 
Punishment outlines home and commer- 
cial security, prevention of shoplifting 
and vehicle theft, the victim in court, and 
punishment. 


The author's thorough coverage of offen- 
der/victim psychology will provide much 
needed information for psychiatrists 
working with criminals, delinquents, and 
their victims. For those interested in 
doing further research, references are pre- 
sented for each chapter. '80, 292 pp., 
$19.75 $ ў $ 
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‘STELAZING 
"HELPS FIND 


AWAY THROUGH „к=. 


often withdrawn, aloof and emotionally unresponsive. For such patients, ‘Stelazine’ provides 


effective, unsurpassed control of these and other psychotic symptoms. 


Also important, 'Stelazine' can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


In fact, no other antipsychotic agent has demonstrated significantly greater overall effective- 
ness and significantly fewer adverse effects than ‘Stelazine’. 


‘Stelazine’. A first choice for therapy. 


Before prescribing, see complete pre- 
scribing information in SK6F literature 
or PDR. The following is a brief 
summary. 
Indications 
Based on a review of this drug by the 
National Academy of Sciences— 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 
Effective: For the management of the 
manifestations of psychotic disorders. 
Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions 


‘Stelazine’ has nct been shown effective 
in the management of behavioral com- 
plications in patients with mental 
retardation. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 
sion; liver damage. 

Warnings: Generally avoid using in 
patients hypersensitive (e.g., blood 
dyscrasias, jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 

Additive effect is possible with other 
CN S. depressants, including alcohol. 

Use in pregnancy only when necessary 
for patient's welfare. 

Precautions: Use cautiously in angina 
Avoid high doses and parenteral odminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or 
physical disorders. Protonged administra- 
tion of high doses may result in cumulative 
effects with severe C.N.S. or vasomotor 
symptoms. If retinal changes occur, dis- 


continue drug. Agranulocytosis, thrombo- 
cytopenia, pancytopenia, anemia, 
cholestatic jaundice, liver damage have 
been reported. 

Patients on long-term therapy. especially 
high doses, should be evaluated period- 
ically for possible adjustment or 
discontinuance of drug therapy. 

Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision, Neuro- 
muscular (extrapyramidal) reactions 
motor restlessness, dystonias, pseudo- 
parkinsonism, persistent tardive 
dyskinesia 

Other adverse reactions reported with 
Stelozine (trifluoperazine НСІ, SKGF) or 
other phenothiozines: Some adverse 
effects ore more frequent or intense in 
specific disorders (e... mitral insufficiency 
or pheochromocytomo). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, catatonic-like states; hypoten- 
sion (sometimes fatal); cardiac arrest; 
leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic 
purpura; jaundice, biliary stasis; Menstrual 


STELAZINE = 


5 and 10 mg. 


brond of 


irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photo- 
sensitivity, itching, erythema, urticaria, 
eczema up to exfoliative dermatitis; 
asthma, laryngeal edema, angioneurotic 
edema, anophylactoid reactions, periph- 
eral edema; reversed epinephrine 

effect; hyperpyrexia; o systemic lupus 
erythematosus-like syndrome: pigmen- 
tary retinopathy; with prolonged adminis- 
tration of substantial doses, skin 
pigmentation, epithelial keratopathy, and 
lenticular and corneal deposits. EKG 
changes have been reported, but relation- 
ship to myocardial damage 15 not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation- 
ship has been established. 

Supplied: Tablets, 1 mg.. 2 mg.. 5 mg 
and 10 mg. in bottles of 100; in Single 
Unit Packages of 100 (intended for institu- 
tional use only); Injection, 2 mg./ml.; and 
Concentrate (intended for institutional use 
only) 10 mg./ml. 


SK&F CO. 


a SmithKline company 
Manufactured and distributed by 
SKGF Co., Carolino, P.R. 00630. 
Stelozine* trademark licensed from 
SmithKline Corporation. 

€5KGF Co., 1980 


TRIFLUOPERAZINE НСІ 








:In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL’ 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline НСІ, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 
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containing perphenazine апа amitriptyline НСІ « 








Copyright © 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 
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мал с UUSAYE SU CTIULTIS Ы 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline НСІ. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline НСІ. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline НСІ, have been reported to produce arrhythmias, 
* sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorcers such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision anc careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. ; 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline НСІ may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline НСІ and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom itis essential. Discontinue several days before elective, 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver funcfon. 


ө. 
ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
azine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement: 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
Zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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• AGES: 12—18 
• GRADES: 6—12 


• 12 MONTH PROGRAM 
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• STUDENTS: 80 

„ STAFF: 50 

• PSYCHIATRISTS: 6; 
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TEACHERS: 22; 
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The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


BROWN 
SCHOOLS 


An equal opportunity emplover. 
Psychiatric hospitals accredited 
bv the Joint Commission on 
Accreditation of Hospitals. 
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DALMANE 


(flurazepam HCI/Roche 


MORE POLYGRAPHIC EVIDENCE 


Sleep research laboratory Efficacy from the first night 
testing of insomnia patients through 28 nights, 

for 995 subject nights without need 
demonstrates efficacy of to increase dosage 
Dalmane (flurazepam HCI /Roche)! Dalmane (flurazepam НСІ/Косће) is the only sleep 


medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 
longed use of Dalmane is seldom necessary; should it 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 
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JFFERS 
JF EFFICACY FOR INSOMNIA 































Dalmane* (flurazepam HCI/Roche) Clinical documentation of 
improved sleep during short, е t ә 
intermediate and longer-term use efficacy In 4950 patients 
with insomnia 
Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included e 


paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 
of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 





























Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE € 


flurazepam HCI/Roche 
15-mg and 30-mg capsules 


UNMATCHED PROOF 
UNMATCHED EFFICACY 


Please see summary of product ; 
information on following page. % 
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Improvement shown represents mean Improvement: їз T 
hours, of total sleep time. 

Adapted from Dement WC, et a/: Behav Med 5:25-31, 
Oct 1978 

Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 


peutic goal. 
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Protocol for insomnia 
management 


O Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


O Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


O Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


O Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 

O Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


O Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 


O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


p------------------ 


Now available from Roche — important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 
Address 


City 





State Zip 


DAST 
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DALMANE « 


flurazepam HCI/Roche 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-те capsule h. s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, СІ pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


ROCHE PRODUCTS INC. 


Manati, Puerto Rico 00701 





Introducing... 


Navane 
(thiothixene HCI) 
Intramuscular 
For Injection е 
5 mg/ml - 


ae чш" 


new potency for 
rapid control of 

acute psychiatric 
emergencies 


Now, Navane Intramuscular 5 mg 
per ml provides a more concentrat 
dosage form for rapid control of 
severely disturbed behavior associa 
ed with acute psychosis. Navane 
Intramuscular, in carefully monito 
ed doses, “. .. can produce significa 
improvement within hours and * 
increase the accessibility of these 
[acutely disturbed] patients to mo 
gradual methods of pharmacologic 
treatment as well as to socio-envir 
mental intervention and psycho- 
therapy” 

Rapid tranquilization usually с 
be achieved without excessive seda 
tion. Clinically significant hypoter 
sion, often seen with other injectal 
antipsychotic agents, is rare with 
Navane Intramuscular therapy.’ Il 
extrapyramidal symptoms occur, 
they are usually readily controlled 
by dosage adjustment or antiparki 
son agents. 


ROeRIG @ 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


For a brief summary of Navane prescribing 
information, including adverse reactions and 
contraindications, please see the following 
page of this advertisement $ 


$ Navane (thiothixene) (thiothixene 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml, 5 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml, 5 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy- Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
Possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(31050 mg/kg/day), and monkeys (1 03 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children- The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asistrue with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautioas. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disordérs or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actionsof the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e. , gluteus maximus) and the mid- 
lateral thigh. 

Thedeltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
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significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy The 
incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is Characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane. exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
à systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution; Navane For Injection— Where 
more rapid control and treatment of acute behavior is desirable, the 
intramuscular form of Navane may be indicated. It is also of benefit 
where the very nature of the patient's symptomatology, whether 
acute or chronic, renders oral administration impractical or even 


hydrochloride) . 


impossible. e 

For treatment of acute symptomatology or in patients unable ог 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules: Navane Concentrate— |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. fluids and/or 
vasoconstrictors), 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine. or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100 (10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg. 4 mg. 5 mg. 6 mg. 8 mg. and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg. 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
10 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina 2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 

Navane (thiothixene hydrochloride) Intramuscular For Injection 

is available in amber glass vials in packages of 10 vials. When 
reconstituted with 2.2 ml of Sterile Water for Injection, each ml 
contains thiothixene hydrochloride equivalent to 5 mg of thiothix- 
ene, and 59.6 mg of mannitol. The reconstituted solution of 
Navane Intramuscular For Injection may be stored for 48 hours at 
room temperature before discarding. 
References: |. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, December 
1977. 2. Brauzer B, Goldstein BJ: Comparative effects of intra- 
muscular thiothixene and trifluoperazine in psychotic patients. J 
Clin Pharmacol 8:400-403, November-December 1968. 3. Gal- 
lant DM, Bishop MP, Bishop C, et al: Thiothixene: A controlled 
evaluation of the intramuscular antipsychotic preparation. Curr 
Ther Res 10:561-565, November 1968. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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This new 16-hour program offers a fresh, comprehensive overview of psychiatric theory, 
practice, and research. Authored by a distinguished faculty, specialists in their field, 
SURVEY OF PSYCHIATRY presents completely new, up-to-date information 
for the practicing physician who wants to keep abreast of the current state of the art, 
and may assist for certifying exams (such as the American Board of Psychiatry and Neurology). 





Course Director: 

Shervert H. Frazier, MD. 
Psychiatrist-in-Chief 

McLean Hospital Professor of Psychiatry 
Harvard Medical School 


SURVEY OF PSYCHIATRY has been designed to 

meet the needs of the busy physician. 

e Versatile programs — ideal for home study, 
teaching, seminars, group study, and refresher 
courses 

e Maximum educational and review benefits in 
easy-to-use format 

e Convenient, flexible — no time spent away 
from practice 


Course Components: 

e Audiocassettes — 14 live lectures on 14 
audiocassettes : 

Course Syllabus (94 pages) — fully illustrated 

with tables, charts and slide reproductions, 

plus a concise bibliography for further study 

Test Section — questions and computerized 

test sheet with self-addressed mailing envelope 

for registrants desiring Continuing Medical 

Education Category | credits 


Credit Statement: 

As an organization accredited by the Liaison Committee on Continuing 
Medical Education (LCCME) to provide continuing medical education, 

the American Psychiatric Association certifies that this continuing medi- 
cal education offering meets the criteria for up to 16 hours of 

LCCME Category | CME credit, provided it is used and completed as 
designed 





Order Form 


SURVEY OF PSYCHIATRY 


Continuing Medical Education Home Study Course 
Approved by the APA for 16 Category | credits 


Fee: U.S.: $100.00. Foreign: $150.00. U.S. dollars only 
Prices include postage and handling 


Please make checks payable to 
SURVEY OF PSYCHIATRY 


Май to: SURVEY OF PSYCHIATRY 
PO. Box 516 Wyckoff Station 
Brooklyn, N.Y. 11237 


t Institution 


Name |. | ..— 


Street . ENS T 


City кү. 
State” Zip 











tif paid by institution, please attach your purchase order 
*N.Y. State residents please add sales tax 

Telephone (800) 221-4468 

In New York State call (212) 421-6900 
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À PSYCHIATRIC GLOSSARY 


Fifth Edition 
Qrder your copy of the fifth edition of 
A PSYCHIATRIC GLOSSARY now! 


The Glossary has been revised and 
updated by a Subcommittee of APA's 
Joint Commission on Public Afairs. It 
contains current terminology in psy- 
chiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of infor- 
mation for 


—]physicians and lawyers 


—social workers, psychologists, and 
nurses 


—writers and editors 


—teachers and students 


Numerous new entries, a series of 
tables, and a list of abbreviations used 
in the mental health field are included. 


Why not order one or more copies of 
A PSYCHIATRIC GLOSSARY now?? 


Please send me _ copies of a PSYCHIATRIC GLOSSARY, 
5th edition, paperback. Order number 142 

$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or 
more, $4.75 each 





Г] check or money order enclosed. All orders totalling $35 or less 
MUST be prepaid 








bill me (orders over $35 ONLY). All invoices will include shipping 
and handling charges. 
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ADDRESS: 
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Publication Sales 

American Psychiatric Association 

1700 18th Street, N.W 

Washington. D.C. 20009 
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Brie! Qumnmary OF rrescriving ImnImrormauonm 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use. i.e , more than 4 months, has not been assessed by system- , 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma " 


Warnings: Not recommended in primary depressive disorders or psyMoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, ànd of 
diminished tolerance for alcohol and other CNS depressants 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety. consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg. day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G |. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 
CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats. and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS И is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4 2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sieep disturbance, agitation, dermatologica! symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with апу drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined 


„Ativan 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories : 


Philadelphia. PA 19101 


Copyright ©3979, Wyeth Laboratories 
Div. of AHPC, N.Y., М Y. All rights reserved 
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associated with depressive symptoms; 
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MOBAN 


molindone HCI 


Concentrate 
20 mg/ml 


Easily administered 
in fruit juice...has 

a subtle cherry flavor 
when taken alone 





















NO excessive weight gain 
incidence hepatotoxic changes 
ophthalmological changes 


persistent tardive 
dyskinesia 


skin pigmentation 
thyroid function changes 
tolerance development 








LOW adverse drug 


incidence interactions 
hematological changes 


hypotension 


nonpersistent symptoms 
of tardive dyskinesia 


sedation 









MODERATE 
incidence extrapyramidal reactions 


This table compiled from clinical and field reports, according to 
the best available information 


Concentrated for maximum 
convenience of higher 
dosages...easy titration... 
enhanced compliance 


Initial dosage with МОВАМ 


e usual starting dose is 50-75 mg/day 


e may be increased to 100 mg/day in three to 
four days 


e may be adjusted up or down according to response 

e some patients with severe symptomatology may 
require an increase to 225 mg/day 

e elderly and debilitated patients should be started on 
ower.dosage 


Please see next page for prescribing information. 


An effective antipsychoticagent 
with a favorable benefit /isk profile 


For the 
schizophrenic patient 


New 
MOBAN 


molindone НС "o 


Concentrate 
20 mg/ml 





four 25 mg tablets = 5 milliliters (100 mg) 
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An efféctive antipsychotic agent 





MOBAN 


molindone НС 


DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 
dolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
МОВАМ is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder. 
freely soluble in water and alcohol and has a molecular weight 


of 312.67. 
о N-CH2 Снг-СНз 


н 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochloride) has a pharmacolog- 
ical profile in laboratory animals which predominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion. MOBAN antagonizes the depression caused by the tran- 
Quilizing agent tetrabenazine. 
In human clinical studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies. MOBAN exerts its effect on the ascending reticular 
activating system 
Fuman metabolic studies show MOBAN (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally 
Unmetabolized drug reached a peak blood level at 1.5 hours 
Pharmacological effect from a single oral dose persists for 24- 
36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 
INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONIRAINDICATIONS MOBAN (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates. narcotics, etc.) or comatose states. and 
in patients with known hypersensitivity to the drug 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in the following animals: 
Pregnant Rats oraldose— 20 mg/kg/day—10 days 
no adverse effect 
40 mg/kg/day—10 days 
no adverse effect 
Pregnant Mice oral dose — 20 mg/kg/day —10 days 
slight increase resorptions 
40 mg/kg/day —10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day — 12 days 
no adverse effect 
10 mg/kg/day —12 days 
no adverse effect 
20 mg/kg/day — 12 days 
no adverse effect 
Animal reproductive studies have not demonstrated a terato- 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used in pregnant 
patients. 
Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 
Usage in Children: Use of MOBAN (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established. 
MOBAN has not been shown effective in the management of 
behavioral complications in patients with mental retardation. 


PRECAUTIONS Some patients receiving MOBAN (molindone 
hycrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
теѕропѕе ќо the drug has been established. 
Increased activity has been noted in patients receiving MOBAN. 
Caution should be exercised where increased activity may be 
harmful. — 
MOBAN does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported in a few instances. 
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® New dosage form... 
Concentrate 20 mg/ml 


continuing...Tablets 5 mg, . 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines. 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose 

Noted less frequently were depression. hyperactivity and eupho- 
па 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals and 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor. have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa). small doses of sedative drugs. and/or reduction in 
dosage 


Autonomic Nervous System Occasionally blurring of vision. 
tachycardia, nausea, dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms 

Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant. 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare. transient. non-specific T wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 


Skin Early, non-specific skin rash. probably of allergic origin, 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted. 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy 


Tardive dyskinesia associated with other agents has appeared 
in some patients on long-term therapy and has also appeared 
after drug therapy has been discontinued. The risk appears to 
be greater in elderly patients on high-dose therapy. especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face. mouth or 
jaw (e.g.. protrusion of tongue. puffing of cheeks. puckering of 
mouth. chewing movements). There may be involuntary move- 
ments of extremities. 

There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms 


of this syndrome. It is suggested that all antipsychotic agents 
be discontinued if these symptoms appear. Should it be neces- 
sary to reinstitute treatment. or increase the dosage of the 
agent. or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that time the 
syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN (molindone hydrochloride) should be individualized 


Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day 

— Increase to 100 mg/day in 3 or 4 days. 

—Based on severity of symptomatology. dosage may be 
titrated up or down depending on individual patient 
response 

—An increase to 225 mg/day may be required in patients 
with severe symptomatology 

Elderly and debilitated patients should be started on lower 
dosage 


Maintenance Dosage Schedule 

1. Mild—5 тр-15 mg three or four times а day. 

2. Moderate — 10 mg-25 mg three or four times a day. 
3. Severe — 225 mg/day may be required 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally, animal studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (i.e.. barbiturates. 
chloral hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water 


Since the adsorption of MOBAN (molindone hydrochloride) by 
activated charcoal has not been determined. the use of this 
antidote must be considered of theoretical value 


Emesis in a comatose patient is contraindicated. Additionally, 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals. this blocking effect has not been determined in 
humans 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected 
(Only 2% of a single ingested dose of MOBAN is excreted unme- 
tabolized in the urine.) 


However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
MOBAN in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Benadryl*) and the 
synthetic anticholinergic antiparkinson agents. (1.е., Artane*. 
Cogentin*, Akineton*) 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 1000's: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
*Benadryl — Trademark, Parke Davis and Co. 
“Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
“Akineton — Trademark, Knoll Pharmaceutical Co. 
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The American Psychiatric Association’s 
First Major Revision of the 

Psychiatric Nomenclature 

in 12 Years 


This long awaited revision of the Diagnostic and Statistical 
Manual of Mental Disorders has taken five years to develop 
and field test. The result is a 500-page text which is unsur- 
passed in its completeness, clinical reliability, and descrip- 
tion of criteria and codes for psychiatric diagnostic classifica- 
tion. The book incorporates a revision of the diagnostic 
classifications of DSM-II with an extensive listing of new 
diagnostic criteria, decision trees for differential diagnosis, a 
glossary of technical terms, an annotated comparative listing 
of DSM-II and DSM-III classifications, and an historical 
review of ICD-9 and ICD-9-CM classifications. 


A Compact, Quick-Reference Guide 

In making a DSM-III diagnosis, clinicians and researchers 
may find it convenient to consult the Quick Reference to the 
Diagnostic Criteria, a pocket-sized booklet that contains only 
the classification, the diagnostic criteria, and a listing of the 
most important conditions to be considered in a differential 
diagnosis of each category. 





Order Now. Mail coupon to The American Psychiatric Association, Publication Sales, 1700 18th Street, N.W., Washington, D.C. 20009. 
copies of DSM-III (hardbound edition), Order #143 (v $25.00. 
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be accompanied by payment. Non-prepaid orders (over $35.00) will be invoiced with shipping/handling charges included.) 


Name 


Address 














City State Zip 







Monttfiore Hospital and Medical Center 
Albert Einstein College of Medicine 


Ё Announces a review of 


Clinical Neurology 
For Psychiatrists 


Under the direction of 


David M. Kaufman, M.D. 


A course designed for psychiatrists preparing for 
Part Il of the American Board of Psychiatry and 
Neurology will consist of lectures, with 
videotaped examples, and practice 

audiovisual examinations 


Twenty (20) hours of Category | 
Credit will be awarded 













Saturday and Sunday 
October 4 & 5, 1980 
9:00 AM — 5:00 PM 


The New York Academy of Medicine 
Two East 103 Street, New York, N.Y. 


FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 













Biological Therapies 
in Psychiatry 


PSG Publishing Company, Inc. 
545 Great Road, Littleton MA 01460 








(V) E 


q 







The newsletter professionals rely upon for 
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Lithobid 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. . 


WARNING e к 
Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 








Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular—cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic —drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Тз and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania—900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new 6.1.4. dosage. 


1Е May, 1979 


Siow НАА Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
apprecíate the convenience of thís 
reduced dosage frequency. 


‚ Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 
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Chfordlazeoaxiae HCI Roche 
Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended 
Contraindications: Patients with known hypersensitivity to the 
drug 
Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 
be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions). following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported 
Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 
Precautions: In the elderly and debilitated. and in children over 
Six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended. if combination therapy with 
other psychotropics seems indicated. carefully consider indi- 
vidual pharmacologic effects. particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Peradoxical reactions (e.g.. excitement. stimulation and 
acute rage) have been reported in psychiatric patients and 
Hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending depres- 
Sion: suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 
anticoagulants: causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness. ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema. minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms 
increased and decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occasionally, mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 


Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 
Supplied: Librium* (chlordiazepoxide HCI) Capsules, 5 mg. 10 
mg and 25 mg—bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs* (chlordiazepoxide) 
Tablets, 5 mg, 10 mg and 25 mg— bottles of 100 and 500. With 
respect to clinical activity, capsules and tablets are indistin- 
guishable 


Roche Products Inc. 
Manati, Puerto Rico 00701 
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Berore prescribing or administering, see Sandoz literature for tull 
product information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients wRo have previously exhibited a 
* hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus inse@icides; carefully consider benefit versus risk in less severe 
disorders. During pregnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System— Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea. nasal stuffiness, and pallor. Endocrine System—Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin— Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions—Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocerdiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 
irreversible tardive dyskinesia, characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
. anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
should be determined for each patient. 
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Overview: Model Programs for Chronic Mental Patients 


BY LEONA L. BACHRACH, PH.D. 





Mode! programs for chronic mental patients may be 
viewed from four perspectives: evaluation of 
individual programs, commonalities in successful 
programs, generalizability and reproducibility of 
specific programs, and relevance of model programs 
to problems of service delivery in mental health 
systems. Although successful model programs share 
certain common structural elements, such programs 
cannct be readily reproduced or generalized. Having 
limited value for the problems of service delivery in 
mental health systems, model programs are best seen 
as experimental efforts, not as solutions. Strategies 
for translating model-derived knowledge into systems- 
related action are needed. 





n tae past two decades a sizable number of ‘‘model 
I programs” have been developed to care for chronic 
mental patients in nontraditional and noninstitutional 
settings. Considered together, these programs are 
quite extraordinary. It is unlikely that 20 years ago 
many caregivers and service planners could have fore- 
seen that so much creativity and innovativeness could 
be applied to the development of special programs for 
this »atient population. As efforts to reverse the ef- 
fects of institutionalism continue, the success of these 
prog-ams provides hope for future service planning. 

Simultaneously, however, the literature is replete 
with descriptions of failures in the care of chronic 
mental patients. Professional and popular sources 
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alike report that the chronically mentally ill, in gener- 
al; are not being adequately and humanely served by 
existing programs and that these patients are regularly 
overlooked by the mental health service system. When 
it Comes to caring for chronic mental patients, service 
systems are typically reported to be fragmented and 
unresponsive, and the most seriously ill are more often 
than not described as ‘‘falling through the cracks.” 

. How can these reports of successful model pro- 
grams and. glaring service system deficits be recon- 
ciled? What, precisely, is the relationship between 


' demonstration efforts and the realities of mental health 


service systems? In this paper I will provide a concep- 
tual framework for evaluating model programs for 
chronic mental patients and examine their contribu- 
tions, their limitations, and their relationship to mental 
health service systems. 

In this.context the term *' model program" is defined 
as any planned demonstration effort that tests the ap- 
plication of distinctive, often innovative, program- 
matic strategies to the care of chronic mental patients. 
Model programs are generally, although not necessari- 
ly, small in size, and their participants are usually se- 
lected in accord: with the program's experimental 
aims. Often, although again not necessarily, funding of 
these programs is provided by external agencies for 
the specific purpose of testing special procedures or 
treatments. З 

Model programs for chronic mental patients are no: 
limited to any particular setting. Thev may be adminis- 
tered under public or private auspices and have been 
described as occurring in such diverse places as gener- 
al hospitals, community mental health centers, com- 
munity action agencies, state mental hospitals, and 
even as part of a private psychiatric group practice (1- 
3). One model program reportedly operates on the 
streets of New York City. Funded by the state's office 
of mental health, that program uses a mobile van to 
seek out "shopping bag” people and others’in need 
and to deliver them to treatment settings (4). Not to 
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be confused in апу way with the “medical” versus 
"nonmedical'" treatment model controversy, model 
programs for chronic mental patients encompass a 
wide variety of treatment modalities, some fairly tradi- 
tional and others decidedly innovative in nature. 

Despite enthusiastic reports that many model pro- 
grams are meeting the diverse needs of chronic mental 
patients effectively and compassionately, I have sug- 
gested elsewhere (5) that there are limits to the gener- 
alizability and reproducibility of these prograins— 
that, in fact, they have often been used inappropriately 
to provide ''answers'" to questions concerning prob- 
lems currently experienced by mental health service 
systems. Actually, model programs may be viewed 
from a variety of perspectives. In this paper I will dis- 
cuss four different ways of looking at model programs 
for the care of chronic mental patients. The conceptual 
approach used is a layered one in which model pro- 
grams are assessed through a series of questions repre- 
senting different levels of abstraction, ranging from the 
most specific to the most general. 

The first level of abstraction is evaluation and focus- 
es on the question of how well any individual model 
program works. This is the lowest level of abstraction 
in that it looks at each program separately and makes 
no attempt at generalization. A second and higher lev- 
el of abstraction is comparative and inquires as to 
whether there are principles common to model pro- 
grams that may be extracted from them. Moving up 
the ladder of abstraction, a third approach assesses the 
' generalizability of model programs and inquires into 
their reproducibility in settings other than their origi- 
nal locations. ‘The foiirth and highest level of abstrac- 
tion is, like the first, evaluative, but with a major dif- 
ference. The question here, instead of looking inward 
to the workings of individual programs, looks outward 
and asks, So what? This dimension of relevance focus- 
es on the broader implications of model programs for 
the delivery of services to the total population of 
people who are chronically mentally disabled. 


LEVEL I: EVALUATION OF INDIVIDUAL 
PROGRAMS 


Every model program for chronic mental patients 
may be evaluated as an individual entity. Although 
evaluation of this kind is very important, it will be dis- 
cussed only briefly because much has already been 
written on the need for adequate program evaluation 
(6-8). 

Typically, evaluation of individual programs mea- 
sures programmatic relevance and outcomes accord- 
ing to predefined criteria and is performed in-house or 
under contract. Evaluation of models, like evaluation 
of their nonmodel counterparts, may proceed in a vari- 
. ety of Ways, depending on what information is being 
sought. It might, for example, depart from externally 
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determined criteria for the effectiveness of commu- 
nity-based programs such as those proposed by James 
(9). Or it might inquire into the extent to which the * 


‚ stated objectives of the program are actualfy being im; 


plemented—i.e., the fit between the program's philos- 
ophy and its outcomes. Still other kinds of program 
evaluation might focus on quantifiable changes in pa- 
tients’ clinical status or level-of functioning or on pa- 
tient and/or staff satisfaction with the program's opera- 
tion. It is for administrators and caregivers in. particu- 
lar programs to determine precisely what questions aré 
important to ask in evaluating programs and how to 
ask them. This simplest and most specific level of ab- 
straction approaches model programs singly, without 
reference to or comparison with other programs. In ef- 
fect, it inquires as to whether a specific program is 
doing what it has set out to do. 


LEVEL П: COMMONALITIES 


Another approach assesses model programs com- 
paratively and asks whether there are similarities or 
commonalities that can be extracted from them for 
more generalized application. In a recent analysis of 
diverse model programs selected for their apparent 
success in meeting the needs of chronic mental pa- 
tients (5) I concluded that they have certain principles 
of planning and programming in common. Despite dif- 
ferences in specific locus of care and in control—i.e., 
whether the program is privately or publicly funded— 
successful model programs appear to be built on a min- 
imum of eight principles that together form a least 
common denominator for effective program design for 
chronic imental patients. 

1. Chronic patients targeted. Successful model pro- 
grams assign top priority to the care of the most se- | 
verely impaired: they are targeted toward patients who 
are chronically and persistently ill. If this seems too 
elementary a principle to merit specific mention, it 


.may be noted that the very failure to assign first prior- 


ity to chronic patient$ in many community mental 
health programs has caused major problems for this 
population. Zusman and Lamb (10) have contended 
that although the ‘‘basic mission” of deinstitutionali- 
zation was originally community-based treatment of 
chronic patients, ‘‘only limited aspects of the original 
conception have been implemented, while the interest 
of most workers has gone off in other directions.” The 
result is that community mental health has largely 
overlooked the chronic patient and has tended instead 
to focus on those who are ‘“‘healthy but unhappy.” The 
very existence of chronic mental patients, who are sin- 
gularly impotent in advocating on their own behalf, 
has frequently been denied (11, 12). When these pa- . 
tients, with their peculiar combination of service re- 
quirements, chronicity, and impotence, have Had to' 
compete for scarce resources with others who are less 
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severely impaired and more socially acceptable, 
chronic patients have not fared well. 
` 2. Linkage with other resources. Realistic linkage 
with other résources in the community is a second ele- 
ment common to successful model programs for 
chronic mental patients. This principle is an affirma- 
tion of the range and the diversity of treatment needs 
of those who are chronically ill. In many ways, the 
planning of relevant deinstitutionalization programs for 
chronic mental patients is synonymous with planning 
for human services (11). In addition to psychotherapy, 
these patients require additional special services that 
include a ‘‘range of living environments and resociali- 
zation, vocational rehabilitation, and appropriate work 
opportunities” (13). 

3. Functional integrity. Either by itself or in combi- 
nation with the other resources to which it is linked, a 


successful model program attempts to provide for its: 


patients the full range of functions that are associated 
with institutional care. Sociological analyses of the lit- 
erature reveal that mental hospitals traditionally have 
fulfilled a variety of functions (14, 15). These include, 
in addition to long-term comprehensive treatment for 
disabled individuals, a series of additional functions 
less readily perceived or acknowledged (e.g., pro- 
tecting the patient from exploitation or providing him 
or her with a place of refuge). Much of the difficulty 
associated with deinstitutionalization efforts may be 
attributed to the tendency for program planners to 
overlook, or to neglect to stress, the need for provid- 
ing out-of-hospital alternatives for the full range of 
functions performed in hospital settings. Not even the 
central functions of treatment, asylum, and custody 
are assured for many deinstitutionalized individuals, 
not to mention the many peripheral functions. Suc- 
cessful model programs care about the mentally dis- 
abled not only as patients but also as social individuals 
in a complex society. They acknowledge that chronic 
patients comprise a dependent population for whom 
the fulfillment of certain basic conditions of human ex- 
istence must be arranged—conditions that have tradi- 
tionally, for better or worse, been met within large in- 
stitutions. These programs are therefore responsive 
not only to the psychiatric and medical treatment 
needs of patients but also to their needs for asylum, 
respite, socialization, and rehabilitation. 

4. Individually tailored treatment. Model programs 
that are regarded as successful make a point of provid- 
ing for their patients personally tailored treatment regi- 
mens, whether chemotherapy, psychotherapy, psy- 
chosocial rehabilitation, and/or some combination of 
these and other treatment modalities. This principle of 
reaching out to patients on an individualized basis nec- 
essarily activates certain other elements of treatment 
- that are widely understood as fundamental to the ef- 
fective care of chronic mental patients. Program ele- 
ments like 24-hour crisis intervention and case man- 
agement are automatically assumed and assured when 
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the principle of individualized programming is at work» 
Individualized programming renders successful model 
programs the conceptual opposite of "dumping" (in- 
discriminate and wholesale placement of patients ei- 
ther in hospitals or in the community without consid- 
eration for their specific needs). 

5. Cultural relevance and specificity. Successful 
model programs are tailored to conform to the local 
realities of the communities in which they are located. 
Indeed, the very uniqueness of model programs stands 
out as one of their underlying similarities. Every mod- 
el program is a very special event that can be studied 
and possibly adapted but not precisely duplicated. Be- 
cause, as Abbott (16) has pointed out, the provision of 
community-based services for chronic mental patients 
“has major social components,” any successful pro- 
gram for their care ‘‘must reflect the character of the 
community in which the patients are being served." 

6. Specially trained staff. There is a need in success- 
ful model programs for trained staff who are attuned to 
the unique survival problems of chronic mental pa- 
tients living in noninstitutional settings. This principle 
is of such central importance that Polak and Kirby (17) 
have written that any program lacking staff ‘‘who are 
trained and comfortable working with disturbed pa- 
tients in community settings . . . is likely to have poor- 
er outcome than psychiatric hospitalization." Special 
training includes strategies for dealing not only with 
problems in patient care but also with staff issues, like 
burnout, that affect role »erformance. А 

7. Hospital liaison. Successful model programs for 
chronic mental patients are tied in some manner (and 
sometimes reluctantly) to a complement of hospital 
beds. This principle is consistent with the growing 
view that there are certain patients for whom periods 
of hospital care continue to be a necessity (11). Irre- 
spective of what specific reasons are considered ap- 
propriate for hospitalization— whether for the pro- 
tection of the patient or of society or whether to pro- 
vide the patient with diagnostic or intensive treatment 
services—successful model programs reflect the ever- 
increasing departure from the polarized antihospital 
stance that characterized the early years of the dein- 
stitutionalization movement (14, 18, 19). 

6. Internal evaluation. Descriptions of successfu_ 
model programs indicate the presence of a kind of on- 
going internal assessment mechanism that permits 
continuous self-monitoring. This kind of evaluation 
may be something quite apart from formal program 
evaluation, which tends to be too complex— with too 
slow a “turnaround” time—to be of use in the kind of 
equilibrating function that his principle implies. Inter- 
nal evaluation in these models measures programmatic 
activities against previously agreed on standards and 
thus avoids the disjunction among planning, manage- 
ment, and evaluation that tends to characterize eval- 
uative efforts for larger and more complex programs 
(6). Because model programs are usually relatively 
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smali in size and uncomplicated in structure, they af- 
ford unique opportunities for feedback. 

In summary, a search for commonalities in model 
programs that are considered successful demonstrates 
that there are certain principles that characterize 
them. The eight principles extracted and discussed 
here appear to be basic elements in programs that min- 
ister effectively to chronic mental patients by acknowl- 
edging that they have severe and recurrent problems, 
that they are often functionally impaired and in need of 
assistance in gaining access to the most basic of life’s 
entitlements, and, most of all, that their individuality is 
of greater significance in effective treatment than is 
any categorical label, such as "'schizophrenic," that 
might be applied to them. 

These principles are all concerned with the structur- 
al aspects of programming for chronic mental patients 
and do not extend to program specifics like treatment 
modalities used or manpower patterns employed. 
They are simple enough to transcend differences in 
communities and in demographically distinctive target 
populations. Indeed, it is apparent that these prin- 
ciples are so simple that they may prove to be disap- 
pointing to those who look to model programs to pro- 
vide instant solutions for their own communities' 
problems. Moreover, these principles show great simi- 
larity not only to the structural properties of effective 
mental health systems (20, 21) but also to the prin- 
ciples Talbott (22) has put forth as necessities for ef- 
fective programming in state hospitals of the future. 
That is noteworthy: it reinforces the notion that the 
guiding principles of effective planning for chronic pa- 
tients transcend locational considerations and have 
more to do with good and humane medical practices 
than with geography. 

. Finally, because these principles are structural and 

are not concerned with the substantive aspects of pro- 
gramming, they can potentially be applied in other set- 
ings—i.e., they can be generalized. 


LEVEL HI: REPRODUCIBILITY AND 
GENERALIZABILITY 


Mental health planners have for some time sought to 
develop model programs for chronic patients that can 
be readily reproduced in a variety of settings. Thus 
Greenblatt and Budson (23), in a descriptive evalua- 
tion of five model programs, have asked, ‘‘Once dem- 
onstration of an effective modality has been made, 
how do we export it?” In the present context, the criti- 
cal question is, May we generalize beyond the struc- 
tural aspects of programming for chronic patients, as 
described above? It would, of course, be very com- 
forting to be able to point to a laundry list of program 
specifics and proclaim that if one but includes all of 
them in'a program design, a successful program will be 
born. Perhaps because the need for solutions to the 


Am J Psychiatry 137:9, September 1980 


many problems that plague deinstitutionalization is so 
acute (14), the assumption is often made that if a model ` 
program is proven successful in one place it can be ' 
exported to and duplicated in another. The&widespread 
search for reproducible model programs represents a 
quest for quick-and-easy solutions to alleviate what 
has often amounted to widespread neglect of chronic 
mental patients. There is a hope that through identi- 
fication and diffusion of appropriate models the care 
of chronic patients will be made more humane. 

Unfortunately, there do not appear to be any simple 
answers. Just as the design of services for chronic pa- 
tients has too often departed from information derived 
from ‘‘an unwarranted emphasis on the single-episode 
user of services, a deficiency of interest in people with 
lifelong disorders, and unwarranted expectations 
about the effects that programs of general social bet- 
terment can have on serious mental illness (24), so 
have hopes for diffusing model programs been based 
on the untested assumption that such a process is fea- 
sible. Although the structural principles discussed 
above are generalizable, it is exceedingly difficult— 
perhaps even dangerous—to attempt to transplant en- 
tire programs to alternate settings. Accordingly, those 
who seek easy answers and choose to view model pro- 
grams as ready-made solutions for their own commu- 
nities’ problems should proceed with great caution. 
There are compelling reasons for not attempting to du- 
plicate model programs in other settings. 

For one thing, as suggested by the principle of cul- 
tural relevance and specificity, any program, model or 
not, has a cultural context. Abbott (16) has aptly point- 
ed out that ‘‘certain models are not applicable to cer- 
tain communities" and that ‘‘a system of care natural 
to one community may not be appropriate in another 
because of diverse social, cultural, and political ele- 
ments.’’ Separation of program specifics from the cul- 
ture base in which they naturally occur can lead to ir- 
relevant or inappropriate programming. Polak and Kir- 
by (17), in their description of a community-based 
network of facilities for chronic patients in Denver (a 
program frequently held up as an extremely successful 
model) have questioned whether their program is re- 
producible, and they have specifically speculated 
about its suitability for rural areas. 

No less important a consideration is the fact that 
many model programs have proceeded with special 
start-up funds and personnel. Attempts to adapt these 
programs to the realities of local budgets and re- 
sources will inevitably mean cutting out portions of the 
plan, and it is difficult to foresee the effects of cuts that 
are made for financial or any other reasons. Test and 
Stein (25), in discussing the renowned Training in 
Community Living program in Madison, Wis., have 
suggested that their own program differs from tradi- , 
tional programs along so many dimensions that it is 
difficult to sort out ‘‘which of the factors carty the 
greater part of the variance in accounting for the favor- 
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_able results." These authors have said, simply, that 
beyond such elementary principles as those noted 
' above, we do not know what it is that makes model 
programs Work. Extricating from a complex field of 
variables a few program specifics has a potential for 
causing harm. 

. It is also impossible to know how much of a pro- 
gram's success comes from its having been singled out 
as a model to be funded and implemented and how 
much comes from actual program elements. Almost 
certainly there is a “Hawthorne effect" present in 
many model programs, a situation in which it becomes 
difficult to distinguish the positive effects of planned 
program principles from those which are brought 
about by “ће mere fact of participating in an experi- 
ment” (26). Norman Ellis of the University of Ala- 
bama, in personal communications to me, has de- 
scribed an unpublished study of profoundly mentally 
retarded adults, previously considered untrainable, 
who skowed great improvement in self-help, social, 
and interpersonal skills simply as the result of in- 
creased attention from staff. No new program initia- 
tives had been undertaken in this instance, and no new 
money had been spent, but clinically assessed im- 
provements nevertheless occurred. 

An additional limitation on reproducibility comes 
from precisely how services are delivered and precise- 
ly who delivers them in model settings. As Rossi (27) 
has asserted, ‘‘It is difficult to separate the treatment 
from the manner of delivery." Model programs often 
attract what Rossi has called ‘‘exceptionally devoted 
persons," so that efficacious results are as likely to 
come from their ministrations as from the program it- 
self. It is important to realize that the precise method 
of delivering services to chronic patients is of critical 
importance in a program's success and that this fea- 
ture cannot be faithfully reproduced with any degree 
of certainty. 

Finaily, it is also important to realize that descrip- 
tions of model programs, although ‘‘exciting on their 
own terms,” as Mechanic (28) has noted, ‘һауе yet to 
demonstrate that [they] can maintain their early mo- 
mentum over long periods of time or communicate 
their enthusiasm to others.” 

In sum, it appears to be very difficult, if not impos- 
sible, to transplant a model program, either in its en- 
tirety ar in some part, to a new setting. Several factors 
inhibit such diffusion; these include 1) the difficulty of 
separating a specific program from its culture base, 2) 
the difficulty of deciding what program elements are 
the most important ones to try to duplicate, 3) the dan- 
ger of interfering with the program's Gestalt, 4) the ex- 
istence of a ‘‘Hawthorne effect” that makes it difficult 
to assess what changes come from the program itself 
. and what changes derive from the experimental milieu, 

and 5) the problem of separating program elements 
` from ‘the personnel who execute them. 
The limited generalizability of model programs has 


ч 


- 


LEONA L. pus 027 
в 


4 
been noted by Suchman (7), who has suggested that 
every model is, in effect, the statement of a hypothesis 
with ‘‘almost no generalizability'' (p. 79). This is not to 
say, of course, that models have no values; that is 
hardly the case. But the value of model programs must 
be sought in something other than their reproduc- 
ibility. Beyond the supply of some replicable structur- 
al fundamentals, the value of model programs should 
be sought in their experimental yield. 


LEVEL IV: RELEVANCE 


The fourth and final level of abstraction in analyzing 
model programs is, like the first, concerned with eval- 
uation, but with a unique difference. Whereas t-adi- 
tional forms of evaluation look inward to сгіќега of 
program success, this kind of evaluation looks out- 
ward and uses events in the external world as yard- 
sticks. Such reality testing is of particular importance 
in mental health planning because it examines the rela- 
tionship of the model program to the broader scope of 
menta] health service delivery. Since I have been un- 
able to find in the literature a name for this variety of 
program evaluation, I will call it, for want of a stan- 
dard term, *'impact evaluation” to differentiate it from 
the better known process and outcome procedures. 
The difference between impact evaluation and other 
kinds of program evaluation may be approached neta- 
phorically through the paradox that the operation was 
a success but the patient died. A given model mzy be 
very successful indeed, but does this necessarily mean 
that deinstitutionalization is ‘‘working’’? Or dces it 
mean only that a particular model program is working? 

Impact evaluation is distinguished by the kinds of 
questions it poses. While the traditional evaluation 
might ask, Does this program work? impact evaluation 
asks, What does this program do to meet the needs of 
the total population of chronically disabled people? 
This latter question is one of great importance in view 
of the fragmented nature of mental health systems. 
Unless it is asked, a specific program runs the risk of 
going off into its own orbit with little meaning fcr the 
various needs of the population it is intended to serve. 
In the case of model programs, the question is even 
more apposite because these experimental endeavors 
have a strong potential for removing themselves from 
the mainstream of service delivery problems. 

In this context one may ask of model prog-ams, 
What was the question? If the question is, Do model 
programs prove that chronic mental patients can be 
treated successfully in a variety of nontraditionel set- 
tings? the answer, based on examination of a number 
of operating programs, must obviously be yes—or, at 
least, yes, given the presence of certain fundamental 
program elements. If, however, the question is. Can 
model programs by themselves provide ready solu- 
tions for the problems of treating these patients in a 
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mental health system? the answer must be negative. 
Beyond their demonstration of some very elementary 
principles of successful programming, model programs 
tell us only that individual model programs can work. 
The inductive leap from this position to the notion that 
because a given model is successful for a specific tar- 
get population it can solve the range of problems asso- 
ciated with deinstituticnalization is based on faulty 
logic: the conclusion does not follow from the evi- 
dence at hand. Yet the search for model programs as 
"answers" to the problems of deinstitutionalization 
continues. Perhaps this is a natural consequence of the 
fact that the problems in deinstitutionalization are 
massive and complex, and the need for quick solutions 
is felt acutely. 

Difficulties in providing services for chronic mental 
patients have often come from the existence of an ‘‘in- 
verse system of care," in which ‘Һе most trained and 
skilled clinicians deal with the most articulate, inter- 
esting and likely to succeed clientele," while the exis- 
tence of those patients most in need is largely ignored 
(29). Such denial of the most seriously ill exists against 
a backdrop of diverse planning needs for several sub- 
groups of the total population of chronically ill people, 
all of whom have different service requirements. In ad- 
dition to patients released from mental hospitals, plan- 
ners must consider chronically ill people who are long- 
time residents of mental hospitals and remain on their 
rolls, those who are now entering mental hospitals and 
will become long-stay patients, those who are now en- 
tering mental hospitals and will stay for only a short 
while, and those who are in the community and who, 
as a direct consequence of deinstitutionalization prac- 
tices, have never been hospitalized (30). 

Each of these demographic subgroups represents, in 
its own way, fallout from the deinstitutionalization 
movement. There are problems associated with pa- 
tient tracking that must be solved so that services can 
be provided for two rather diametrically different 
classes of patients who present specific problems for 
service delivery systems: those who are highly visible 
as they go again and again through the revolving doors 
of the service system and those who become virtually 
invisible when they exit through the doors of mental 
hospitals and then get lost. The problem of responding 
to the needs of all the chronically mentally ill affects 
model programs only indirectly, if at all, but it must be 
the constant preoccupation of service systems. 

To complicate matters even further, it appears that 
the principles demonstrated to be common to success- 
ful model programs may even at time collide head-on 
with the needs and resources of mental health sys- 
tems. The very factors that provide high marks for one 
may give opposite ratings for the other. Thus, for ex- 
ample, improvements in patients' levels of functioning 
that are directly related to the highly individualized 
treatmeht plans and the specially trained staff found in 
model programs may well meet with a ‘*so what” kind 
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of response in an era of rapid and continuing deinstitu- . 
tionalization, particularly when ‘‘Proposition 13 fe- 
ver" is rampant. In the face of a nationwide problem ' 
of crisis proportions, it is no wonder thafmodel pro- 
grams which serve only a few patients are viewed by 
many planners with skepticism. 

It must be apparent that model programs provide an- 
swers to only some kinds of questions and that these 
questions are apt to have relatively little to do with the 
global needs of program planning for chronic mental 
patients. It would seem then, as suggested earlier, that 
the appropriate perspective from which to view model 
programs is for their heuristic possibilities in limited 
circumstances. In the words of Suchman (7), the mod- 
el program's value lies precisely in its ability to ‘‘in- 
dicate the probable success of the planned program, to 
try out procedures, and to suggest modifications’’ (p. 
140). 


MODELS VERSUS SYSTEMS 


In summing up the discussion of commonalities 
above I noted that although it is possible to reach some 
conclusions about the structural aspects of successful 
model programs, more specific program practices are 
not so readily generalizable. There is a reason for this. 
Questions concerning the “how” of programming for 
chronic mental patients must be determined largely by 
such extra-program considerations as timing, available 
resources, attitudes, and other local conditions. The 
answers to “how” questions are necessarily highly id- 
iosyncratic. 

Understanding these limits on the generalizability of 
model programs leads, of course, to the question, 
What is the use of these programs? The answer de- 
pends on what is being sought. If one insists on looking 
at model programs as prototypes for diffusion, he is 
probably headed for disappointment. If, on the other 
hand, one alters his perspective and thinks of model 
programs as hypotheses, not as answers, their value 
becomes more apparent. Every successful model pro- 
gram may be understood as a hypothesis, as a test fora 
series of assumptions regarding the effective care of 
chronic mental patients in a specific setting. Each is an 
ongoing research effort with evaluative potential. 

Model programs have taught us much about the ba- 
sic ingredients of programs that care, humanely and 
effectively, for chronic mental patients. Whatever the 
size, scope, treatment philosophy, affiliation, or loca- 
tion of a particular model. program for these patients, a 
sine qua non of its success appears to be the appli- 
cation of the eight principles outlined above. Under- 
standing these principles throws into bold relief some 
of the oversights that plague the provision of services . 
to the chronically mentally ill. This is, in itself, a major 
contribution and a giant step forward; but, beyond this,” 
model programs are not equipped to meet the aggre- 
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. gate demands for services to chronic patients within a 
. defined geographic area. What this means, quite 
bluntly, is that, to the extent that models and mental 
health systems are confused, a serious error is made. 
Major differences exist between mental health systems 
and model programs, which are important to grasp. > 

There is, first of all, a difference in the selection of 
patients to be served in model programs and in mental 
health systems. Models choose their target popu- 
lations to conform to their program goals. If patients of 
a certain age or with a certain institutional history 
woulé strain the limits of the experiment's design, 
those patients need not be admitted to the program. 
The Soteria model, for example, limits its subjects to 
unmarried schizophrenic patients between the ages of 
16 and 30 who have had more than one hospitalization 
of brief duration (31). A mental health system does not 
have the freedom to choose its patients in this way. 

Similarly, some models focus on subjects' rehabili- 
tatior. and exclude custodial or maintenance-level pa- 
tients who are not considered appropriate candidates 
for skills training. A mental health system, however, 
must ultimately face the need to provide for the care of 
even those who, according to current knowledge, 
show little hope of successful rehabilitation. A mental 
health system runs the risk of falling into a seductive 
trap f it pretends that the needs of all patients can be 
served through model efforts. Rossi (27) has noted that 
‘ta delivery system can simulate success by delivering 
treatments to individuals who are most likely to recov- 
er" or, in the case of chronic mental patients, to exhib- 
it marked and measurable improvement. 

The service system, unlike the model program, fre- 
quently has difficulty in defining the limits of its task— 
in identifying precisely what people comprise its target 
population and how to locate them. Case-finding prob- 
lems of models are much less complex than the overall 
epidemiological concerns of mental health systems. In 
fact, to the extent that there is a class of chronic pa- 
tients who appear to fit nowhere at all (32), the eleva- 
tion of model programs to systems solutions has po- 
tential for harming rather than helping by diverting at- 
tention from the very existence of these patients. 

Moreover, model programs and mental health sys- 
tems are typically accountable to different ‘‘masters.”’ 
Models are primarily responsible for testing and eval- 
uating innovative approaches for the care of those who 
are chosen for their special programmatic efforts. 
Mental health systems, however, are most often ac- 
countable to governing bodies, like legislatures, for 
whom mental health services, particularly those tar- 
geted toward the care of chronic patients, represent 
onlv a portion of their concerns. These bodies are not 
expected to be experimental in their orientation; they 
are more concerned with demonstrations of service 
‚ comprehensiveness and cost effectiveness than with 
the efficacy of treatment procedures or with the more 
“abstract notion of quality of care. 
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There are also differences in resource allocatioa pat- 
terns between models and mental health systems. In a 
model program resource allocation is focused, s5 that 
funding, personnel, and material resources are all di- 
rected toward patients selected for participation in the 
program. In a mental health system, however, tkere is 
competition for resources among different kinds of pa- 
tients. There is, indeed, a hierarchy of patient nceds in 
which priorities must be assigned. Miller (29) has cau- 
tioned us to **question models that smack of ‘triage,’ "' 
but the assignment of priorities within a mental health 
system is essential. The problem is how to make those 
assignments equitably so that the most seriously ill are 
not denied services. 

Even the kinds of evaluation performed in model 
programs and in mental health systems differ marked- 
ly. Although evaluation efforts of the kind described in 
the discussion of level I above—assessments of pro- 
gram outcome according to predefined criterie — тау 
be sufficient for model programs, the goals of evalua- 
tion in mental health systems must песеѕѕа-Пу ое 
much broader and must deal with issues of account- 
ability at à variety of levels (33-37). 

To summarize, model programs and mental heath 
systems vary in a number of critical ways. Systems 
have to serve all in need, not only those who fit in with 
some predetermined experimental aims. Systems must 
serve even those who show little hope of improve- 
ment. Although model programs can focus their re- 
sources on their selected patients, mental health sys- 
tems have to deal with competition from cifferent™ 
kinds of patients, and while mental health systems 
must account to governing bodies like legisla-ures, a 
model program's primary responsibility is to the con- 
trolled testing of an innovative approach. 

In short, the problems that characterize the delivery 
of services in mental health systems are numerous and 
diverse. Model programs do not suffice to provide an- 
swers for these problems; they must be deait with in 
other ways. Generally too few in number to have wide- 
spread effect on the problems of mental health svstems 
and too limited in concept to be reproduced in other 
settings, model programs remain, in effect, interes-ing 
and informative experiments. Although they have 
been important to the development of principles of 
programming for chronic mental patients, ther do aot, 
in any sense, provide the global answers that are 
needed to solve the problems of deinstitutiona ization. 

The differences between the problems that affect 
model programs and those which affect mental health 
systems are exemplified in a U.S. General Accounting 
Office report on the Veterans Administration personal 
care home program (38), a highly successfal model 
program for foster care placements of chronic patien:s 
that is now nearly 30 years old. That report stztes that, 
although many more patients qualify for car2 in per- 
sonal care homes than are now enrolled in :hat pro- 
gram, they tend to remain in hospitals for such reasons 
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as insufficient funds, unavailability of enough suitable 
community facilities to effect more widespread place- 
ments, lack of adequate commitment to the program 
from the VA system's central office, and patient or 
family resistance to out-of-hospital placements. Clear- 
ly, this is a case where the model program, effective as 
it is, fails to provide an answer to the problems of the 
VA system of care. 


CONCLUSIONS 


This discussion leads logically to: several con- 
clusions. First, as Zusman and Lamb (10) have so apt- 
ly written, thé concept of deinstitutionalization has fiot 
yet been given a fair test. The movement has somehow 
been diverted in community mental health program- 
ming from its original purpose so that the complex 
needs of the miost seriously ill have been overlooked. 
This should not necessarily be construed to mean that 
most of the chronically mentally ill cannot be treated 
in community settings some day. It does mean that 
past errors and oversights—i.e., the confounding vari- 
ables in deinstitutionalization—must be acknowledged 
and dealt with so that the problem can be given the 
cautious and objective evaluation it deserves. 

Second, what is derived from model programs de- 
pends very much on what questions are asked. There 
are productive ways to view model programs. One 
way is to look at the scientific yield of each miodel's 
experimental efforts. Another way is to look at several 
successful models in concert to determine what ele- 
ments they share. The latter approach yields some 
structural principles that characterize successful mod- 
el programs and that are generalizable; they may be 
applied beyond model settings. 

Third, whén model programs are stretched in such a 
way that they are required to provide more than their 
natural limits permit, they lose some of their value. 
Planners of mental health services have too often 
looked to model programs to offer answers that they 
cannot, by their nature, provide. Specifically, for a va- 
riety of sociological and economic reasons, individual 
model programs cannot, as entities, be successfully 
generalized to other settings. Beyond the shared struc- 
tural principles that they so ably demonstrate, their 
diffusibility is quite limited. If they are to be used in 
other settings, they must be specifically adapted to 
these new places. Moreover, there are even sub- 
stantial risks in adapting these programs, because of 
difficulties inherent in selecting and extracting particu- 
lar program elements. 

Fourth, it is inappropriate to view model programs 
as solutions to the problems that mental, health sys- 
tems face. Model programs are too selective in their 
patient populations and too focused in their designs to 
be used’ as systems solutions. Accordingly, it is pos- 
sible that a point in the testing of models has been 
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reached where these experiments show much of. a. 
sameness: Perhaps, in other words, we have reached a 
plateau, and more model programs have relatively | 
little new information to provide. If this iso, it is time 
to reassess the value of investing additional scárce re- 
sources in the piloting of more and more model pro- 
grams. The question is no longer whether model pro- 
grams are valuable and worthwhile— we know that 
they have been— but, rather, what the magnitude of 
our future investment in them should be. 

The model programs that are pursued in the future 
should clearly attempt seriously to test. new hypothe- 
ses—to examine previously untested structural funda- 
mentals with the potential for adding materially to 
what is already known about the basic principles of 
effective planning. Unless there is some reason to be- 
lieve that a new model can do this, it may be wiser to 
weigh the value of its implementation against the po- 
tential benefits to be derived from focusing on service 
systems. 

There is little question that it is important now to 
direct more energy toward applying some of what is 
already known to mental health systems. The wide- 
spread absence of the eight general principles of ef- 
fective programming. from mental health service sys- 
tems is glaringly evident. How, then, may the knowl- 
edge derived from existing models be applied to 
planning within mental health systems? What are the 
best ways to convert the structural principles of model 
programs into viable service system elements? How 
may mental health systems apply those principles in 
the face of the special problems imposed by their need 
to establish priorities for resource allocation? How 
may the prograin evaluation efforts of mental health 
systems be redesigned to yield assessments of those 
programi principles while they also address the sys- 
tems' special needs for accountability? 

It seems that these are relevant questions for the 
1980s. Although the literature is now beginning to fo- 
cus more intensively on the problems of mental heaith 
systems arid their solutions, there is a real need to de- 
velop strategies for translating model-derived knowl- 
edge into systems-related action. It will take funda- 
inental changes in attitudes and funding practices to 
shift from the habit of looking to models as solutions 
toward integrating what is already known from them 
into service delivery practices. But a continuing failure 
to place model programs in perspective will only divert 
attention from the more global needs of the popülation 
of chronically mentally ill people and will prolong the 
serious problems that are now, unfortunately, widely 
identified with the deinstitutionalization movement. 
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Fhe Use of ECT in the Treatment of Schizophrenia 


BY CARL SALZMAN, M.D. 





ECT has been replaced by neuroleptics for the 
treatment of schizophrenia. The production of serious 
drug-related side effects, particularly tardive 
dyskinesia, raises the question of the efficacy and 
toxicity of ECT versus neuroleptics. Most of the 
studies in the English literature on the use of ECT in 
the treatment of schizophrenia are unacceptable 
according to contemporary criteria; the question of 
ECT versus neuroleptic drugs thus remains 
unanswered. In the few acceptable published studies, 
clinical response to ECT was inversely proportional to 
duration of schizophrenic symptoms. Schizophrenic 
patients with affective and catatonic symptoms 
responded best; those with chronic symptoms rarely 
responded. ECT does not alter the fundamental 
psychopathology of schizophrenia. 





lectrically induced convulsions, administered by 
Cerletti and Bini in 1938 to a catatonic schizo- 
phrenic patient, introduced ECT into clinical psychia- 
” try (1). ECT was a modification of chemically induced 
seizures. It was based on an earlier erroneous belief 
that schizophrenia and epilepsy could not coexist in 
the same patient as well as the observation that pa- 
tients with psychotic symptoms sometimes improved 
after spontaneous or accidentally induced seizures (2). 
It was reasoned that the induction of epileptic-like sei- 
zures, either chemically or electrically, would thus be 
an effective treatment for schizophrenia. 


USE OF ECT BEFORE. THE INTRODUCTION OF 


NEUROLEPTICS 


One of the earliest and most repeated observations 
was the favorable response to ECT of acutely ill schiz- 
ophrenic patients compared with those who had a long 
and chronic illness. Most authors defined acute illness 
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as one year or less of symptoms. Those who had been 
ill less than 6 months had the best response of all, 
whereas patients who were ill more than 2 years 
showed very poor response (3, 4). Early studies of ECT 
with schizophrenic patients also emphasized the 
symptomatic improvement achieved with this treat- 
ment even if hospital discharge was not attained. This 
improvement, seen in acutely ill as well as agitated pa- 
tients, led to a dramatic decrease in the use of barbitu- 
rates, restraints, wet packs, and isolation (5). Patients 
with catatonic or affective symptoms responded par- 
ticularly well to ECT (5, 6). In an early paper Pacella 
and Barrera (7) commented that patients who im- 
proved ‘‘almost always had strong affective com- 
ponents of depression, guilt, worthlessness, hopeless- 
ness, self-condemnation and suicidal tendencies.” 
However, there was considerable disagreement among 
authors about the role of ECT with the paranoid pa- 
tient. The earliest follow-up studies of successfully 
treated patients with acute schizophrenia suggested a 
low relapse rate. However, subsequent follow-up stud- 
ies reported relapse rates as high as 8396 (8). These 
follow-up studies led to the conclusion that ECT was 
useful primarily for patients who had a favorable prog- 
nosis and who would have recovered with other treat- 
ments or with no treatments (9). The results of ECT 
with patients who were chronically ill with schizophre- 
nia and who had a poor prognosis were uniformly dis- 
couraging. | 


Early Studies 


In the early reports of ECT efficacy in schizophre- 
nia, diagnosis of schizophrenic patients was by clinical 
judgment rather than by adherence to rigorous diag- 
nostic criteria. Similarly, the standards for remission, 
recovery, or improvement often were not specified or 
were made by clinical judgment and thus varied from 
report to report. The number of treatments also varied 
greatly from study to study, and control groups were 
rare. Nevertheless, the results of these early clinical 
reports were similar enough to draw general inferences 
regarding the role of ECT in the treatment of schizo- 
phrenia. A number of these observations are still valid 
today, despite more rigorous and sophisticated clinical 
and experimental methodology. 

I. ECT offers symptomatic relief for acutely ill pa- 
tients. Social and self-care behavior improve, and hos- 
pital discharge rates increase. ! 

2. The shorter the duration of illness, the better the ' 
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_ outcome with ECT. Patients who have been ill less 
- than one year do much better than patients ill more 


* than one year. 


б 


. 3. Acutdly Ш patients with catatonic or affective 
symptoms respond best. 

4. Chronic, deteriorated patients and patients who 
have been symptomatic for more than 2 years have a 
poor response to ECT. 

5. Relapse rates are high for all patients who im- 
prove. As the duration of illness lengthens, the proba- 
bility of relapse increases. 


ECT IN THE ERA OF NEUROLEPTICS 
Studies of ECT Without Drug Comparisons 


Lehmann (10) introduced the replacement of ECT 
by neuroleptics as a treatment for schizophrenia. He 
reported that ‘ће time required for full recovery (with 
chlorpromazine) is shorter than with electroconvulsive 
treatment, and furthermore, the patient's insight is of- 
ten better because awareness and confusion do not de- 
velop under treatment.'' Drugs soon replaced ECT for 
the treatment of schizophrenia in hospitals throughout 
the world. Nevertheless, studies of ECT in schizo- 
phrenia continued. Small and associates (11) reported 
an overall patient discharge rate of nearly 30% at 60- 
90 days after ECT or fluorothyl convulsive treatment. 
This rate was lower than many of those reported in the 
early years of ECT treatment. Doongaji and associates 
reported a 5096 reduction in symptoms (12) in acutely 
ill schizophrenic patients, but after 3 months only 21 of 
the 46 patients available for follow-up had sustained 
their improvement. à 

Wells (13) reported a 10-year survey of ECT in the 
treatment of nonchronic schizophrenic patients who 
had not responded to phenothiazines. A total of 276 
patients received an average of seven treatments, and 
75% were thought to have a decrease in symptoms; 
cataionic and schizoaffective patients did best. How- 
ever, 2 years later 46% of the 95 patients available for 
follew-up had relapsed. Wells concluded that only pa- 


tients suffering from a first episode of schizophrenia ` 


that included depressive symptoms were good ECT re- 
sponders. In a retrospective survey of 118 con- 
secutively admitted patients, Folstein and associates 
(14) found that good response to ECT was predicted 
by the presence of affective disorder. These factors 
predicted good therapeutic outcome regardless of 
whether the patient was also diagnosed as schizo- 
phrenic. In contrast, patients who had only Schneide- 
rian first-rank symptoms for schizophrenia did not im- 
prove with ECT. Dempsey and associates (15) pre- 
senied the favorable outcome of 5 acute schizophrenic 
patients with a history of drug abuse. These patients 
were initially diagnosed as schizoaffective and failed to 
respond to phenothiazines, but all responded well to a 
* course of eight sessions of ECT followed by mainte- 
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nance lithium carbonate therapy. In addition to these 
studies, reports by other experienced clinicians have 
been enthusiastic about the role of ECT as the primary 
treatment for acute schizophrenia (16-19). 

In addition to the many recent studies of ECT effica- 
cy in acute schizophrenia, several reports have found 
ECT to be useless in chronic schizophrenic patients 
(20). Although symptoms of agitation and depression 
are diminished by ECT (21), behavioral and affective 
improvement is not lasting (22). 


Comment 


_ Although ECT has been replaced by neuroleptics for 
the treatment of schizophrenia, there has been a recent 
reexamination of ECT as the primary treatment form 
for acute schizophrenia. Despite improvements in re- 
search design and increased clinical sophistication 
about schizophrenia, the overall results of these recent 
reports do not alter the early conclusions regarding 
ECT. Acute schizophrenic patients, particularly those 
with affective symptoms, respond rapidly to ECT. Re- 
lapse rates are still high, and chronic schizophrenic pa- 
tients are still refractory to ECT. ECT can offer a tem- 
porary diminution of agitation and depression in all 
schizophrenic patients. 


Studies Comparing ECT with Neuroleptics 


After the early demonstrated efficacy of chlor- 
promazine and other neuroleptics for the treatment of 
schizophrenia, the obvious research task was to deter- 
mine whether there was a differential efficacy betweer 
drugs and ECT. Two types of studies were conductec 
to answer this question. In the first type, ECT-treatec 
patients were compared concurrently with patients re- 
ceiving neuroleptic drug treatment. In the earlies: 
study of this type (23), relapse rates were lowest fo- 
the ECT group (31%) compared with the insulin group 
(5596 relapse rate) and the chlorpromazine-treated 
patients (91% relapse rate). Langsley and associates 
(24) found similar rates of improvement in a group af 
patients receiving ECT and those who received neurc- 
leptic treatment. Fifty-two acutely ill schizophreniz 
patients who received 15-20 ünmodified sessions cf 
ECT were compared with 54 similar patients who re- 
ceived daily doses of 800 mg of chlorpromazine. The 
treatments were equal in improving affective symp- 
toms, but chlorpromazine patients stayed in the hospi- 


tal a shorter time, had less fear, and seemed to experi- 


ence better relief of subjective distress. Howeve-, 
overall ratings by psychiatrists failed to differentia: e 
between the treatments. Ayres (25) studied 263 schizo- 
phrenic patients who received one of several treat- 
ments. Only 9% of the 89 patients who received ECT 
alone needed rehospitalization; 20% of those who re- 
ceived chlorpromazine alone required rehospitaliza- 
tion. Ayres did not provide data on diagnostic types of 
schizophrenia, length or severity of illness; dose У 
chlorpromazine, or number of ECT sessions adminis- 
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tered. King (26) and Childers (27) also observed equal 
improvement rates in groups of acute schizophrenic 
patients who received ECT and those who received 
chlorpromazine. King found that ECT patients re- 
mained in the hospital longer than the drug-treated pa- 
tients. | 

The second type of study consisted of retrospective 
comparisons of schizophrenic patients who were hos- 
pitalized before 1955 and therefore treated primarily 
with ECT and of similar patients who were hospital- 
ized after 1955, when drugs were used. Achte and Apo 
(28) compared 427 schizophrenic patients hospitalized 
from 1950 to 1952 with 542 schizophrenic patients hos- 
pitalized from 1957 to 1959, after the introduction of 
neuroleptics. For the first-admission patients, 93%- 
95% were discharged within 2 years regardless of the 
type of somatic treatment received. Relapse rates 
were high in both groups. Within 3-5 years 3996-4796 
of the discharged patients had been readmitted. Pritch- 
ard (29, 30) conducted a similar study of 41 patients 
who were hospitalized from 1952 to 1953 and 47 
patients hospitalized from 1956 to 1957. The first group 
which received ECT primarily, stayed out of the hos- 
pital longer after discharge than did the later group of 


. discharged patients. Within the second group, ECT 


was judged slightly better than chlorpromazine in re- 
gard to patient outcome and follow-up. In both groups 
of patients, those with the shortest duration of symp- 
toms had the best long-term results. Pritchard con- 
cluded, however, that ‘‘overall there is little true dif- 
ference between groups in duration of stay in the hos- 
pital, or in readmission rates.” 

Rovere (31) studied 105 schizophrenic patients 
treated from 1950 to 1960, as neuroleptic drugs were 
being introduced. He noted that the recidivism rate, 
which was 7096 in 1950, had decreased to 3096 by 1960. 
He concluded that when drugs replaced ECT in the 
treatment of schizophrenia, the recovery period was 
shorter and recidivism was less frequent. A similar ex- 
amination of the decade from 1953 to 1964 also re- 
vealed a trend toward shorter hospital stays as treat- 
ment methods shifted from only ECT in 1953 to only 
phenothiazines in 1964 (32). Lassenius and associates 
(33) compared three groups of first-admission schizo- 
phrenic patients who were admitted from 1944 to 1946, 


` 1955 to 1956, and 1959 to 1960. ECT and other shock 


treatments, used as the primary treatment for schizo- 
phrenia between 1944 and 1946, were gradually re- 
placed by drugs so that by 1959-1960 schizophrenic 
patients received mainly pharmacotherapy. The au- 
thors noted that drug treatment of schizophrenia has 
been associated with a reduction in hospital and other 
institutional care and consider pharmacotherapy to be 
the treatment of choice for this disorder. 


Comment 


` These comparative and retrospective studies as a 
group suggest that schizophrenic patients in general 
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respond similarly to ECT and pharmacotherapy. How- 
ever, the studies contain many methodologic defi: 
ciencies that militate against a definite conclusion. 
Since great variability exists in diagnosti@ criteria, the 
number of ECT sessions, and the dosage of drugs 
used, as well as in the overall treatment philosophy of 
different institutions, these studies can only be said to 
approximate each other. However, it is possible to 
conclude with certainty that none of these studies sug- 
gests an overwhelming therapeutic advantage in acute- 
ly ill schizophrenic patients either for ECT or for phar- 
macotherapy. Furthermore, there seems to be no dif- 
ferential prophylactic effect on readmission rates 
between the treatments. However, drug-treated pa- 
tients definitely have shorter hospital. stays than do 
ECT patients. 


The Camarillo Study 


In 1965 May and Tuma (34) published the first of a 
series of reports concerning five treatment modalities 
for schizophrenic patients at Camarillo State Hospital 
(Camarillo, Calif.). The patients for their study were 
considered to be in the middle section of the prognos- 
tic range—they were neither extremely chronic nor so 
acutely ill that they were likely to rapidly improve re- 
gardless of treatment. The five treatment methods 
were individual psychotherapy, pharmacotherapy, 
pharmacotherapy combined with individual psycho- 
therapy, ECT, and milieu therapy. The range of ECT 
sessions was 10-48, with a mean of 22. The primary 
neuroleptic used was trifluoperazine in the range of 
10-40 mg/day, with an average daily dose of 25.5 mg. 
Many outcome measures were employed in a sophisti- 
cated research design in order to compare the five 
treatment modalities. 

On all measures of immediate outcome, pharma- 
cotherapy with or without psychotherapy was superior 
to ECT. Of the 48 patients treated with drugs, 46 (95%) 
were discharged within 1 year, compared with 42 
(95.5%) of the 44 patients who received drugs com- 
bined with psychotherapy and 37 (78.7%) of the 47 pa- 
tients who received ECT (35). May concluded that ‘‘it 
is reasonably clear that electroconvulsive therapy can- 
not be considered to be desirable as an alternative or 
serious rival to ataraxic drugs alone or to psychothera- 
py plus drugs." He hypothesized that ECT may be 
useful for the patient who develops serious toxic ef- 
fects from drugs or who fails to respond to drugs alone 
or to drugs plus psychotherapy. It is possible, how- 
ever, that some patients will respond only to ECT. 

The original report (34) contained a 3-year follow-up 
which showed there were no statistical differences be- 
tween the ECT patients and the two drug groups in the 
number of days spent in the hospital since original 
treatment. A subsequent study (36), which extended 
the follow-up to 5 years, found that drug-treated and. 
ECT-treated patients seemed to spend approximately 
the same number of days out of the hospital after their 
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initial period of treatment. ECT patients may, in fact, 
do slightly better than the drug-treated patients. May 
and associates (36) concluded that it seems unlikely 
that the sh®rter stay of ECT patients represents a con- 
scious avoidance of the hospital because of fear of the 
treatment. They did not present data to support this 
conclusion but stated only that the ECT was delivered 
under humane conditions. These follow-up findings led 
Shader (37) to hypothesize that if patients “аге given 
ECT and reintegrate rapidly and therefore have brief 
initial hospitalization, this rapid pulling together helps 
patients to remain out of the hospital over the sub- 
sequent years."' ; 


Comment 


The Camarillo study represents the most sophisti- 
cated and carefully controlled comparison of ECT ver- 
sus other treatment modalities. The overall conclusion 
is that ECT has been justifiably replaced by neurolep- 
tic medication. However, more than three-fourths of 
the mid-prognostic range schizophrenic patients who 
received ECT did respond to it, and as a group they 
remained out of the hospital as long as or slightly long- 
er than drug-treated patients. 


ECT Combined with Neuroleptics 


Studies of the efficacy of ECT in combination with 
neuroleptics have attempted to determine whether the 
combination is more therapeutic than either treatment 
alone. In early studies (3) the two treatments seemed 
to erhance each other and produced as much as an 
‚83% improvement in acute schizophrenic symptoms. 
Less ECT was used, which shortened the period of 
post-ECT confusion and thereby reduced the length of 
hospitalization. The treatment was also found benefi- 
cial for chronic schizophrenic patients (38-41). One of 
the more authoritative early supports for combined 
ECT and chlorpromazine treatment came from Rohde 
and Sargant (42). These authors routinely used 300 mg 
of chlorpromazine per day and ECT in the treatment of 
schizophrenia. The authors compared the combined 
results with those of ECT alone. At discharge, 69% of 
the ECT-alone patients still had evidence of schizo- 
phrenia, compared with only 29% of the combined 
treatment group. ECT in combination with chlor- 


| promazine also decreased the length of hospital stay. 


* 


The beneficial effects of the combination treatment 
were still apparent 2 vears later, at which time 5195 of 
the ECT group were still psychotic, compared with on- 
ly 20% of the combined treatment group. This early 
enthusiasm for the ECT-drug combination was not 
unanimous (43, 44), and serious side effects were 
sometimes observed (45, 46). In reviewing the early 
literature, Grinspoon and Greenblatt (47) wrote that 
ECT plus phenothiazines caused an increased risk and 
that “one cannot be assured that combined therapy 
coufiterbalances what may be an increased risk.” 
Contradictory reports on the efficacy of combining 
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ECT with antipsychotic drugs have continued to ap- 
pear, although more authors have favored the combi- 
nation. Childers (27) reported the results of a com- 
parative study of four treatment methods for acute 
schizophrenia. Group A (N=20) received 12 ECT ses- 
sions and had a 55% improvement rate; group B (N=20) 
received 20 mg of fluphenazine per day for 30 days, 
with a 45% improvement rate; group C (N=20) re- 
ceived. 1000, mg of chlorpromazine for 30 days, also 
with a 45% improvement rate; and group D (N=20) 
received 1000 mg of chlorpromazine as well as ECT, 
with an 80% improvement rate. No follow-up data 
were provided, nor were the criteria specified for diag- 


. nosis of schizophrenia or for improvement. Never- 


theless, the authors concluded that the combination of 
neuroleptics and ECT ‘‘appreciably increases the per- 
centage who attain a moderate or better improve- 
ment." There were no severe side effects from the 
combination. | 

Kelly and Sargant (48) and Roth and associates (49) 
noted immediate but transient improvement when 
ECT was combined with neuroleptics in the treatment 
of chronic schizophrenic patients. When compared 
with the results of ECT alone, however, both forms of 
treatment produced improvement followed by relapse, 
although the patient's hospital stay was shortened by 
the combination. Regestein and Roper (50), however, 
reported lasting remission of schizophrenia in an 8- 
month follow-up of a single patient. In a placebo-con- 
trolled study of chronic schizophrenic patients, Gam- 
bill and Wilson (51) found that ECT alone and drug 
(prochlorperazine) alone were far better treatments 
than the combination of ECT and active drugs, which 
was only slightly better than placebo. 

Achte (52) retrospectively compared schizophrenic 
patients who were in Helsinki hospitals in 1960 and 
received ECT combined with neuroleptics with pa- 
tients in 1950 who received ECT and other "shock" 
treatments. Although the discharge rate was higher for 
the combination treatment group, 5 years later the 
overall improvement rate was not statistically different 
from that of the earlier group. Nevertheless, Achte 
concluded that the prognosis for schizophrenia was 
more favorable in 1960 than in 1950. 

Smith and associates (53) studied both acute and 
chronic patients and found an immediate favorable re- 
sponse with combined treatment. They compared 29 
patients who received 12 ECT sessions plus 400 mg 
daily of chlorpromazine with 25 patients who received 
only 655 mg of chlorpromazine per day. Although both 
groups improved significantly, the combination group 
started to improve within 1 week and continued to im- 
prove faster than the drug group. Patients who re- 
ceived the combined treatment were discharged 
sooner and were readmitted less often. At 6-month or 
1-year follow-up, there was no difference in the overall 
ratings of psychopathology between the two groups. 
Within 1 year after the original admission 8 (33%) of 
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the patients treated with drugs alone had been read- 
mitted, compared with only 2 (1096) of the patients re- 
ceiving combination therapy. These data strongly fa- 
vored the combination of ECT and chlorpromazine for 
the treatment of schizophrenia. 

The combination of drugs and ECT was found to 
be superior to each treatment alone in hospitals in 
Pakistan (54) and in Cairo (55). Weinstein and Fischer 
(56) unequivocally supported the use of ECT com- 
bined with drugs. They did not offer data, but present- 
ed four case histories and their extensive clinical expe- 
rience to illustrate that the combination is particularly 
useful for patients who do not initially respond to ECT 
and then reach a plateau when treated with phenothia- 
zines, like the patients of Witten (57). ECT “Ше” 
these patients off the plateau, reduced their need for 
high drug doses, and prevented relapse. Wessels (58) 
found unilateral and bilateral ECT combined with thio- 
ridazine to be equally efficacious for the treatment of 
acute schizophrenia. | 

Two critical reviews of the ECT-drug combination 
literature have been less enthusiastic about the thera- 
peutic efficacy of combining the two treatments. Turek 
(59) criticized most reports as having an uncontrolled 
research design, variable number of treatments, heter- 
ogeneous diagnostic groups, and no follow-up. He 
concluded that more rigorous research is needed be- 
fore the combination of ECT and neuroleptic drugs 
can be considered better than either treatment alone, 
particularly for chronic schizophrenic patients. 
Abrams (60) also reviewed the literature and com- 
mented that the data supporting the combination ther- 
apy are unacceptable and more research is needed. 
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Comment 


Although early reports were enthusiastic, most of 
the later studies of the therapeutic efficacy of ECT 
combined with neuroleptic drugs have been equivocal. 
However, the excellent study of Smith and associates 
(53) strongly favored the combination. As with other 
treatment forms, the combination is most beneficial for 
acutely ill patients. Further carefully controlled stud- 
ies are necessary before the combination can be 
judged superior to either treatment alone. 

The Camarillo study suggests that neuroleptic drug 
administration after a course of ECT may be beneficial 
as a follow-up treatment for schizophrenic patients in 
the middle section of the prognostic range. The 3- and 
S-year follow-up data were based on patients who re- 
ceived treatment of their physician's choice after the 
initial hospitalization with ECT. In practice, most pa- 
tients who needed posthospital treatment probably re- 
ceived antipsychotic medication. 

The potential toxicity of combining ECT and neuro- 
leptic drugs is still unknown. Most later reports have 
stressed the safety of the combination. However, 
neuroleptic drugs that have hypotensive properties 
may. augment the initial blood pressure drop after 
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ECT. In older patients and those with vulnerable car- , 
diovascular systems, a hypotensive crisis can result 
Such an effect is more common when ECT is com- 
bined with reserpine, and this combinatiorfis no longer 
used. 


REGRESSIVE AND MULTIPLE MONITORED ECT 
Regressive ECT 


An interesting modification of standard ECT proce- 
dure was introduced in 1946 as a possible treatment for 
chronic schizophrenia. This technique consisted of a 
large number of ECT sessions in a short period of 
time, usually 2-4 a day on a daily basis. The treat- 
ments were given until an acute brain syndrome was 
produced. In this state the patient was regressed and 
exhibited memory loss, marked confusion, disorienta- 
tion, lack of verbal spontaneity, and slurred speech to 
the point of complete dysarthria. The patient was also 
apathetic, incontinent of urine and feces, often re- 
quired spoon feeding, and occasionally was not even 
able to swallow, thus requiring tube feeding. Neuro- 
logical signs included ataxia, spastic rigidity, hyper- 
reflexia, occasional ankle clonus, and pathological re- 
flexes (61). As the patient recovered, usually within 1- 
4 weeks, the symptoms of schizophrenia were often 
absent or diminished. The drastic nature of the treat- 
ment was justified by the treatment-resistant and hope- 
less nature of the chronic schizophrenic patient who 
had been hospitalized for many years. Most (although 
not all) early studies concluded that regressive ECT 
was useless with chronic schizophrenic patients. 

After these negative accounts, regressive ECT was 
not discussed in the literature until 1973. Exner and 
Murillo (62, 63) then published a study of 32 chronic 


'Schizophrenic patients who received twice-daily ECT 


for 7 days a week to a total of 26 convulsions. They 
compared these patients with 21 process schizophren- 
ic patients who received an unspecified dose of halo- 
peridol for an equivalent period of time. Those treated 
with regressive ECT showed significantly greater im- 
provement on all outcome measures including ratings 
of psychopathology, self-reports of symptom distress, 
family reports of patient behavior, and indices of so- 
cial adjustment. Hospital discharge rates were higher 
among the regressive ECT patients. At 3-year follow- 
up these patients were doing remarkably well and sig- 
nificantly better than the drug-treated control group. 
Many of them were working and continuing to live out 
of the hospital. Spensley (64) criticized this study for 
using inadequate dosages of haloperidol, thus biasing 
the results in favor of the regressive ECT patients. The 
authors responded that not only did they use adequate 
doses of haloperidol, but the drug-treated patients also 
"manifested complete remissions and were discharged | 
from the hospital" (65). This comment raises sérious 
questions about the chronicity of the patients included 
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, in the study. It would be very unlikely to have such a 
«high remission rate for chronic schizophrenic patients, 
regardless of the treatment they received. 


. 
Multiple Monitored ECT 


Multiple monitored ECT is a technique in which 
treatments are given several times a day, but at a lower 
electrical intensity than that used with conventional 
ECT. Seizure activity is monitored by EEG, while car- 
diac response is monitored by ECG. In the original de- 
scription, Blachly and Gowing (66) reported the tech- 
nique to be as safe as or safer than conventional ECT, 
with less memory loss. White and associates (67) 
noted that all 4 acute schizophrenic patients given this 
treatment had a complete remission, and 3 of 5 chronic 
schizophrenic patients improved. Bridenbaugh and as- 
sociates (68) reported that 14 of 17 acutely ill schizo- 
phrenic patients given multiple monitored ECT had a 
marked improvement. During a follow-up period of 
unspecified length, there was no recurrence of illness. 
Abrams (69, 70) gave 38 patients with mixed diagnoses 
4-6 sessions of multiple monitored ECT and reported 
that the side effects were not different from those of 
conventional ECT, although the course of treatment 
was accelerated in many cases. This technique there- 
fore is considered to produce results at least as good as 
those of conventional ECT and uses less power to in- 
duce seizures (71). 


Comment 


Regressive ECT is a drastic procedure that has pro- 


duced equivocal results. The majority of observations 
have been negative. Most of the favorable reports ei- 
ther nave commented on the temporary nature of the 
improvement or lacked follow-up data. While Murillo 
and Exner’s report (63) is provocative, it may have se- 
rious methodologic faults concerning the diagnosis of 
patients. It seems reasonable, therefore, to consider 
regressive ECT as an experimental procedure requir- 
ing further careful research evaluation. 

Multiple monitored ECT seems to hold promise as a 
variant of the conventional technique of ECT adminis- 
tration. It is not widely used and should be considered 
as experimental until additional reports of its use and 
efficacy are available. 


DISCUSSION 


Scientific Acceptability of the Literature on the Use of 
ECT with Schizophrenia 


Contemporary standards for clinical research stud- 
ies in psychiatry include rigorous diagnostic criteria, 
standardized treatment methods, control groups, inde- 
pendent or double-blind raters, specific outcome cri- 
teria, and adequate follow-up. Most of the early clini- 

' cal reports in this review understandably do not meet 
“these criteria. Riddell (72) reviewed 42 clinical re- 
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search reports that had been published before 1962 and 
found only 10 of them scientifically acceptable. She 
stated, “It is apparent that not only is there a dis- 
tressing lack of acceptable research into ECT as a 
therapeutic agent, but that very few valid conclusions 
can be reached from the studies which have been car- 
ried out." Riddell called for more rigorous research. 

Unfortunately, many of the subsequently pubiished 
research reports of ECT efficacy in schizophrenia also 
cannot meet current standards of acceptability, since 
only 18 have employed a control group for com- 
parative purposes. Eight of these have been retro- 
spective studies (13, 28-30, 32, 33, 49, 52, 73). Al- 
though such studies are useful in establishing trends in 
treatment efficacy, variable diagnostic criteria and 
treatment methods limit the conclusions that can be 
drawn. 

Prospective studies that compare concurrent treat- 
ment methods are more useful in providing data about 
differential treatment efficacy. Twelve of the prospec- 
tive studies published since 1963 have included a com- 
parison or control group of patients. Five of these (12, 
55, 58, 74, 75) studied electrode placement rather than 
different treatment modalities. A sixth study (11) com- 
pared ECT with fluothyl-induced convulsions. Reports 
of comparative studies by Childers (27) and by Murillo 
and Exner (63) did not include adequate diagnostic in- 
formation and thus are unacceptable. Neither Сатып 
and Wilson (51) nor Rahman (54) included follow-ur 
data in their reports. / 

Only two prospective studies that used a соћго:- 
population meet contemporary standards for research 
criteria (34, 53). Both studies used rigorous diagnostic 
and outcome criteria as well as a follow-up of 1 oz 
more years. 

It is discouraging to note, therefore, that with these 
two exceptions there have been no completely accept- 
able controlled prospective studies of the use of ECT 
for schizophrenia even though ECT has been used as a 
treatment for schizophrenia for over 40 years. 


Treatment of the Acute Schizophrenic Patient, 


Despite the scientific acceptability of only a few 
ECT studies, the overwhelming impression to be de- 
rived from the remaining anecdotal and clinical reports 
is that ECT can be an effective treatment for schizo- 
phrenia. Rates of remission or marked improvement 
range from 40% to 80% for immediate outcome. For 
patients who have been ill for more than 1 year, ЕСТ, 
like other treatments, is not particularly effective. 
However, ECT has become firmly established as a 
treatment for catatonic symptoms. 

If lack of readmission is taken as the criterion for 
treatment success, then the Camarillo comparative 
study strongly suggests that ECT does approximate_y 
as well as neuroleptic medication 3 to 5 years after iri- 
tial treatment. On this basis neuroleptic drugs are onty 
slightly favored over ECT. On a cost-effectiveness 
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basis, however, ECT i is clearly inferior to drugs alone 
or to drugs plus psychotherapy (76). 

If the treatment outcomes are approximately equal 
several years later, then differential production of side 
effects must be considered in order to establish clinical 
prescribing preference. ECT produces memory loss, 
which is usually transient. Memory loss is correlated 
with electrode placement, as well as with the frequen- 
cy and number of seizures. The treatment of schizo- 
phrenia may require more ECT than does affective ill- 
ness. Regressive ECT or maintenance ECT is particu- 
larly likely to add to the overall number of sessions a 
schizophrenic patient receives in a lifetime. It is pos- 
sible, therefore, that a young acute schizophrenic pa- 
tient who had recurrent episodes of illness may require 
several courses of ECT during a lifetime, thus increas- 
ing the total number of seizures. The question is, 
therefore, Is ECT’s effect on memory cumulative over 
a lifetime, as radiation is for carcinogenesis? 

Although a comprehensive examination of this ques- 
tion lies outside the scope of this review, four reports 
have studied the effect of ECT on memory functioning 
in schizophrenic patients. Perlson (77) found no in- 
tellectual deterioration as measured by psychological 
tests in a 27-year-old acute schizophrenic patient who 
received 152 sessions of ECT. However, Rabin (78) 
administered the Rorschach to 6 chronic schizophren- 
ic patients who received a total of 100-134 ECT ses- 
sions and found characteristic organic personality pat- 
terns in these patients. Goldman and associates (79) 
administered the Bender-Gestalt test and Benton Visu- 
al Retention Test to 16 chronic schizophrenic patients 
who received 15-219 ECT sessions during their life- 
time (mean=69.5). It had been 10-15 years since the 
patients’ last course of ECT. The test scores of this 
group were compared with scores from 16 chronic 
schizophrenic patients who had never received ECT 
and who were matched for age, race, and level of edu- 
cation with the ECT recipients. The authors admitted 
that matching did not extend to the degree of pre- 
treatment psychopathology or length of hospital- 
ization. The ECT-treated group had significantly high- 
er errors on the two tests than did the non-ECT group, 
leading the authors to conclude that cognitive impair- 
ment results from the cumulative irreversible brain 
damage of ECT. 

Templer and associates (80) attempted to replicate 
this study and added the Wechsler Adult Intelligence 
Scale to the test battery. Twenty-two chronic schizo- 
phrenic patients who received 40-263 ECTs (mean= 
58.5) were compared with 22 patients who received 
no ECT and were matched for age, sex, race, and 
level of education. The authors successfully repli- 
cated original findings of inferior test performance by 
the ECT recipients. However, when the difference in 
degree of pretreatment psychopathology was con- 
trolled for, the two groups’ performance on the Benton 
test and Wechsler scale was similar. The ECT pa- 
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tients’ inferior performance on the Bender-Gestalt test, 
suggested, but did not conclusively prove, permanent 
brain damage. 

These two studies do not resolve the qu$stion of cu- 
mulative, irreversible cognitive impairment resulting 
from ECT use. Decreased intellectual function may 
have antedated the ECT, arisen from non-ECT 
sources, or may have resulted from inadequate oxy- 
genation during ECT administration. The results of 
these studies, therefore, cannot be accepted as defini- 
tive evidence that ECT causes irreversible brain dam- 
age and/or permanent memory loss. However, the lack 
of unequivocal evidence of no association between 
ECT and memory loss casts doubt on the wisdom of 
using ECT with young acute schizophrenic patients, 
who may require a total of 50 or more treatments dur- 
ing their lifetime. 

In deciding between ECT and neuroleptic treatment 
for young acute schizophrenic patients, the clinician 
must also consider the possibility of tardive dyskinesia 
in recipients of ataraxic drugs. ECT does not produce 
tardive dyskinesia (81). If ECT may be equivalent to 
drugs in long-term efficacy, would not this differential 
side effect favor the use of ECT? This question, like 


'that of permanent cumulative memory loss, cannot be 


satisfactorily answered. The need for further research 
in these areas is clear. 


Quality of Life After Treatment with ECT 


Studies of ECT efficacy in schizophrenia that have 
included follow-up have almost universally used hos- 
pital readmission, ability to work, or ward behavior as 
the outcome criteria. Even the Camarillo study consid- 
ered lack of readmission or fewest days of rehospitali- 
zation as the measure of long-term therapeutic suc- 
cess. This review suggests that ECT has some success 
in keeping patients out of the hospital. Although re- 
lapse rates are high, they seem to be correlated with 
duration of illness. 

To my knowledge, no study to date has examined 
the quality of the treated patient's life after ECT. Yet 
there are many other factors of a schizophrenic pa- 
tient’s life that must be considered besides hospital 
readmission and work. The maintenance or develop- 
ment of a close human relationship, which is often im- 
paired in schizophrenia, has not been described fol- 
lowing ECT. There are no data on the effect of ECT on 
low self-esteem, lack of autonomy, autism, or patho- 
logical fear and suspiciousness, all of which contribute 
to a schizophrenic patient's unhappiness. Thus, it is 
conceivable that a patient who is successfully treated 
with ECT (judged by the criterion of a low rehospitali- 
zation rate) may still be leading a miserable, isolated, 
and fearful existence. Stated differently, there are no 
data to suggest that ECT qualitatively alters any as- 
pect of schizophrenia other than the acute symptoms. 
that require hospitalization. 

The lack of data mdicating the superiority of ET 
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over drugs in terms of quality of life, long-term side 

v effects, length of initial hospitalization, immediate re- 
duction of symptoms, or cost-effectiveness suggests 
that ECT cAnnot be considered superior to neuroleptic 
drugs. Only the comparative follow-up data from the 
Camarillo study suggest that ECT may be equally effi- 
£acious to drugs; further comparative follow-up data 
are needed. 


Treatment of Chronic Schizophrenia 


Questions of cumulative memory loss after ECT as 
well as tardive dyskinesia after long-term high doses of 
neuroleptics obviously apply to the chronic schizo- 
phrenic patient. This review suggests that convention- 
al ECT as well as regressive ECT is not therapeutic for 
the patient who has nonaffective schizophrenic illness 
of more than 2 years’ duration. Although ECT may 
sometimes produce a diminution in symptoms, this re- 
sponse is usually transient and relapse rates are high. 
It is also possible to conclude that the likelihood of any 
favorable response to ECT decreases as the duration 
of illness increases. 

Nevertheless, some patients who are chronically ill 
do occasionally show therapeutic response to ECT 
(82, 83). The rate of "improvement" of chronic schiz- 
ophrenic patients following ECT has varied from 8% 
(84) and 11% (85) to nearly 50% (39). Since improve- 
ment is usually not adequately defined, no conclusions 
can be made regarding approximate percentages of re- 
sponse among chronic patients. Furthermore, relapse 
rates are particularly high for patients with long-stand- 
ing illness. It is unlikely, therefore, that an estimate of 
response rate in chronic schizophrenia can be higher 
than 5%-10%. However, even this low rate of re- 
sponse would mean the discharge of a substantial num- 
ber cf patients from chronic institutionalization. 

Since any response to ECT among chronic schizo- 
phrenic patients is likely to require more treatments 
than are needed for the acute schizophrenic or af- 
fectively ill patient, the risk of possible cumulative 
memory loss is obviously increased. Considering the 
overall poor response to ECT, it is unclear whether 
this form of treatment should ever be considered for 
this population. Is ECT, with its poor likelihood of re- 
sponse and variable incidence of memory loss, prefer- 
able to long-term neuroleptic medication, with pro- 


gressive risk of tardive dyskinesia? Only future longi-. 


tudinal comparative studies of the two treatments in 
chronic penuzopuretie will conclusively answer this 
question. 
Since a long course of treatments is to be expected if 
a chronic schizophrenic patient is to be treated suc- 
cessfully, it- is particularly important to obtain in- 
formed consent from both patient and family. The ex- 
planation of the procedure must stress the risks of 
ECT as well as the risks of not receiving ECT, such as 
* long*term hospitalization or tardive dyskinesia as a re- 
ult of pharmacotherapy (86, 87). 
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CONCLUSIONS . e 

The literature reporting the therapeutic efficacy of 
ECT for schizophrenia is predominantly unacceptable 
according to contemporary research criteria. In partic- 
ular, most articles vary in the degree to which they 
specify criteria for the diagnosis of schizcphrenia. out- 
come, or follow-up. 

ECT has been almost completely replaced by phar- 
macotherapy for the treatment of acute schizophrenia 
and the management of chronic schizophrenia. This 
may be due to the poor scientific quality of the ECT 


studies, as well as the potential toxicity of ECT. diffi- 


culty of administration compared witk drugs, and, 
thus, declining acceptability to patients and providers. 
Although a few authors still strongly advocate a prima- 
ry role for ECT in the treatment of schizophrenia (19, 
88-90), a secondary role for ECT is proclaimed ir stan- 
dard psychiatric textbooks (91-96), contemporary re- 
views (97-99), and in the report of the APA Task 
Force on Electroconvulsive Therapy (100). 

As ECT has been replaced by pharmacotherapy, the 
length of hospital stay has declined and hospitals have 
unlocked their doors. This is a correlational re.ation- 
ship and has not been proven as cause and effect. 

ECT reduces acute schizophrenic symptoms and in 
some cases produces a complete remission. Tne de- 
gree of ECT's therapeutic effect is inversely related to 
the duration of schizophrenic symptoms. The best re- 
sults are with patients who have been ill 1 year or less. 
ECT is not as immediately eifective as pharma 
cotherapy for the treatment of schizophrenic patients 
in the middle section of the prognostic range. 

ECT is universally acclaimed as an excellen: treat- 
ment for acute catatonic withdrawal or excitement. 

ECT has been found useful for schizophrenic pa- 
tients with depressive affect and symptoms of lcw self- 
esteem, hopelessness, and suicidal thoughts. | 

Although opinion is divided concerning ECT for pa- 
tients with acute paranoid reactions and acute schizo- 
phrenia with paranoid features, most authors have 
found ECT to be beneficial. 

ECT offers little hope for lasting improvement in 
chronic schizophrenic patients. It controls b2havior 
and temporarily reduces symptoms, but relapse rates 
are very high. An occasional chronic patient will re- 
spond with lasting and significant improvemert. 

Opinion is divided regarding the safety and zfficacv 
of combining ECT with neuroleptic drugs. Some re- 
ports have been enthusiastically in favor of the combi- 
nation. One excellent study indicated that the combi- 
nation reduces both hospital stay and: readmission 
rate. The combination may also be employed for pa- 
tients who have not responded to either treatment 
alone. There is no contraindication to following a 
course of ECT with ataraxic drugs. 

Regressive ECT has produced mixed results in 
chronic schizophrenic patients in wkom it has been 
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«predominantly tested. It should be considered ап ex- 
perimental procedure at this time. Multiple monitored 
ECT holds promise as a new technical variation for 
ECT administration, but it is not conclusively superior 
to conventional use of ECT for schizophrenia. 

There are a few suggestions that schizophrenic pa- 
tients who receive many (i.e., 50) sessions of ECT dur- 
ing a lifetime show cumulative, irreversible brain dam- 
age as measured by paper-and-pencil tests. These data 
must be replicated and extended by future research. 

Follow-up studies of schizophrenic patients who 
have been successfully treated with ECT tend to sug- 
gest a high relapse rate. In the Camarillo comparative 
study, patients receiving ECT and neuroleptic drugs 
had a nearly equivalent number of hospital read- 
mission days. No follow-up study considers the quali- 
ty of life after successful ECT. It is impossible, there- 
fore, to state whether ECT can help schizophrenic pa- 
tients live more gratifying, less lonely and frightened 
lives, even if they are discharged from the hospital. 

Given the variable quality of reports, often con- 
tradictory findings, and abundance of different and 
passionate opinions regarding ECT in schizophrenia, 
further research is indicated. 
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BY LARRY R. SQUIRE, PH.D., LEWIS L. JUDD, M.D., DAVID S. JANOWSKY, M.D., 


AND LEIGHTON Y. HUEY, M.D. 





The authors studied the effects of lithium carbonate on 
memory and cognitive function in 16 psychiatric 
patients, who received lithium for 2 weeks and placebo 
for 2 weeks in a double-blind cross-over design. At the 
end of each treatment phase, subjects were 
administered a battery of memory and cognitive tests. 
As reported previously, lithium induced slowing of 
performance on certain of the perceptual motor tests; 
however, lithium did not cause memory impairment or 
achange in self-assessment of memory functions. 





T here has been considerable interest recently in ef- 

fects of lithium carbonate on personality and cog- 
nitive function that might occur in conjunction with its 
therapeutic effects. Despite individual reports of mem- 
ory complaints during lithium therapy (1-3), few com- 

«prehensive studies have formally assessed the effects 
of lithium on memory or other cognitive functions. 
Two double-blind studies of healthy volunteers, each 
using one memory test, found that lithium affected the 
ability to recall a list of words (4, 5). Moreover, psy- 
chiatric patients taking lithium for more than 1 year 
learned and recalled words more poorly than did pa- 
tients not taking lithium (6), and 20%-30% of patients 
reported some degree of memory problems after 6 
months of lithium treatment (7). Other studies have 
found that memory was unaffected by lithium when 
compared with either tricyclic drugs (8) or a drug-free 
condition (9, 10). Even after several years of treat- 
ment, lithium reportedly did not alter memory prob- 
lems, according to patients’ self-reports (11). 
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Other cognitive tests have repeatedly demonstrated 
that lithium can impair performance (12-17). Judd and 
associates (16, 17) have suggested that lithium may af- 
fect those tests requiring speed, primarily causing a 
slowing of performance secondary to a slowing in the 
rate of cognitive processing.! To explore this issue 
more comprehensively we assessed the effects of lith- 
ium on psychiatric patients, by using a battery of six 
memory tests, a self-rating instrument for memory 
complaints, and a battery of seven cognitive and per- 
ceptual motor tests. 


METHOD 
Subjects and Profocol 


Sixteen psychiatric inpatients (15 men, 1 woman) 
from the San Diego Veterans Administration Medical 
Center voluntarily participated in the study. The sub- 
jects averaged 41 years of age (range, 22-55 years), had 
completed an average of 13.9 years of education 
(range, 10-18 years), and were diagnosed with Re- 
search Diagnostic Criteria (18)—13 had a diagnosis of 
alcoholism, 2 were diagnosed bipolar I (bipolar with 
mania), and 1 was given a diagnosis of schizoaffective 
disorder, manic type. Of the 13 alcoholic patients, 4 
were diagnosed as having secondary major depressive 
disorder, 4 had secondary minor depressive disorder, 
and 2 were diagnosed bipolar I. Patients with affective 
disorder usually were euthymic, although several were 
depressed or mildly hypomanic at the time of the 
study. Informed consent was obtained from all sub- 
jects. 

All subjects were withdrawn from all psychotropic 
medications at least 7 days before the study began. A 
double-blind, counterbalanced cross-over design was 
then used in which each subject was given oral lithium 
carbonate two times a day for 2 weeks in an effort to 
achieve desired serum levels. Half of the subjects re- 
ceived placebo for the 2 weeks preceding active lith- 
ium treatment, and half received placebo for 2 weeks 
following lithium treatment. Serum lithium levels at 
the end of the active lithium treatment phase averaged 


1L.L. Judd, L.Y. Huey, D.S. Janowsky: Lithium and its effects 
on cognitive processing, 1979 (unpublished manuscript). 


Am J Psychiatry 137:9, September 1980 


0.94 mEg/liter (range, 0.5-1.2 mEg/liter) and 0.03 

\ mEq/liter (range, 0-0.1 mEq/liter) at the end of the pla- 
cebo phase. A battery of memory tests and a battery of 
cognitive 4nd perceptual motor tests were adminis- 
tered on days 11-13 of each 2-week phase of the study. 
All 16 subjects were given the memory tests, and 11 
-were also given the cognitive and perceptual motor 
tests. 

On 1 of the 2 days following testing, some of the 
subjects received a single 3-hour challenge drug in- 
fusion or ingestion (methylphenidate, N 73; physostig- 
mine, N=5; ethanol, N=5); the results of these studies 
will be described elsewhere. Since these drugs were 
given after testing, the subjects were always free of all 


drugs other than lithium or placebo for at least 12 days 


before testing. 
Memory Battery Tests 


Tests 1-6 were administered in two equivalent forms 
2 weeks after treatment with lithium or placebo. These 
tests are known to be sensitive to the amnesic effects 
of bilateral ECT (19 and unpublished observations). 

Test 1: Recognition of 32 items. The subjects looked 
at 32 items (objects, faces, nonsense drawings, words) 
and later attempted to select each item from a set of 
three (19). Retention was tested immediately after 
learning and again 10-12 minutes later. The score was 
the number of items identified out of 32. 

Test 2: Paired associate learning. The subjects saw 
10 pairs of unrelated nouns on three successive trials 
(20). After each trial the subjects saw the first word 
and were asked to recall the second. The score was the 
number of words recalled out of 10. 

Test 3: Recall of a paragraph. Immediately and 10- 
12 minutes after hearing a short story of five lines, the 
subjects tried to recall as much as they could (19). The 
score was the number of story segments recalled. 

Test 4: Drawing a geometric figure from memory. 
The subjects copied the Rey-Osterrieth figure (21) or 
the equivalently difficult Taylor figure (22) and then 
10-12 minutes later, without being forewarned, tried to 
reproduce it from memory. The score was the number 
of properly located line segments based on a maximum 
score of 36 points. 

Test 5: Remote memory for public events. This test 
consisted of 23 questions about persons or events in 
the news from 1950 to 1976. There were 6 questions 
about the 1950s, 9 about the 1960s, and 8 about the 
1970s. The subjects were asked a specific question 
about each event and then to recall as much as they 
could about it (20). The score was the total number of 
facts recalled from each decade per event. 

Test 6: Detection task. Of the 16 subjects, 13 took 
this test, which has been described in detail previously 
(23). The subjects read a list of 6-17 words, 2 of which 

‚ D were the same, 2) rhymed, or 3) came from the same 
semantic category. In each list 0, 3, or 6 filler words 
intervened between the 2 critical words. The subjects 
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knew which type of detection they were to make (repe- 
tition, rhyme, or category) and were asked to signal 
when they detected the second critical word. The 
score was the percentage of correct detections. 

Test 7: Self-rating scale for memor» complaints. 
The subjects filled out an 18-item questionnaire that 
was sensitive to the memory complaints associated 
with ECT (24) to assess aspects of their memorv abili- 
ties ‘‘now compared to before I began to feel bad and 
came to the hospital." Ratings were made on a scale 
from —4 (worse than ever before) to +4 (better than 
ever before). A list of all test items has appeared else- 
where (24). 


Cognitive and Perceptuai Motor Battery Tests 


All tests were administered in two equivalent forms 
2 weeks after treatment with lithium or placebo. Addi- 
tional information and original sources for all tests 
have been presented elsewhere (16, 25). 

Test 1: Porteus maze. The subjects were presented a. 
labyrinth maze printed on paper and instructed to start. 
in the center and trace a path to the outside edge with- 
out crossing any lines or lifting the pencil from the 
page. The score was the time required for completion, 
the number of wrong turns, and the number of times 
that lines were crossed. 

Test 2: Serial sevens. The subjects were instructed 
to count backwards by sevens from a given number 
between 500 and 506. The score was the number of 
correct responses and the percent of errors in a 2-min- 
ute period. Pins Irem 

Test 3: Number learning task. The subjects were 
given seven trials to learn correctly a 14-digit number. 
and seven more trials to learn a second number. The 
score for each learning test was the total number ої 
digits correctly recalled in seven trials. 

Test 4: Speed of closure. The subjects were instruct- 
ed to scan 22 rows of 46 letters for 2 minutes and then 
to circle any 4-letter word. The score was the number 
of letters scanned, the number of correct words identi 
fied per 100 letters scanned, the percent of correct 
words not identified (omission errors), and the percent 
of '*words"' incorrectly identified (commission errors). 

Test 5: Minnesota clerical. The subjects scanned a 
list of number pairs for 8 minutes. Scme of the pairs 
were identical and others were not, znd the subjects 
were asked to check the identical pairs. The score was 
the number of pairs scanned, the percent of identical 
pairs not checked (omission errors), and the percent of 
nonidentical pairs checked (commission errors). 

Test 6: Digit symboi substitution. This paper-and- 
pencil timed test, selected from the Wechsler Adult In- 
telligence Scale, required subjects to convert a se- 
quence of symbols into a sequence of digits according 
to a code printed at the top of the page. The score wzs 
based on the number of correct responses in 90 sec- 
onds. x 
Test 7: Trail-making A and B. These vere Bi ра 
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Effects of Lithium and Placebo on Recognition Memory (Test 1), Paragraph Recall (Test 3), and Diagram Reproduction (Test 4) Memory 
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per-and-pencil timed tests from the Halstead-Reitan 

Battery, in which subjects connected as quicklv as 

possible a sequence of numbers, or numbers and let- 

ters, arranged out of order on a page. The score was 
“the amount of time required for completion. 


RESULTS 


The data for each test were submitted to an analysis 
of variance with one repeated factor (drug condition: 
lithium or placebo) and one independent factor (drug 
order: lithium-placebo or placebo-lithium). There were 
no significant effects of lithium on any of the memory 
tests (see figure 1 for the results of tests 1, 3, and 4). In 
addition, for paired associate learning (test 2), scores 
improved from an average of 4.6 correct on the first 
trial to 8.6 correct on the third trial, and there was no 
effect of drug on learning (F—2.4, p.10). On test 5 
(remote memory) subjects recalled an average of 2.0 
facts about each event from the period 1950 to 1976, 
and there was also no effect of drug condition on recall 
(F=1.0, p>.10). On test 6 (short-term detection), sub- 
jects were best at detecting repetitions of words (9196 
correct), worst at detecting rhymes (6395), and inter- 
mediate at detecting words belonging to the same se- 
mantic category (73% correct). In addition, perform- 
ance declined from 9696 correct, when the two words 
to be detected were read in immediate succession, to 
5796 correct when six words intervened between the 
critigal ords. Performance on this task was almost 
ideal under lithium and placebo conditions, and the 
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average difference in performance across the 9 ехрегі- 
mental conditions (3 types of detectionx3 delays) was 
3.696. Order effects emerged for three of the six tests 
(tests 2, 3, and 6); i.e., subjects receiving lithium-pla- 
cebo performed differently than those receiving pla- 
cebo-lithium. On two occasions the lithium-placebo 


` order yielded better performance (tests 2 and 3), and 


on one occasion the placebo-lithium test yielded better 
performance (test 6). 

Self-ratings for memory functions during the lithium 
and placebo phases of the study (test 7) showed that 
the subjects responded somewhat differently to the 
various test items (p«.05), but on each of 18 items 
they rated their memories virtually the same when 
they were taking lithium as when they were taking pla- 
cebo (F«1.0, p.10). 

Whereas lithium did not impair memory test scores 
for all 16 subjects together, it seemed possible that 
there might be a measurable relationship between 
serum levels of lithium and memory test scores. Ac- 
cordingly, we computed correlations between serum 
levels and scores on each memory test. These correla- 
tions were significant for tests 1 and 4 (г= —.61, р<.02), 
indicating that subjects having higher lithium levels 
performed more poorly than subjects having lower 
lithium levels. For test 6, which measured detection in 
short-term memory, the correlation was positive 
(r=.54, p«.05), indicating that higher lithium levels 
were related to better performance. We also computed . 
a composite memory score for tests 1-5 by ranking 
performance on each test and then summing the ranks ` 
for each subject across the five tests: a low composite 
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TABLE 1 
V Mean Cognitive and Perceptual Motor Test Scores of 11 Psychiatric 
. ‘Inpatients Receiving Lithium or Placebo 





e Mean Score 


Test Placebo Lithium 





I (porteus maze) 


* Time (seconds) 68.2 106.4 
Cognitive errors 1.0 1.7 
Motor errors 3.3 2.3 

2 (serial sevens) 

Numter completed 32.1 29.08 
Errors (%) 9.6 8.9 

3 (number learning task) 

Ist test 45.9 57.8 
2nd test 51.0 43.9 
4 (speed of closure) 
Number of letters scanned 334.6 320.6 
Number of words correct per 100 scanned 5.2 5.1 
Omission errors (%) 19.9 24.8? 
Commission errors (%) 4.5 0.0° 

5 (Minnesota clerical 
Number completed 131.6 116.6? 
Omission errors (%) 1.5 1.5 
Commission errors (%) 2.4 24 

6 (digit symbol substitution) 

Number correct 56.5 49.8* 

7 (Trai.-making) 

A 28.2 29.4 
B 72.0 76.6 
ар<.10. 

ър<.05. 

°р<.01. 


memcry score indicated good performance and a high 

Score indicated poor performance. The correlation be- 

tween lithium serum levels and the composite memory 

score was significant (r=.66, p<.01), indicating that 
higher serum levels were associated with poorer per- 
formance. 

The results for the cognitive and perceptual motor 
battery are shown in table 1. Some drug order and 
practice effects appeared, but these factors were not 
significant on tests in which significant effects of drug 
treatment were found. The subjects performed some- 
what worse during the lithium phase than during the 
placebo phase on nearly every test in the battery. On 
test 4 the subjects performed significantly better dur- 
ing lithium than during placebo as measured by one of 
the error scores (commission, p«.05). For two of the 
seven tests (tests 5 and 6) the subjects performed sig- 
nificently worse during lithium than during placebo; 
the subjects taking lithium completed fewer items on 
the Minnesota clerical test (p«.05) and copied fewer 
symbols in the Digit symbol substitution test (p«.01) 
than when they were taking placebo. Since accuracy 
was not affected by lithium on any test, the effect of 
lithium appeared to reflect a slowing of performance 
rate. 

. Ws next computed correlations between serum lev- 
els of lithium 2nd scores on each performance test. 
The felationship between serum levels and perform- 
ünce on test 7 (Trails B) was significant (r=.75, 
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р<.01). We also computed а composite performance 
score for each subject by ranking performance on each 
test and then summing the ranks for each subject 
across the seven tests. There was no measurable rela- 
tionship between lithium serum levels and the com- 
posite performance score (r=.19, p>.3). 

Mood ratings as assessed by the Profile of Mood 
States (26) were available for 13 of the 16 subjects who 
took the memory tests and 9 of the 11 subjects who 
took the cognitive and perceptual motor battery. The 
POMS was administered on days 13 or 14 of each 2- 
week phase of the study. Correlations were computed 
between each of the eight scales of the POMS and the 
composite memory test score or performance score. 
None of these correlations was significant (p>.2). 


DISCUSSION 


Taken together, the results indicate that nearly 2 
weeks of lithium treatment at an average dose cf 0.94 
mEg/liter did not significantly affect performance on 
formal tests of learning and memory. The resul:s ob- 
tained with a newly developed self-rating instrument 
also indicated that lithium did not cause subjects to 
experience their memory as impaired. Nevertheless, 
the doses we studied exerted measurable effects on the 
central nervous system on certain tests requiring 
speed; this is consistent with results previously report- 
ed for such tests (12, 14-17). Thus, lithium appeared to 
cause slowing of performance in the absence of impatr- 
ment of learning and memory. Since memory defects 
are commonly an early sign of diffuse cortical dysfunc- 
tion in neurological disease, the finding that memory 
was not measurably affected by lithium suggests that 
in the doses we used lithium's effects on higher cogni- 
tive function are on the average rather unremarkable. 

It is possible, of course, that measurable etfects of 
lithium on memory would have appeared if treatment 
had been continued longer than 2 weeks. In one study 
(7, some memory complaints developed after 6 
months to 2 years, in 2096-3096 of subjects on mainte- 
nance lithium therapy. In another study (6), patients 
taking lithium for 1-4 years scored more poorly on a 
memory test than a group of patients not taking lith- 
ium; however, as these authors noted, it is possible 
that the findings reflected differences in group compo- 
sition; a within-subjects experimental design is needed 
to settle this issue unambiguously. It also seems pos- 
sible that effects on memory would have emerged in 
our study if lithium had been administered in highe- 
doses, and our finding of a negative correlation be- 
tween serum levels of lithium and memory test scores 
is consistent with this suggestion. Thus, the highe- 
doses of lithium that we used may have tended to im- 
pair performance, although on the average the doses 
we used caused no measurable effect. The dases we 
used (0.5-1.2 mEg/liter) are those typically ussd‘for 
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maintenance lithium therapy but do not extend across 
the full range of doses that might be used in acute lith- 
ium treatment (up to 1.5 mEg/liter). Judd's informal 
clinical observations have also suggested that memory 
complaints are more frequent at higher doses of lith- 
ium (serum levels above 1.2 mE g/liter}. 

It is also important to note that our findings are 
based on a heterogeneous group of psychiatric patients 
and not on a group of patients with affective disorder 
selected because of their suitability for lithium therapy 
or on & group of healthy, nonhospitalized volunteers. 
In two previous studies of healthy volunteers (4, 5), 1- 
2 weeks of lithium treatment affected performance on 
a memory test that assessed recall of a word list after a 
delay. However, one of these studies (5) involved only 
6 subjects, and it was not noted whether the difference 
between lithium and placebo was statistically signifi- 
cant. The other study (4) involved 12.subjects, and 
lithium's effect was to impair recall of words learned 2 
weeks previously; lithium did not affect initial learning 
or recall after a 2-hour delay. | 

In summary, in this study we used six formal memo- 
ry tests proven sensitive to the amnesic effects of ECT 
(19, 27), and lithium had no overall effect on memory; 
on a seventh testing instrument sensitive to the memo- 
ry complaints associated with ECT (24), lithium did 
not cause a subjective sense of memory impairment. It 
therefore seems reasonable to suppose that lithium's 
effect on memory, at doses of 0.5-1.2 mEq/liter, is 
ratber unremarkable. Since memory test performance 

“tended to correlate inversely with serum lithium lev- 
els, higher doses of lithium (i.e., above 1.2 mEq/liter) 
might have produced greater effects on memory than 
we observed. Although further work is needed to eval- 
uate fully the effects of lithium on cognitive function, 

- our results, together with previous results obtained un- 
der the same experimental conditions (16-17), are con- 
sistent with the view that lithium affects the rate of 
performance on cognitive and perceptual motor tasks. 
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\Couples’ Reactions to Male Infertility and Donor Insemination 


* BY DAVID М. BERGER, M.D. 





The author interviewed 16 couples after the husband 
had been diagnosed as infertile. Eleven husbands 
experienced a period of impotency. Fourteen of the 
women experienced anger toward the husband, 
psychiatric symptoms, andlor dreams about their 
concern for the husband, a wish to be rid of him, and 
guilt over this wish. Ten couples had decided to pursue 
donor insemination; 6 had delayed l3/4 to 4 years after 
the diagnosis of infertility and had a better adjustment 
than 3 ofthe 4 couples who did not. The author 
believes that the total secrecy involved in donor 
insemination inhibits the working through of conflicts 
about infertility and donor insemination itself. 





[2 order to study conflicts and behavior patterns in 
couples in whom the male partners had been discov- 
ered to be infertile, I interviewed 16 married couples 
after the diagnosis of azoospermia or severe oligosper- 
mia had been made in the reproductive biology clinic 
of a 600-bed urban general hospital. Excluded were 
couples who had been aware of the husband's infer- 
tility before marriage, couples in whom the woman 
had beei found to have physical pathology that could 
have contributed to the infertility, and couples in 
whom one of the partners had severe psychopathology 
(e.g., schizophrenia or manic-depressive illness). The 
women's ages ranged from 21 to 34 years. The men's 
ages ranged from 21 to 38 years. At the time of the 
interview 10 of the couples had already decided to ün- 
dertake donor insemination, 2 couples had decided 
against it, and 4 couples were undecided. Because the 


clinic is a special unit that receives referrals from other 


physicians, for only 2 couples was the diagnosis of 
male infertility a novel finding. The couples had known 
about the infertility for 8 moriths to 4 years before the 
interview. 

The interview focused on a number of questions: 





Received June 18, 1979; revised Nov. 14, 1979; accepted Jan. 9, 
1980. 
From the Department of Psychiatry, Faculty of Medicine, Univer- 
* sity of Toronto, and the Reproductive Biology Unit, Mount Sinai 
Hospital, Toronto, Ont., Canada. 

. Address reprint requests to Dr. Bérger, Reproductive Biology 

' Unit, Rm 929, Mount Sinai Hospital, 600 University Ave., To- 
„ranto, Ont., M5G 1X5, Canada. 

Gopyright © 1980 American Psychiatric Association 0002-953X/ 

8/09/1047/03/$00.50. 


L ` (й. 


What was each partner's reaction to the diagnosis of 
the husband's infertility? Could changes in feelirg, 
thinking, or behavior be detected in the individual 
partners or in the relationship? What conflicts could be 
inferred from these changes? Was there any pattern to 
the couple's choosing donor insemination, and how 
did they feel about keepirg it secret? The partners 
were encouraged to talk freely about whatever they 
felt to be important. I interposed questions to fit the 
subject at hand and requested dream reports of every 
individual. 


FINDINGS 
The Men 


Only 3 of the 16 men were symptom free. Ten -e- 
ported a period of impotence that had lasted 1 tc 3 
months (mean-1!/4 months) after the discovery that 
they were azoospermic or oligospermic. Before this 
discoverv, the frequency of their sexual activity had 
been 1 to 3 times per week. The onset was withir.“f 
week of being informed of the diagnosis. Another sub- 
ject was impotent for at least 4 months (the impotence 
had not improved at the time of the interview). This 
subject felt that the impotence was precipitated by “ап 
attack of kidney stones” 3 vears after the discovery of 
oligospermia. Three ofthe 11 men with impotence also 
admitted to depression, 1 had an exacerbation of pep- 
tic uléer symptoms, 1 man began an affair (which he 
felt cured his impotence) within a month of discover- 
ing he was azoospermic, and 1 man suffered whiplash 
in a car accident | month aiter he was informed of his 
azoospermia and was incapacitated for 6 months. Two 
of the 16 men reported no change in sexual pattern or 
mood, but the level of their sexual activity was low to 
begin with (frequency of intercourse was less than 
once per month), and only 3 men, whose sexual activi- 
ty level had been satisfactory, reported no change in 
sexual pattern or mood. These findings are striking 
when compared to the incidence of cessation of mari- 
tal intercourse in a general population (1). 

Only in the couple in whom the man had embarked 
on an affair shortly after the diagnosis was made did 
the couple report a marked change in attitude toward 
the wife. Some of the wives mentioned that their hus- 
bands appeared more withdrawn than in the past. 

In addition to dreams that occurred after the CE 
ery of infertility, I requested specifically dreamswXqbm 
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the night before the interview, on the premise that an- 
ticipation of the interview might stir up conflicts re- 
lated to the infertility. Only 5 of the 16 men were able 
to report dreams. All were from the night before the 
interview. The only unvarying finding was that hetero- 
séxual encounters were absent in all 5 dreams. This is 


in accord with the reported withdrawnness of the men 
after the discovery of infertility. 


The Women 


None óf the 16 women reported a decrease in their 
frequency of sexual activity, and 3 reported ari in- 
crease within 2 months of discovering their husband's 


infertility. Six of the 16 couples reported that the wives _ 


were significantly angrier toward the husbands shortly 
after the diagnosis was made. In 1 couple this led to a 
temporary separation. In 2 other couples this changed 
attitude led to the wife's having an affair in which no 
contraceptives were used. The other 3 couples stated 
that their marriage had been ‘‘on the rocks" for sever- 
al months. Despite the fact that the marital difficulties 
occurred within 3 months of the husband's diagnosis, 
not one of the couples had linked the difficulties with 
the in?ertility. - 

‘One woman developed a fear that she would give 
birth to a defective child. The phobia was accom- 
panied by rage and envy directed at others ‘‘who did 
have children but were terrible parents.” 

The dreams these women reported were remarkably 

consistent. One of the 16 women volunteered that 
within a week of first learning of her husband's infer- 
tility she had a dream iri which she attempted to pro- 
tect her husband from attack by criminals. Eight other 
women reported that the night before the interview 
they had had dreams in which the husband fell ill, com- 
mitted suicide, or was physically or verbally assaulted. 
In enly 1 of these 9 reports was the wife the aggressor; 
in the others her role was protector and comforter. 
Another woman reported the following dream: ''I 
was pregnant and very happy about it. Then I discov- 
. ered that І had gained too much weight and would 
die." In the interview this woman stated that if the 
couple's infertility were to become known to others 
she would prefer people to believe that it was her prob- 
lem, not her husband's. Moreover, since the discovery 
of the infertility she had become increasingly pre- 
occupied with her husband's weight; her husband was 
obese and she worried that his health was declining. 

Ten of the 16 women reported dreams with a similar 
content. None of them had experienced such dreams 
in the past. Three themes appeared to be incorporated 
in these dreams: 1) the woman felt bad (perhaps guilty) 
about the husband's infertility, 2) she wished to be rid 
of her husband, and 3) she felt guilty about her wish to 
get rid of him. Two women reported dreams in which 

.these themes were not evident, and 4 women could not 
regal пу dreams. The dream reports were compared 


a 


to,tticse of a control group of 10 women (ages 20 to 31° 
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years) whose infertility workup revealed no evidence 
of physical pathology in either spouse: only 1 dream 
contained aggression directed at the husband. Com- 
pared to studies of dream reports gathefed from the 
general population (2, 3), the dream reports of the 
women in this study contain a higher incidence of vio- 
lence and a much higher incidence of violence directed 
at the spouse. The finding that more women than men 
report dreams is consistent with the firidings of sur- 
veys of the general population. 

In summary, after the revelation that their husbands 
were infertile 4 women developed symptoms (phobia, 
rage at the husband that led to marital difficulties) but 
no significant dream findings, 2 women had symptoms 
as well as significant dream findings, 8 women had sig- 
nificant dream findings but no symptoms, and 2 wom- 
en had no symptoms and no significant dream findings. 


The Decision to Pursue Donor Insemination 


At the time of the interview 10 of the 16 couples had 
decided to undertake donor insemination, 2 had de- 
cided against it for religious reasons, and 4 were un- 
decided or preoccupied with marital difficulties. 

Six of the 10 couples who had decided in favor of 
pursuing donor insemination had delayed before arriv- 
ing at their decision; they stated that they had been 
undecided for several months after donor insemination 
was first discussed with them. For these 6 couples the 
time between the discovery of the infertility and the 
interview ranged from 13/4 years to 4 years (mean=2!/4 
years). Two couples denied any conscious intent to 
delay their decision as long as they had (3 years) but 
for some time had been considered "problem pa- 
tients” at the clinic because they were difficult to con- 
tact and would cancel appointments. Two couples felt 
that job difficulties contributed to the delay. Only 2 
couples attributed the delay entirely to indecision and 
the husband's requiring time ‘їо get over feeling 
bad.” These 6 couples decided on donor insemination 
without further requests for psychiatric intervention. 
This pattern of delay is suggested in the report of Nijs 
and Rouffa (4) and supports Beck's contention (5) that 
deliberation (although it may be unconscious) pre- 
cedes the decision to undertake donor insemination. 

Four of the 10 couples who had decided to pursue 
donor insemination reported that they had been rela- 
tively certain about their decision from the start (al- 
though this certainty was voiced primarily by the 
wife). The time between their discovery of the hus- 
band's infertility and the interview was 18 months or 
less. To a large extent this time lapse could be ac- 
courited for by waiting periods entailed in referral to 
the clinic, consultations, and completion of the work- 
up for both partners. How these 4 couples fared is re- 
vealing. One couple decided to adopt a child after ап. 
incomplete course of donor insemination. Ánother 
couple became disenchanted with our clinic, although 
before their departure the husband сате to see me be- 
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cause he and his wife were finding intercourse painful. 


. The third couple, in which the wife had developed a 


phobia as well as diffuse rage, was the only couple in 
this group fb receive the recommendation that individ- 
ual psychotherapy for the wife was necessary before 
proceeding with donor insemination. The fourth 
«couple had known that the husband had had surgery as 
a child for an undescended testicle and that it had been 
crushed in the process, so that the man's infertility did 
not come as.a surprise. 

These findings suggest that a period of delay before 
deciding to pursue donor insemination is associated 
with a better adjustment to it. That another couple, 
who chose not to pursue donor insemination, had 
transferred to our clinic because they felt ‘‘rushed into 
donor insemination” by their previous physician sup- 
ports this observation. 

How did the couples feel about the concealment that 
accompanied donor insemination? Nine of the 10 
couples who had chosen to pursue donor insemination 
felt that the secrecy presented no problem. One couple 
felt that it would be burdensome, that it would isolate 
them from others. This couple discontinued treatment 
shortlv after its initiation and decided to adopt a child. 
When asked what benefits might derive from the secre- 
cy, most couples responded with vague statements: 
“It’s no one's business,” “No one has to know."' On 
further questioning 7 of the 10 couples stated that the 
secrecy would somehow benefit the child (C We don't 
want the child to feel different”). 

Three couples stated that "their" infertility would 
be kept from others. Repeated questioning was re- 
quired before any of the 10 couples would admit that it 
was the husband's infertility that the secrecy might 
serve to hide. The tendency was to cling to phrases 
such as ‘‘our infertility." Interestingly, this specific 
admission was usually voiced by the women. It was 
also the women who seemed to react most critically to 
the possibility of sharing the secret with othets as well 
as with the child who would result from donor in- 
semination. These findings are impressionistic and do 
not lend themselves to clear-cut conclusions. How- 
ever, they are consistent with the findings of Farris 
and Garrison (6) that, in frequency of response to the 
question of why couples chose donor insemination 
over adoption, keeping the husband's infertility hidden 
did not rank very highly. One might infer from these 
findings that the partners had resolved their conflictual 
feelings about the man's infertility. However, the ap- 
parent reluctance to admit that one obvious purpose of 
the secrecy was to conceal the male partner's infer- 
tility, coupled with evidence from the women's dream 
reports, suggests that there still remained unresolved 
feelings and that the concealment of donor in- 


. semination permitted displacement. to take place, in 


most cases a shift in concern toward the child who 


' wQuld result from donor insemination. 
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DISCUSSION А 

The findings describe a specific common conflict 
pattern in couples after the diagnosis of male infer- 
tility: impotence, depressive mood and/or depressive 
equivalents in the husband, and hostility and guilt in 
the wife. In only 2 of the 16 couples did neither partner 
reveal signs or symptoms that would provide evidence 
for this pattern. The pattern is consistent with the find- 
ings of Gerstel (7) and Watters and Sousa-Poza (8) and 
suggests that the impotence deserves to be viewed as 
an interactional problem and not solely the man's 
problem. 

The finding that a period of delay is associated with 
a better adjustment than is a rush to pursue donor in- 
semination supports the views of Gerstel (7) and Wat- 
ters and Sousa-Poza (8) that inability to mourn the in- 
fertility before turning to donor insemination contrib- 
uted to their clients' later difficulties. The findings 
suggest that the decision to pursue donor insemination 
involves two problem-solving stages: 1) coming to 
terms with the husband's infertility, and 2) confronting 
the problems of donor insemination itself, and that the 
total secrecy that surrounds donor insemination may 
interfere with the successful progression through this 
two-stage process and may contribute to a blurring of 
the two separate tasks. Difficulties ensue, not because 
there is conflict (as Gerstel [7] and Watters and Sousa- 
Poza [8] suggest), but because the conflict has not been 
worked through and resolved. The implication for ¢lin- 
ical management is that serious discussion relatif 
to donor insemination might best be postponed for 
3 to 4 months after completion of the infertility work- 
up. 

This study offers tentative support for the hvpothe- 
sis that the anticipation of some openness, at least be- 
tween parents and the future child, as opposed to total 
secrecy, might prove psychologically beneficial. Cer- 
tainly this issue cannot be overlooked by physicians 
and deserves further study. 
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The DSM-HI Personality Disorders Section: A Commentary 


BY ALLEN FRANCES, M.D. 





The author reviews the DSM-III section on personality 
disorders, discusses several of its more controversial 
diagnoses, and suggests some possible alternatives. 
He attributes the continued low reliability of 
personality diagnoses, compared with the other major 
sections of DSM-III, to two inherent obstacles: the 
lack of clear boundaries demarcating the personality 
disorders from normality and from one another, and 
the confounding influence of state and role factors. 
Nonetheless, the DSM-III multiaxial system 
highlights the importance of personality diagnosis 
and, together with the provision of clearly specified 
diagnostic criteria, achieves a considerably improved 
reliability compared with previous nomenclatures. 





he multiaxial diagnostic system introduced by 

DS M-III serves to highlight the importance of the 
personality disorders and to recognize their frequent 
coexistence with, and possible contribution to, the 
ether ‘psychiatric disorders. DSM-III provides sepa- 
rate ax2s— Axis I for all other clinical syndromes and 
Axis II for personality disorders—to ensure that the 
personality disorders not be overlooked ‘‘when atten- 
tion is directed to the usually more florid Axis I dis- 


огӣег” (1). This concern arises from accumulating evi- . 


dence that the quality and quantity of preexisting per- 
sonality disturbance may indeed influence the 
predisposition, manifestation, course, and response to 
treatment of various Axis I conditions (2-7). The sepa- 
ration of Axes I and II has contributed to the increased 
diagnostic reliability achieved by the whole system. 
Evaluators are now encouraged to label both the clini- 
cal syndrome and the personality disorder (when both 
are present), rather than being forced to arbitrarily and 
unreliably make a choice between them. 

This paper discusses some of the obstacles to the 
establishment of a reliable nomenclature of personality 
diagnosis. It also provides a critical review of the 
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DSM-III section on personality disorders, particularly 
several of its more controversial diagnoses. As a mem- 
ber of the Advisory Committee on Personality Dis- 
orders to the APA Task Force on Nomenclature and 
Statistics, I acknowledge considerable bias in my pre- 
sentation. Undoubtedly, I have blind spots that favor 
some of the choices made іп D$M-III and may also be 
taking this last opportunity to argue against choices 
that I disliked. No one who worked on DSM-III had 
the quixotic goal of achieving any lasting or perfect 
solutions. It is my hope that a continued discussion of 
the controversies and decisions that resulted in DSM- 
ПІ will encourage the research and debate required for 
an improved DSM-IV. 


LIMITATIONS TO RELIABILITY 


Previous clinical systems of personality diagnosis 
were plagued by very low reliability (8). Although 
DSM-III has improved on this considerably, the per- 
sonality disorders as a group still attain the lowest reli- 
ability of any major category in the classification (9). 
There are at least two inherent reasons for this: 1) 
most of the personality disorders are probably no more 
than the severe variants of normally occurring person- 
ality traits that are distributed continuously and with- 
out clear boundaries to indicate pathology, and 2) per- 
sonality assessment is inevitably confounded by inter- 
current state and role factors. I will discuss these 
Obstacles in turn. 

In order to classify disorders into separate types, 
one ideally requires that they be distinct and mutually 
exclusive and that the number of cases falling at the 
boundary between disorders be relatively few (10). Al- 
though the organic, schizophrenic, and affective dis- 
orders all retain their fair share of fuzziness, these cat- 
egories are to some extent discontinuous from one an- 
other and discrete from normality. In comparison, the 
various personality disorders are not at all clearly dis- 
tinct from normal functioning or from each other (or 
even, as is discussed below, from Axis I conditions). 
DSM-III states, “И is only when personality traits are 
inflexible and maladaptive and cause either significant 
impairment in social or occupational functioning or 
subjective distress that they constitute personality dis- . 
orders." Although in most instances DSM-III at- ` 
tempts to carefully and operationally define its criteria, 
it provides no definitions or quantificátions for thé 
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terms ''inflexible," “maladaptive,” or ‘‘significant.”’ 
' It would indeed be difficult to make these concepts op- 

'erational. Since each clinician is left to his or her own 

judgment ia deciding whether a particular degree of 

personality impairment should be regarded as disorder 

or merely a normal trait, this decision is made with 
* only fair reliability. 

In addition, the various personality disorders are, to 
some extent, correlated and continuous with each oth- 
er (11). Some of the diagnostic criteria appear, in more 
or less similar language, under more than one cate- 
gory. DSM-III dces attempt to soften the potential ri- 
gidity and inapplicability of the category system to 
personality diagnosis by allowing for multiple and 
mixed diagnoses. Although this undoubtedly consti- 
tutes the only possible current compromise, there is 
another method of personality diagnosis that may re- 
ceive increasing attention in the future. The alternative 
to the DSM-III categorical classification would be the 
use of a dimensional system. This method has been 
extensively studied bv psychologists. Among the best- 
known factor scales are those of Eysenck (12), Cattell 
(13), Leary (14), and McLemore and Benjamin (15); 
the MMPI is a widely used nonfactorial scale. 

A dimensional system avoids many problems of the 
categorical approach. It is, at least theoretically, the 
more applicable method for describing normally dis- 
tributed traits that can be quantified and measured. As 
this applies to DSM-IH, the patient might be rated 
(perhaps on a scale of 1 to 10) for each personality 
characteristic rather than being diagnosed within one 
or another distinct personality type. This procedure 
might greatly improve the description of patients who 
are on the boundary between normality and disorder 
or between one and another personality disorder. The 
dimensional system successfully renders continuities 
and saves information that is lost in the forced choice 
of just one or the other category. It also lessens the 
reification of categories and the accompanying halo ef- 
fect on clinicians, who may perceive patients as neatly 
fitting into one or another category while perhaps ig- 
noring those traits outside the anticipated cluster. 

There are substantial reasons why DSM-III contin- 
ues to apply the more traditional categorical approach 
in the face of these undeniable advantages to personal- 
ity diagnosis of 2 dimensional system. Kendell (10) has 
observed that clinicians naturally think in terms of cat- 
egories even if research scientists tend to prefer di- 
mensions. Dimensions may provide more information 
than can be conveniently used and often seem too 
complicated for routine clinical discourse. The crea- 
tion of categories serves to reduce information over- 
load, abstract what is most crucial, and convey a more 
vivid, if less accurate, picture of the patient. It is good 

_ to realize that the evolution of diagnostic nosologies 
must be one of the most, conservative of clinical en- 
'deavers; radical departures tend to be ignored. It 
would X premature to demand widespread 
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conversion to a dimensional system at this time. How- 
ever, it is possible that with the ‘future widespread 
availability of computers, psychiatry will prefer a di- 
mensional system, at least for personality diagnosis. 
The second inherent limitation to the reliability of 
the diagnosis of personality disorders results from the 
difficulty in distinguishing and untangling trait from 
state and role factors. The DSM-III definition o? per- 
sonality disorder does address and, in theory, solves 
these problems. Personality traits are defined as en- 
during patterns exhibited in a wide range of activities, 
recognizable by adolescence or earlier, and continuing 
throughout adult life. In actual practice, however, it is 
often quite impossible on cross-sectional evaluat.on to 
decide to what extent the current behavior and clinical 
picture represent an enduring and lifelong pattern or to 
what extent they are being strongly influenced by the 
patient's current state and/or role expectations. The 
interaction of trait and state is inherently confounding 
and difficult to analyze. It may be impossible to elimi- 
nate completely the possible influence of Axis I condi- 


tions in the assessment of personality disorders. Many 


studies have ignored the fact that the patient's current 
mood inevitably tends to contaminate the evaluation 
of his or her long-standing traits. The Eysenck neurot- 
icism scale, supposedly a personality measure, has 
been found to be very sensitive to mood changes and 
may be more a measure of depression than of person- 
ality impairment (16). Only repeated evaluations and 
careful history taking (perhaps also using rejatives) 
can minimize the contamination of current state fae- 
tors. The multiaxial system is a useful advance in its 
recognition of the possible mutual influence of person- 
ality and Axis I disorders and its provision o? inde- 
pendent ratings for each. 

The trait-role overlap is almost as difficult to dis- 
entangle. Within an overall personality patterr, each 
individual is certainly capable of a range of behaviors 
that are differentially selected depending on the con- 
tingencies, expectations, or role assignments of the 
particular current social environment. Personality dis- 
order is by definition a pervasive and inflexible set of 
maladaptive behaviors that occur widely and not ex- 
clusively in response to a specific set of circum- 
stances. A pathological reaction that is elicited by only 
one particular and unusual stimulus (e.g., an Army re- 
cruit's disobedience in boot camp) would be defined as 
an adjustment, not a personality, disorder. In arder to 
qualify for the often carelessly applied diagnosis of 
passive-aggressive personality disorder, the behavior 
in question would have to be general, long-standing, 
maladaptive, and not merely an isolated role response 
to one difficult situation. In any given evaluation of 
personality, the consultant must judge whether the pa- 
tient's behavior is deeply ingrained or whether it is 
merely a particular reaction to the current environ- 
ment, including, incidentally, the often unfamiliar and 
stressful environment of the psychiatric evaluation. 
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A CRITICAL REVIEW 


The following remarks constitute a critical review of 
the DSM-III section on personality disorders. The crit- 
icisms must be understood in the general context of 
my overall enthusiastic approval of this section. For 
several years I have had opportunities to use it for clin- 
ical, teaching, and research purposes and have found it 
to be clinically and heuristically helpful and a vast im- 
provement over DSM-II. The following discussion as- 
sumes and probably requires some familiarity with the 
DSM-III section on personality disorders, which might 
profitably be read simultaneously. : 


Additions and Deletions 


Four of the DSM-II personality disorders have ei- 
ther been eliminated from the DSM-III classification 
or transferred to other of its sections. The diagnosis of 
asthenic personality had been rarely used anyway and 
was probably indistinguishable from chronic mild de- 
pression. The diagnosis of inadequate personality 
dealt with the patient's functional level rather than de- 
scribing a distinct behavior pattern. These two diag- 
noses were retired, probably without mourners. The 
diagnosis of explosive disorder was transferred out of 
the personality disorders section because its DSM-III 
definition requires an intermittent rather than a contin- 
uous course. There was some support for including a 
diagnosis of impulsive personality for patients whose 
outbursts are consistent with deeply ingrained overall 
personality functioning. As a compromise, impulsive 
personality has been listed as one of the possible other 
personality disorders but without specific criteria. The 
transfer of cyclothymic disorder to the affective sec- 
tion will be discussed in more detail below. The ratio- 
nale for most of the five new categories of personality 
disorders—the schizotypal, borderline, narcissistic, 
avoidant, and dependent—will also be discussed. 


Clusters 


There is a comment in the introduction to the sec- 
tion that the personality disorders are grouped into 3 
clusters: 1) the paranoid, schizoid, and schizotypal 
disorders are characterized by odd or eccentric behav- 
ior; 2) the histrionic, narcissistic, antisocial, and bor- 
derline disorders are characterized by dramatic, emo- 
tional, or erratic behavior: and 3) the avoidant, depen- 
dent, compulsive, or passive-aggressive disorders are 
characterized by anxious or fearful behavior. The 
reader should understand that this clustering does not 
arise from any particular evidence. In fact, most of the 
criteria clusters that define the 11 defined personality 
disorders are based only on clinical intuition and im- 
pression that has yet to be confirmed by factor analysis 
or other forms of validation (i.e., follow-up, family, 
psychological test, or response to treatment studies). 
Allport and Odbert (17) gathered 4,500 personality ad- 
jectives that were listed in the dictionary. There is no 
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particular reason to believe that the 11 personality 

types described in DSM-III are the most appropriate 
number or grouping of personality traits or that the eri- 

teria best cluster as they now stand. On ж more opti- 

mistic note, there is some evidence that the factor 

analyses of items derived from self-report question- 

naires turn up approximately the same syndromes as^ 
had been derived intuitively by clinicians (18, 19). 


Handling of Spectrum Disorders 


There is some inconsistency and an overcompensa- 
tion for past historical errors in the classification of the 
schizophrenic and affective spectrum disorders. In or- 
der to keep psychotic conditions together and to nar- 
row the diagnosis of schizophrenia, which has been 
applied overinclusively in the United States (20), 
DSM-III places the presumed nonpsychotic spectrum 
disorder (schizotypal personality) within the personal- 
ity disorders section. This is in itself a useful advance, 
but, simultaneous to the taming of schizophrenia, 
DSM-II] may have become paradoxically over- 
inclusive with the affective disorders. The presumed 
affective spectrum disorders—cyclothymic and dys- 
thymic—do not join the schizophrenia spectrum dis- 
order in the personality section but instead are listed 
with the major affective disorders. This placement of 
cyclothymic disorder is agreeable enough because 
there is fairly compelling evidence of its close re- 
lationship to the major affective disorders (21). The 
inclusion of dysthymic disorder (chronic depres- 
sive disorder or depressive neurosis) is a much more 
controversial and worrisome decision. Dysthymic 
disorder probably includes an extremely heteroge- 
neous group of patients. They may have vegetátive 
symptoms indicative of an affective disorder; psycho- 
logical conflicts that make them pessimistic, self- 
defeating, and unhappy; a chronically difficult life 
situation; or various mixtures of the above. 

DSM-III would have been more consistent had it se- 
lected one way to handle both the schizophrenic and 
the affective spectrum disorders. If dysthymic dis- 
order must be included in the affective section, it 
should have required as an essential criterion the pres- 
ence of vegetative symptoms; this is not the case now. 
Nonvegetative chronic depression should have ap- 
peared separately under one or another title (I would 
have preferred depressive or masochistic personality) 
in the personality disorders section. 


New Categories of Schizotypal and Borderline 
Personality Disorders 


The introduction of two new categories, the schiz- 
otypal and borderline personality diserders, repre- 
sents a major clarification of what has been a very con- 
fusing classification. The separation of these two dif- | 
ferent, but at times overlapping, types of "borderline" 
disorders should improve the level of clinical dis-' 
course and research. The manner pue the criteria 
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„меге derived and tested has been well described (11) 
~ and need not be reviewed here. 
* + 
„ Perpetuation of the Term “Borderline Personality 
Disorder” 


` The perpetuation of this term caused considerable 
Controversy and resulted only from the lack of wide 
acceptance of any substitute term. Many feel that the 
concept of borderline has been so variously and loose- 
ly app.ied that it has lost all precise meaning and 
shape. It is no longer clear what it ‘‘borders’’ on, espe- 
cially since the border to schizophrenia is now occu- 
pied by the schizotypal personality disorder and the 
border to affective illness by the cyclothymic and 
dysthmic disorders. There are, in fact, three additional 
ways that the term ‘‘borderline personality'' has been 
used: :) descriptively, to define by symptomatic simi- 
larities a particular syndrome of unstable personality 
(this is the sense of the DSM-1II usage), 2) psychody- 
namically, to define an inferred level of personality or- 
ganization somewhere between the psychotic and neu- 
rotic levels of integration and with characteristic defi- 
cits in psychic structure (which may coexist with any 
of the descriptive personality types), and 3) as a rating 
of severity of impairment indicating the presence of 
any marked character disorder (regardless of its partic- 
ular descriptive or structural characteristics). 

It is yet to be determined to what extent these three 
uses correlate with one another in the groups they de- 
fine. Since the diagnosis borderline personality has at- 
tained such an unusual popularity, it is probably help- 
ful to have a definite set of criteria on which to base a 
more precise discussion and research investigation. 
The major dispute regarding the criteria that were cho- 
Sen concerned the advisability of an additional essen- 
tial feature—that the patient must have displayed tran- 
sient, self-limited deficits in reality testing. This sugges- 
tion would have considerably narrowed the borderline 
personality group and rendered it more homogeneous. 
It was voted down pending the accumulation of data 
on the relationship between transient psychotic epi- 
sodes and the rest of the syndrome of instability. 


Antisocial Personality Disorder 


Surprisingly, this was the most controversial of all 
the personality disorders. The DSM-IH diagnostic cri- 
teria specifying antisocial personality are indeed clear 
and reliable and have been the most carefully studied 
(22), but they may have missed the most important 
clinical point. Using criteria comparable to those in 
DSM-III, approximately 80% of all criminals are diag- 
, nosed as antisocial 23). Many investigators have sug- 

gested the inclusion of additional items that might in- 
. dicate the individual's capacity for loyalty to others, 
' guilt. anticipatory anxiety, and learning from past ex- 
"репепсеѕ. Some distinction between antisocial and 
dyssocial Pu of behavior was included in both 
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DSM-I and DSM-II and is reflected in the current defi- 
nition of childhood conduct disorders in D$M-IH (24). 
These are divided into the socialized and under- 
socialized subtypes—a separation that seems to Feve 
some usefulness in predicting adult behavior. It has al- 
so been shown that if criminals are evaluated with 
more traditional and less inclusive criteria, only 33% 
are diagnosed as having antisocial personalities (25). 
For clinicians who work in prisons, it would seem to 
be more useful to have criteria that distinguish those 
criminals who are capable of loyalty, anxiety, and guilt 
from those who are not, since the behavior and man- 
agement of each group are likely to be quite different. 
There was also considerable concern that the DS M-II 
criteria would be too easily and universally attainec by 
individuals growing up in rough and deprived arezs. 


Schizoid and Avoidant Personality Disorders 


The distinction between these two disorders is a 
new one. Individuals with these disorders might cl5se- 
ly resemble each other, although the individual wita an 
avoidant personality is much more likely to have 
achieved at least one close relationship. By definition, 
the major difference between the categories resides in 
the patient's motivation for relative social isolation. 
The patient with an avoidant personality craves сюѕе- 
ness but avoids it because of fears of criticism and re- 
jection. The patient with a schizoid personal:ty is 
beyond desire. Some people have argued thai this 
judgment cannot be made reliably and dependY’or in- 
ference. They suggest that the two conditions be com- 
bined. This may become necessary, but my own clini- 
cal impression is that it is well worth trying to d:stin- 
guish the two disorders. The avoidant and sch zoid 
patients are likely to be markedly different in their 
family history, predisposition to schizophrenia, ability 
to form therapeutic or other relationships, and need 
for the response to treatment. 

There was also a dispute involving the use əf the 
word "'schizoid."' In earlier drafts of DSM-III, it was 
replaced by the term ''introverted,"' but this was quite 
upsetting to Jungian analysts and factor psycholozists, 
for whom "'introverted' does not imply the presence 
of disorder and is, rather, a normal type. Some p2ople 
felt that the motivation beneath the avoidant personal- 
ity disorder should have been defined more broadly to 
include fears about shame, humiliation, losing coatrol, 
and making a fool of oneself. The patient wizh an 
avoidant personality is often likely to meet the criteria 
for the dependent personality; once a rélationsiip is 
formed it is clung to tenaciously. 


Narcissistic Personality Disorder 


This is a new category whose necessity was sug- 
gested by an increasing psychoanalytic literature and 
by the isolation of narcissism as a personality factor іп“ 
a variety of psychological studies. The distinzu shimg 
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‘features in a psychoanalytic definition of narcissistic 
character might include 1) deficits in libidinal object 
constancy, 2) an incomplete internalization or matura- 
tion of psychic structures and regulatory mechanisms, 
particularly those having to do with self-esteem, and 3) 
aberrant or immature grandiosity. In making this diag- 
nosis, the psychodynamic clinician might assess 
whether the patient experiences others as fully real- 
ized aad separate objects or as self-objects and wheth- 
er the transference that evolves in treatment takes on 
either a grandiose or idealizing configuration. Unfortu- 
nately, it is difficult to put these concepts into a de- 
Scriptive and operational form that can be applied in 
one or two interviews by psychiatrists who may not 
have psychodynamic training or inclination. Instead, 
the DSM-IH criteria for narcissistic personality dis- 
order define descriptive and behavioral features that 
require only limited inferences about psychic struc- 
tures, object constancy, and motivations. It is not 
clear to what extent the descriptive and psycho- 
dynamic definitions correlate and whether they will se- 
lect the same patient groups. 


CONCLUSIONS 


The two major innovations of DSM-III —the multi- 
axial system and the provision of specific diagnostic 
criteria—are significant contributions to improved di- 
agnosis of personality disorders. The next step in im- 
proving reliability is a clearer specification, even if an 
arbitrary one, of the precise quantity of impairment 
that derines a disorder. In addition, the individual per- 
sonality disorders themselves need to be studied in 
various ways. The current DSM-III clustering of cri- 
teria is primarily based only on clinical intuition and 
should be validated with large studies to determine 
how the various criteria cluster in actual patients. It 
will be interesting to learn whether certain of the cur- 
rent disorders are highly correlated with each other 
and could perhaps be collapsed or whether new combi- 
nations might emerge. It is not clear whether the cur- 
rent criteria will successfully define relatively homoge- 
neous groups of patients, e.g., the borderline personal- 
ity disorder may include patients on an affective 
disorder spectrum, others with problems of impulse 
control, others with a masochistic need for punish- 
ment, and still others with a deficient self-concept. The 
validation of personality types as well as the investi- 
gation of their relationship to other DSM-III disorders 
are important and fascinating areas for future re- 
search. 
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The authors report on 21 cases of self-induced water 
intoxication and cite 25 others in thé literature. Three 
of their patients demonstrated at least temporary 
inappropriate antidiuretic hormone secretion, 3 were 
receiving á diuretic, and the other 15 appeared to have 
"pure" water intoxication. F ifteen patients were 
receiving a psychotropic medication. Self-induced 
water intoxication appears to be more common in 
schizophrenic patients than is generally realized and 
Should be suspected in any schizophrenic patient who 
develops convulsions or coma. Hyperdopaminergic 
CNS activity may be involved, and the authors 
suggest a possible mechanism similar to that for 


tardive dyskinesia. 

ince our initial report in 1962 (1) of sélf-induced or- 
S water intoxication in 2 schizophrenic patients 
withou: other predisposing illness, 17 reports of this 
phenomenon involving 25 additional patients have ap- 
peared in the literature (2-18). Sixteen of these 27 pa- 
tients suffered at least temporarily from the syndrome 
of inappropriate antidiuretic hormone secretion 
(SIADH); however, 11 of the patients were able to di- 
lute urine in a satisfactory fashion and several of these 
11 were shown to excrete a water load normally after 
recovery. 

Since 1962 we have бошай 19 additional schiz- 
ophrenic patients with self-induced water intoxication. 
Nine of these patients had suffered a total of 16 docu- 
mented episodes of water intoxication. Hence, this 
problem is obviously more common than heretofore 
believed. Three of our 21 patients showed evidence of 
SIADH when first observed, 11 did not, and urinary 
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data were not obtained on 4 patients with water intoxi- 
cation. The other.3 patients were receiving a diuretic, 

Normal individuals cannot induce water intoxica- 
tion in themselves by maximal oral water intake. The 
mechanism that permits schizophrenic patients to do 
so remains unknown. Since most of our patients had 
been receiving antipsychotic drugs before or at the 
time of their episode of intoxication, the role of these 
agénts (as well as the role of psychosis) must be con- 
sidered in the etiology of this syndrome. However, 
some patients were receiving no medication at all be- 
fore becoming water intoxicated. 


PATIENT DESCRIPTION AND CLINICAL 
FINDINGS. 


` Twenty-one patients with self-induced water intoxi- 
cation form the basis for this. report. We have ob- 
served 20 of these patients їп our department since 
1961, including the 2 patients reported in 1962.. -Eigh- 
teen of thesé patients were hospitalized on the medical 
service .of Central State Griffin Memorial Hospital in 
Norman, Okla., 2 were at the Oklahoma City Vet- 
erans Administration Hospital, and 1 patient was made 
available to us courtesy of R. Corenblum, M.D., of 
the University of Calgary: Three patients had seizures 
when they were admitted to the hospital; the remain- 
der developed symptoms. of water intoxication as in- 
patients: 

"The clinical findings and (iboratary results for these 
patients are summarized in table 1. The patients 
ranged in age from 31 to 63 years; 10 were women and 
11 were men. The most frequent and important clinical 
findings were lethargy, disorientation, confusion, semi- 
coma or comá, and seizures. The seizures were of the 
grand mal type. It should be stressed that a history of 
excessive water drinking could be obtained for only 10 
of the patients; in the remaining 11 patients neither pa- 
tient, relatives, ward attendants, nor nurses were able 
to determine whether the patient had a history of ex- 
cessive water intake. 

Fourteen patients were receiving an antipsychotic 
drug before the onset of water intoxication. One pa- 
tient was receiving only an aritidepressant, and 2 pa- 
tients were receiving only a thiazide diuretic. Four of 


the patients were taking no medication that could be* 


determined. ` 
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TABLE 1 
Clinical and Laboratory Findings for 21 Schizophrenic Patients with Self-Induced Water Intoxication И 
se omen 
р - Number 
Serum Nat Serum Urine . of и 
Patient Group Age Concentration Osmolality Osmolality Specific Clinical Previous 
and Number (years) Sex (mEdq/liter) (mosmol/liter) (mosmol/liter) Gravity Medication Findings Episodes 
Pure water S 
intoxication® 
1 49 Е 119 231 79 — Chlorpromazine, Seizures, 4 
imipramine coma 
2 44 M 11 214 100 — Thioridazine Seizures "S 
3 35 F 110 : ~ 50 — Amitriptyline Seizures, — 
coma 
4 47 F 118 238 90 — Loxapine Seizures, 3 
coma 
Probable pure 
water intoxi- 
cation : 
5 59 M 105 _ — 1.001 Reserpine Seizures, — 
сота 
6 33 м 115 — — 1.004  Phenothiazines Seizures, 1 
semicoma 
7° 47 Е 112 ~ = 1.001 Reserpine, Seizures, 1 
chlorpromazine semicoma 
8 46 M 124 208 — 1.004  Trifluoperazine, Seizures, 2 
chlorpromazine coma 
9 60 M 112 —. — 1.002 None Seizures, — 
` | сота 
10 54 M 108 — — 1.003  Thioridazine Seizures, — 
disorientation 
11 31 Е 113 256 — 1.004  Thiothixene, Coma — 
chlorpromazine 
SIADH 
‚12 39 M 117 229 243 — None Seizures — 
Probable 
SIADH 
13 ~ 51 F 114 — — 1.006 Thioridazine, Seizures, — 
Tu ses imipramine coma 
14 32 M 118 — — 1.008 Unknown Seizures — 
Receiving І 
diuretic . 
15 63 F 122 244 66 — Hydrochlorthiazide Lethargy — 
16 45 F 100 191 287 — Hydrochlorthiazide Seizures, 2 
semicoma 
17 49 M 101 217 260 — Hydrochlorthiazide, Seizures, — 
haloperidol coma 
Urine determi- 
nations not 
available 
18 31 M 120 — — — Unknown Coma — 
19 38 F 110 267 — — Chlorpromazine, Seizures 1 
haloperidol 
20 46 M 114 — — — Trifluoperazine, Seizures, 1 
thioridazine semicoma 
21 44 F 113 — — — Thioridazine Seizures, 1 


disorientation 





*No evidence of inappropriate secretion of antidiuretic hormone. 
"Patient 7 had received a prefrontal lobotomy. 


LABORATORY FINDINGS 


On admission to the medical service, serum sodium 
concentration for the 21 patients ranged from 100 to 
124 mEq/liter. In those patients in whom serum os- 
molality was measured, it ranged from 191 to 267 mos- 
mol/liter. Urine specific gravity was below 1.005 in all 

* but 2 of the 9 patients for whom it was recorded. In the 
7 patients for whom both urine and serum osmolality 


* 


Á. р 


were determined, 4 patients had a urine osmolality 
well below their serum osmolality. BUN was found to 
be 11 mg/100 ml or less in all patients. The white blood 
cell count was elevated in most patients and, in the 
absence of demonstrable infection, was considered a * 
response to recent seizure activity. Four patients with | 
symptoms, signs, and serum chemistries consistent : 
with the diagnosis of water intoxication did not have 
urine concentration studies during the initial 12 hour 
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In the 18 instances where water restriction was the 
"eale-zgthod of therapy, the patients recovered clini- 
calf within 24 hours, after excreting large quantities 
» of urine; 3 &f these patients also received hypertonic 
saline. The following case reports illustrate the two 
most common types of water intoxication: ‘роге’ wa- 

r intoxication, which has an unexplained etiology, 
and water intoxication associated with SIADH. 


CASE REPORTS 


Case 1 ("pure'' water intoxication). Patient 1, Ms. A, was 
a 49-year-old woman who had been diagnosed as having 
chronic paranoid schizophrenia and had had four previous 
admissions for water intoxication secondary to excess water 
drinking. She had been on a home pass for approximately 5 
days and apparently had been doing reasonably well until the 
afternoon of admission, when she began having seizures. Af- 
ter 4-5 major motor-type seizures she was returned to the 
hospital bleeding from a large tongue laceration and was giv- 
en 10 mg of diazepam in the emergency room. Her current 
medications were chlorpromazine, 200 mg t.i.d.; tri- 
hexyphenidyl, 2 mg b.i.d.; and imipramine, 25 mg t.i.d. 

On admission Ms. A had a pulse of 100, a rectal temper- 
ature o? 96°F, and a blood pressure of 108/83. She was semi- 
comatose and responded to painful stimuli. Her head was 
normocephalic without evidence of trauma, and her optic 
discs were sharp. She had a large laceration on the left mar- 
gin of Fer tongue. Her neck was supple, her lungs were clear, 
and she had a regular hear: rhythm with a grade II/VI systol- 
ic murmur at the apex. Her abdomen was soft, and she had 
active bowel sounds with no palpable masses or organ- 
omegaly. Her extremities were free from edema or cyanosis. 
Her deep tendon reflexes were hypoactive but symmetrical; 
her Bebinski’s signs were normal on both sides, and she 
moved all extremities. 

Serum electrolyte levels were as follows: sodium=119 
mEgq/liter, potassium=4.0 mEg/liter, CO,=20 mEgq/liter, 
chloride=88 mEq/liter, serum osmolality=23] mosmol/liter, 
BUN = 13 mg/100 ml, and glucose= 105 mg/100 mi. Her urine 
osmolality on admission was 79 mosmol/liter. 

Ms. A was placed on fluid restriction of 500 cc per day. By 
the foilowing morning, after passing 7500 ml of urine, she 
was alert, communicative, and taking oral feedings. That day 
her serum electrolytes were within normal limits: 
sodium- 137 mEdq/liter, potassium=4.5 mEg/liter, chlo- 
ride= 103 mEg/liter, CO,=28 mEq/liter, and BUN=9 mg/100 
ml. Her serum osmolality was 276 mosmol/liter. Her hema- 
tocrit was 42% and her white blood cell count was 12,300/ 
mm?. 


Case 2 (SIADH). Patient 12, Mr. B, was a 39-year-old 
chronic schizophrenic man who was admitted to the medical 
service. He had been receiving no medication and had been 
noted to be drinking large amounts of water on the day be- 
fore admission: He had vomited on the day before admission 
and several times early on the morning of admission. Mr. B 


‚ had been found on the floor, unresponsive and incontinent of 
' urine and feces. 


Mr. B had a blood pressure of 120/80, a regular pulse of 60, 
! rate ] and rectal temperature of 98°F. He 


` 
i . 
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responded to painful stimuli and occasional voice com-« 
mands. His pupils were dilated but equal, round, and reac- 
tive. He had multiple conjunctival petechiae. His fundi were 
normal and had sharp disc margins. His oropharynx and 
tympanic membranes were clear. His neck was supple. 
There was a red, papular eruption over his anterior chest and 
shoulders. His lungs were clear, except for occasional 
rhonchi. Cardiac examination revealed a normal sinus 
rhythm without murmur. His abdomen was soft without pal- 
pable masses, and his bowel sounds were active. Ecchy- 
moses were noted on Mr. B's arms where he had been held. 
During the neurological examination Mr. B responded to 
painful stimuli; his deep tendon reflexes were 2+ and svm- 
metrical without positive Babinski’s or Hoffman's signs. 
Cranial nerve functions II-XII appeared to be grossly iniact. 

Laboratory studies on admission revealed the following: 
serum sodium=117 mEg/liter, serum potassium=3.6 mEq/ 
liter, CO,=24 mEg/liter, chloride- 100 mEg/liter, BUN-8 
mg/100 ml, and glucose 127 mg/100 ml. Serum osmclality 
was 229 mosmol/liter and urine osmolality was 243 mosmol/ 
liter. 

We felt that Mr. B was water intoxicated and restricted his 
fluids to 500 cc/day. Over the ensuing 48 hours he became 
responsive, and his serum sadium concentration rose to 130 
mEq/liter and his serum osmolality to 258 mosmol/liter. 
Measurement of urinary output during this period could not 
be obtained. | 


DISCUSSION 


The problem of self-induced water intoxication in 
mentally ill patients without other predisposing illness 
has now been reported in at least 27 patients in the 
American literature since the first case was reported 
by Barahal in 1938 (19). The cases of these patients are 
summarized in table 2. This is clearly not a rare phe- 
nomenon since we have now encountered an addition- 
al 19 such patients during the past 17 years. Indeed, 
water intoxication should be a major consideration in 
the differential diagnosis of seizure disorders shat de- 
velop in any mentally ill patient, particularly one in a 
mental institution. None of our patients had any other 
illness, such as cardiac, hepatic, or renal disease, that 
could account for a dilutional state, and none received 
water other than orally. Three of the patients had been 
receiving a diuretic agent. 

The experiences reported here and in the literature 
appear to identify at least three groups of patients: 

1. Patients for whom the water intoxication has an 
unexplained etiology. Eleven of our 21 patients are in 
this category and 11 of the 27 patients cited in tbe liter- 
ature would be so classified on the basis of serum anc 
urine osmolalities. Urine osmolalities were no: avail- 
able in 7 of our cases in this category. We have chosen 
to accept a urine specific gravity of 1.004 or below as 
evidence of appropriately dilute urine (20-21) ard have 
classified these 7 patients as having probable "pure" 
water intoxication (see table 1). Ы 

2. Patients who have at least a temporary in- 
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TABLE 2 
Studies of Self-indueed Water Intoxication in Mentally Ш Patients ; 
UN 
Number of 
Number of è Patients with, 

Author Patients Diagnosis Medication SIADH 
Langgard and Smith (1) 2 Schizophrenia 1 patient, none; 1 patient, 0 

. reserpine Z 
Hobson and English (2) 1 Schizophrenia Meratran I 
Dubovsky and associates (3) 1 Schizophrenia None 1 
Alexander and associates (4) 1 Schizophrenia None 1 
Chinn (5) 1 Schizophrenia None 0 
Ajlouni and associates (6) 1 Schizophrenia Thiothixene 1 
Olson (7) 1 Schizoid personality None 1 
Nielsen (8) 1 Schizophrenia None 0 
Luzecky and associates (9) 1 Depression Amitriptyline 1 
Raskind and associates (10) 3 Postmenopausal depression with 2 patients, none; 1 patient, 3 

schizophrenic symptoms conjugated estrogen 
Rao and associates (11) 2 Schizophrenia Thioridazine 
Fischman (12) 1 Schizophrenia with Thioridazine 1 
recent head trauma 
DeRivera (13) 1 Schizophrenia Fluphenazine 1 
Mendelson and Deza (14) 4 Schizophrenia 4 patients, fluphenazine; 1 
1 patient, chlorpromazine 
Matuk and Kalyanaraman (15) 2 Schizophrenia I patient, thioridazine; 2 
1 patient, haloperidol 

Vincent and Emory (16) 1 Depression Thioridazine 1 
Cordoba and Chapel (17) 1 Schizophrenia Fluphenazine 1 
Rendell and associates (18) 2 Schizophrenia None 0 








appropriate secretion of ADH. Three patients in the 
present series demonstrated findings compatible with 
this syndrome, and 16 patients in the literature would 
be so classified. Urine osmolality was not determined 
in 2 of pur 3 patients, and they are classified as having 
probable SIADH on the basis of urine specific gravity. 

3. Occasional patients in whom the syndrome may 
be precipitated by diuretic therapy. Only 3 of our pa- 
tients could be considered in this category, and only 3 
patients of this type have been reported by other au- 
thors. 

Urinary studies were not performed on our other 4 
patients, but the clinical evidence for water intoxica- 
tion, including serum osmolality, was compatible with 
the diagnosis (see table 1). 

None of our patients manifested clinical evidence of 
overhydration (edema, papilledema, etc.) other than 
symptoms of cerebral edema. This has also been true 
of most patients reported in the literature, although a 
patient reported by Raskind and associates (10) died of 
cerebral edema with brain herniation, and Rendell and 
associates (18) recently reported 2 patients who died 
because of compulsive water drinking, 1 of whom was 
found at autopsy to have pulmonary edema. 

In most of our patients it has not been possible to 
determine the cause of their high water intake. Some 
stated that they were attempting to wash out worms, 
other creatures, foul material, or cancer. In 1 reported 
case the patient stated that she was told by God to 
drink large quantities of ‘‘holy water.'' Other patients 
have stated they were cleansing themselves from sin. 

All but 6 of our patients were receiving psychotropic 
medications before developing water intoxication. 
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Little relevant information is available concerning the 
effect of these pharmacologic agents on salt and water 
metabolism. Ajlouni and associates (6) suggested that 
thiothixene is a possible stimulus for SIADH in a man- 
ner similar to other drugs such as chloropropamide, 
carbamazepine, and cyclophosphamide. This sugges- 
tion is based on well-documented observations of a 
case that they challenged and restudied with the use of 
water loading. Amitriptyline, thioridazine, fluphena- 
zine, and haloperidol have also been linked with 
water intoxication associated with SIADH, but they 
have not been studied well enough to implicate them 
etiologically. They have also been associated with wa- 
ter intoxication without accompanying SIADH. On 
the other hand, reserpine and chlorpromazine, al- 
though associated with the development of water in- 
toxication, have not been implicated in producing 
SIADH per se. Dyball (22) offered evidence from ani- 
mal studies indicating effects of various phenothia- 
zines on ADH that varied according to the structure of 
the side chain at position 10. He demonstrated that 
chlorpromazine with a three-carbon straight side chain 
inhibits ADH release, while promethazine with a 
branched two-carbon side chain stimulates ADH re- 
lease. 

How thiothixene fits into this concept with its three- 
carbon piperazine side chain structure is not clear. The 
fact that all of the neuroleptic drugs-lower seizure 
threshold, are anticholinergic, and are dopamine 
blockers may be more important. Dubovsky and asso-, 
ciates (3) suggested that the development of an acute 


` psychotic episode per se, or some consequence there: 


of, may be the stimulus for ADH secretion. They E 
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. tulated a possible autonomic pathway for this stimula- 
Sons Baskind and associates (10) hypothesized that the 
clinical triad observed in their 3 patients— psychotic 
“м depression,*inappropriate secretion of ADH, and ex- 
. cessive water ingestion (thirst?)—represents a syn- 
~ drome caused by or associated with disturbed CNS 
unction, particularly dopaminergic hyperactivity. In 
other words, they suggest a hypothalamic mechanism 
rather than an autonomic one. To support this they 
point out the close anatomic proximity of the centers 
regulatiag thirst and ADH release and their inter- 
connections with the limbic areas involved with emo- 
tions and primitive behavior; they cite evidence from 
animal studies that indicates the particular importance 
of dopamine as a neurotransmitter in regulating ADH 
release and extracellularly stimulated thirst. For ex- 
ample, destruction. of hypothalamic dopaminergic 
pathwavs abolishes central receptor-induced ADH re- 
lease (23) and produces adipsia (24); haloperidol, a po- 
tent dopamine receptor blocker, also inhibits thirst 
when injected centrally (preoptic area) (25). On the 
other hand, dopamine injected into the lateral cerebral 
ventricle effectivelv stimulates thirst (25) and when in- 
jected into the nucleus accumbens stimulates release 
of ADH (23). Considering the importance of the cate- 
cholamine neurotransmitters in regulating and modu- 
lating behavior, it is not difficult to visualize how hy- 
perdopaminergic activity might explain the triad. 

One could also speculate about an additional step. 
Schizophrenia is hypothesized to be associated with 
absolute or relative cortical hyperdopaminergic activi- 
ty involving mesolimbic and mesocortical tracts (26). 
When a patient is treated with drugs that block do- 
paminergic activity, various aberrations of thirst, 
drinking behavior, ADH secretion, and other dopami- 
nergic-dependent CNS functions could occur. Consist- 
ent with this speculation is the knowledge that nearly 
all the drugs used to treat schizophrenia have anti- 
cholinergic properties capable of producing a dry 
mouth and throat in man and consequent thirst. These 
drugs also lower the seizure threshold, thereby render- 
ing patients more susceptible to seizures and perhaps 
rendering them more likely to have seizures as a result 
of minimal cerebral edema. However, by blocking 
dopamire receptors in the hypothalamic areas these 
drugs would tend to turn off or turn down thirst and to 
inhibit ADH release; therefore, the drugs, for the most 
part, by their primary central actions would not pro- 
duce the water intoxication syndrome with or without 
inappropriate ADH secretion. 

On the other hand, increased thirst and increased 
ADH release, depending on which receptors are most 
affected, are' possible if a mechanism similar to that 
hypothesized for tardive dyskinesia is invoked for the 
dopamine-sensitive cells in the centers that regulate 
thirst and ADH release. Antipsychotic drugs, by 
-" blocking the postsynaptic dopamine receptors, may 1) 
i and functionally denervate these 


zx 


m > 
. 


WILLIAM O. SMITH AND MERVIN L. CLARK 1059 
. 


postsynaptic neurons and render them supersensitive 
(denervation supersensitivity), whilé 2) simultaneous- 
ly increasing presynaptic neuronal secretion of dopa- 
mine through feedback mechanisms around the block 
(27). With increased amounts of dopamine impinging 
on supersensitive cells, the resulting increased do- 
paminergic activity in the thirst and ADH-release cen- 
ters could thereby account for the increased thirst and/ 
or ADH release necessary to produce water intoxica- 
tion. This could occur either as a breakthrough phe- 
nomenon while the patient is still taking drugs or a tar- 
dive phenomenon when drug treatment is stopped. 

Whether ADH or thirst, or both, are affected in this 
process would depend on individual vulnerability and 
could thereby account for water intoxication without 
inappropriate ADH secretion for many of the subjects 
described in the literature and in this report. In addi- 
tion, as in Raskind and associates’ patients (10), the 
mechanisms (whatever they may be) that underlie the 
presumed hyperdopaminergic cortical activity and 
produce the signs and symptoms of schizophrenia 
might account for the episodes of water intoxication in 
the schizophrenic patients who have never had the 
benefit of treatment with neuroleptic drugs. 

Three schizophrenic patients have also been report- 
ed to develop water intoxication when given a thiazide 
diuretic (28, 29). Three of our patients also developed 
the problem after thiazide administration. Since thia- 
zide diuretics decrease free water clearance, it is quite 
likely that they contributed to and intensified the dilu- 
tional state in these patients during periods of massive 
water intake. 
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The authors compared the records of 59 psychiatric 
patients involuntarily committed to a Veterans 
Administration hospital on an emergency basis with 
those of a control group of 59 psychiatric patients with 
respect to the number of assaults noted during the first 
45 days of hospitalization. The committed group had a 
АІ probability and the control group a .08 probability 
of committing an assault. The difference bétween the 
two groups was mainly accounted for by assaults that 
occurred during the first 10 days of hospitalization. 
The occurrence of an actual act of battery before 
admission did not predict assault in the hospital to a 
greater degree than did a verbal threat. The authors 
conclude that short-term clinical predictions of 
dangerousness predict assaultiveness in the hospitál 
to a significant degree. l 





he need and justification for emergency in- 
T voluntary psychiatric hospitalization is currently a 
subject of concern for lawyers, psychiatrists, and so- 
cial scientists. According to Psychiatric News (1), in 
Mathew v Nelson a three-judge panel of the federal 
appeals court in Illinois commented on the limited 
number of current statistical studies in the area of dan- 
gerousness prediction. They stated, 


No study has attempted to measure the extent to which 
the predictability of dangerousness is enhanced by a his- 
tory of a recent overt act. . . . No study called to our at- 
tention attempts to measure the incidence of violent be- 
havior in a sample population of persons civilly committed 
for dangerousness (1). 


The judges in this case upheld the current Illinois 
standards for emergency commitment, which do not 
require an overt act or threat of dangerousness to self 
or others for involuntary civil commitment. Decisions 
by federal courts in other states, however, have held 
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that for emergency commitment to be constitutional 
the threat of danger to others must be imminent and 
substantial, as evidenced by a recent overt act, at- 
tempt, or threat (2). At least one state now specifically 
provides that a threat alone does not constitute 
grounds for commitment (3). These legal decisions all 
question the psychiatrist’s ability to forecast dan- 
gerousness and call for further study of those circum- 
stances which might permit at least some predictive 
accuracy under special conditions. 

Monahan (4, 5) has discussed the problems inherent 
in prediction research, pointing specifically to the need 
for data concerning the accuracy of forecasts made in 
emergency settings. Monahan hypothesized that in 
such settings the small temporal ‘‘gap’’ between initial 
and outcome behavior should theoretically allow for 
greater predictive accuracy than has been possible to 
date. He postulated that there is.a qualitative dif- 
ference between forecasts of violence made-iu the 
community for the purpose of emergency commitment 
and those reported in the current literature, which in- 
volve judgments made primarily on institutionalized 
patients or prisoners for the purpose of deciding even- 
tual release. 

In this study, we undertook a retrospective review 
of commitment papers and hospital records to deter- 
mine the predictive accuracy of community psychia- 
trists’ clinical judgment of potential dangerousness in 
an emergency setting. The frequency of recorded in- 
hospital assaultive episodes of psychiatric patients 
committed on an emergency basis for likelihood of 
harming others was compared with that of a sample of 
psychiatric patients admitted to the hospital for all oth- 
er reasons. We also determined the probability of as- 
saultive behavior occurring in the hospital given the 
absence or presence of a recent overt violent act in the 
community, the number of days following admission 
that assault was most likely to occur, and the relation- 
ship of paranoid schizophrenia as a diagnosis to as- 
saultive behavior. 


METHOD 
We obtained the records of all psychiatric patients 


admitted to our hospital with emergency commitment 
status from January 1, 1977, to June 30, 1978, UN 
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viewed the Massachusetts Department of Mental 
Health Form 5A in each record. This form (the "tem- 
porary care paper’’) requires the applicant to state that 
in the opinion of the examiner (who is most often a 
psychiatrist in the community who was not chosen by 
the patient and whom we did riot select for ability to 
predict dangerousness), the patient requires hospital- 
ization to avoid the likelihood of serioüs harm by rea- 
son of mental illness. Written evidence must be pre- 
serited supporting this opinion. Thé form includes the 


legal definition of ‘‘likelihood of serious harm,"' which ` 


15 


1) substantial risk of physical harm to the person him- 
self as manifested by evidence of threats of, or attempts 
at, suicide or serious bodily harm; 2) a substantial risk of 
physical harm to other persons as manifested by evidence 
of homicidal.or other violent behavior or evidence that 
others are placed in reasonable fear of violent behavior 
and serious physical harm to them; or 3) a very substantial 
risk of physical impairment or injury to the person himself 
as manifested by evidence that such person's judgment is 
so affected that he is unable to protect himself in the com- 
munity and that reasonable provision for his protection is 
not available in the community. 


‘From 108 records initially obtained, we selected for 
further study 59 (54%) in which the reason for hospital- 
ization given was risk of physical harm to others. We 
then searched the progress notes in these records for 
assaukive incidents noted during the 45 days follówing 
Һор] admission. Such incidents were rated for se- 
verity on a 1+ to 4+ scale. The scale was divided as 
follows: 1+ was a serious assaultive threat that led to 
no action, 24-. was a threat that generated sufficient 
staff anxiety to lead to restraint, 3-- was an act that 
required immediate direct physical intervention by 
staff or patients to prevent a battery, and 4+ was an 
act involving a completed battery. We recorded the 
hospital day on which the incidents took place and the 
primary DSM-II admission diagnosis made by our hos- 
pital psychiatrists. The 59 records were further sorted 
into two groups on the basis of whether or not an ac- 
tual act of violence was noted on the temporary care 
paper. The number of patients in each group was then 
compared to determine the probability of each group's 
being assaültive in the hospital. 

Fifty-nine unmatched consecutive records of psy- 
chiatric patients admitted voluntarily or committed to 
the hospital in April and May of 1978 for reasons other 
than threat of harm to others were then reviewed; 
these patients constituted our control group. Fifty-four 
of these patients were voluntary and 5 were com- 
mitted. Patients in both experimental and control 
groups were given psychiatric diagnoses and treated in 
the hospital by the same staff on the same two 30-bed 
ynits, which used a combination of milieu therapy, 
pharmacotherapy, group therapy, and individual psy- 
chetherapy. Both units are usually locked. 
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TABLE 1 
Diagnoses of 59 Patients Committed for Dangerousness and 59 Con- „ 
trol Patients 37 
Committ& — Control 
Group Group 
Diagnosis N 96 N 926 
Psychotic organic brain syndrome 3 5.1 0 
Schizophrenia, hebephrenic 0 1 1.7 
Schizophrenia, catatonic 2 3.4 0 
Schizophrenia, paranoid 19 322 16 27.1 
Schizophrenia, acute episode I 1.7 5 8.5 
Schizophrenia, latent I 1.7 0 
Schizophrenia, schizoaffective 4 6.8 2 3.4 
Schizophrenia, chronic undifferentiated 13 220 11 186 
Manic-depressive illness 6 10.2 6 10.2 
Psychotic depressive reaction 0 2 3.4 
Neurosis 1 L7 5 8.5 
Personality disorder 1 1.7 4 6.8 
Alcoholism 8 13.6 5 8.5 
Transient situational disturbance 0 2 3.4 








RESULTS 


The average age of the patients in the experimental 
group was 38.5 years; in the control group the average 
age was 37.6. Both groups were composed of 57 men 
and 2 women. The mean length of stay for the experi- 
mental group was 45.5 days (median, 27 days); for the 
control group the піеап stay was 29.9 days (median, 22 
days). The diagnoses of the patients in both groups are 
presented in table 1. 

Twenty-four (4196) of the 59 emergency committed 
patients carried out 52 separate incidents of assault in 
the hospital. Five (8%) of the 59 control group patients 
carried out 16 assaultive incidents. The difference be- 
tween these numbers of patients was significant 
(х2= 16.504, p=.00005). 

The actual number (and percent) of assaultive in- 
cidents that were scored 1+, 2+, 3+, and 4+ on our 
scale was 16 (30.8%), 14 (26.9%), 9 (17.3%), and 13 
(25.0%), respectively, for the experimental group and 
8 (50%), 2 (12.5%), 0, and 6 (37.5%), respectively, for 
the control group. Five of the 6 assaultive incidents 
that were scored 4+ in the control group were carried 
out by 1 patient. 

For 30 of the 59 emergency committed patients, a 
specific violent act was noted on their emergency com- 
mitment form, for 23 no act was noted, and for 6 the 
data were insufficient to make a determination. Thir- 
teen of the 30 (43%), 9 of the 23 (39%), and 2 of the 6 
(3396) people went on to assault somebody after they 
were hospitalized. There was no significant difference 
between the patients who had actually acted violently 
and those who had not with respect to the number of 
patients in each group who committed dssault in the 
hospital (x?—.09, p=.76). 

The greatest frequency of incidents of assault for 
both the emergency committed group and the control 
group occurred within the first 10 days of hosNtal- 
ization. During this interval 24 comnfitted' patients caf- 
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. ried out 39 violent incidents and 5 control patients car- 
vrieg-ayt 8. During the next 10 days the committed pa- 
tlents carried out 7 violent acts and the control patients 


N carried ouf2. From day 20 to day 40 each group was 


responsible for only 3 acts. 
We also determined the relationship of the diagnosis 
sof parenoid schizophrenia to assaultive behavior rated 
as 4+. The records of all paranoid schizophrenic pa- 
tients in the experimental group and the control group 
were compared with those of all other patients in both 
groups with respect to the completion of assaultive 
acts noted 4+. The 6 patients with a diagnosis of para- 


noid schizophrenia who committed such violent acts ' 


represented 16.2% of the 37 patients with this diagno- 
sis. The 4 patients with all other diagnoses who com- 
mitted such acts represented 4.996 of the 81 patients 
with other diagnoses. The difference between the num- 
ber of paranoid schizophrenic patients and those with 
all other diagnoses who committed acts with a rating of 
4+ was significant (7—4.1649, р= .0413). 


DISCUSSION 


This preliminary retrospective study indicates that 
the clinical determination of dangerousness by physi- 
cians who send people to a typical psychiatric Veterans 
Administration medical center for emergency psy- 
chiatric commitment predicts the patients at risk of 
in-hospital assaultive behavior to a statistically signifi- 
cant degree. In the group of patients who were com- 
mitted to the hospital on an emergency basis the in- 
cidence of all assaultive episodes was 41% and for acts 
of battery alone was 13% in 45 days. This compared 
with an incidence of 8% and 3% in a control group of 
psychiatric patients. This finding supports the hypoth- 
esis that predictions of dangerous behavior have valid- 
ity when the time of prediction and the time of valida- 
tion are relatively close together. 

Our results indicate that the history of a recent overt 
assaultive act as noted on an emergency commitment 
paper and the physician's clinical assessment of poten- 
tial dangerousness in the absence of an overt act pre- 
dict assaultiveness in the hospital to about the same 
degree. Therefore, an overt act of assault should not 
be a requirement for emergency commitment. 

The ability to predict when assaultiveness in the 
hospital is most likely to occur is important from a 
clinical point of view. There is often staff pressure to 
keep a patient who commits an assault in a maximum 
security setting for an indefinite length of time. Infor- 
mation as to when patients who commit a single epi- 
sode of assault аге actually likely to stop being violent 
would help clinicians to know when such patients 
should be transferred to less restrictive settings. The 
data presented here indicate that patients who were 
ght harmful before admission are about as assault- 
) ive as all otHer pztients after 20 days of hospitalization. 
1 а 
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Patients with a diagnosis of paranoid schizophrenia 
in this study were responsible’ for roughly an equal 
number of all assaultive episodes and a statistically 
significant number of acts rated most violent during 
the 45 days after admission to the hospital. These para- 
noid patients were all men under the age of 45, and 
often they were also responsible for a series of acts 
rated most violent that continued to occur beyond the 
45-day cutoff point of the study. These results support 
the conventionally held viewpoint that younger para- 
noid schizophrenic patients tend to be more dangerous 
than other patients in a large psychiatric hospital. 

It should be noted that our control group was prob- 
ably more dangerous than the general population: it 
contained paranoid schizophrenic patients. Therefore, 
any comparison with respect to risk ratios, such as the 
41%:8% we found, considerably understates the dan- 
gerousness of the committed group. Furthermore, all 
of the assaults in our study took place in a structured 
hospital setting where attempts to understand feelings, 
opportunities for ventilation, and the ability to control 
aggressive behavior were apparent. All patients in 
both groups were receiving adequate doses o? appro- 
priate antipsychotic medication. It is likely, therefore, 
that the probability of the patients in our experimental 
group (who would be unmedicated outside the hospi- 
tal) committing assaults in the community would have 
far exceeded 41% without emergency commitment. 

Monahan and Wexler (6) pointed out that when a 
psychiatrist makes a prediction of dangerousnegg with- 
out further specifications, he or she is making-etleast 
three separable assertions: 

1. The individual being examined has certain char- 
acteristics. 

2. These characteristics are associated with a cer- 
tain probability of violent behavior. 

3. The probability of violent behavior is sufficiently 
great to justify preventive intervention. 

The first two of these assertions are subject to vari- 
ous ''standards of proof"; the third is essentially a 
social policy trade-off decided in the political process. 

Our research basically addresses the second of these 
assertions and is an attempt to obtain empirical data 
concerning the probabilities involved in short-term 
prediction. We would agree with those who hold that 
many people ignore important differences between 
populations in degree of dangerousness and by so 
doing wrongly fail to consider respectable empirical 
correlations (7). This often occurs when there is con- 
fusion with respect to dangerousness as a probability 
statement, dangerousness as a social policy decision, 
and dangerousness as an individual outcome. 

As a result of this confusion, critics of psychiatry 
have often been given a free hand in imposing on the 
public their own, often covert, social cost analysis. 


- This operation has been characterized by an exclusive 


emphasis on implicit social cost comparisons jn orie 
direction only (false positives) and by a dA, 
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definition of the prediction problem from one in- 
volving probabilities to one involving individual out- 
comes. i 

Given the social cost of a brief deprivation of liberty 
for those who are not fully dangerous (because dan- 
gerousness is not an all-or-nothing variable) versus the 
social zost of death or injury to victims of people not 
committed on an emergency basis, we believe our 
study demonstrates sufficient predictive accuracy to 
justify the use of brief emergency commitment. It fur- 
ther indicates that patients committed on an emergen- 
cy basis are likely to harm staff and other patients until 
their psychoses have been diagnosed, treated, and 
brought under adequate control. These patients 
should. therefore, be treated with care, respect, and 
adequate staffing. 
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The Mental and Nervous Disorder Utilization and Cost Survey: . 
ЗА т Analysis of Insurance for Mental Disorders 
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BY О.Б. TOWERY, M.D., STEVEN S. SHARFSTEIN, M.D., AND IRVING D. GOLDBERG, М.Р.Н. 





The Mental and Nervous Disorder Utilization and 
Cost Survey in Washington, D.C., has yielded useful 
information about outpatient utilization within an 
insurance plan with broad mental health coverage, as 
well as evidence that a comprehensive benefit with a 
low deductible and copayment can be offered and 
reasonably utilized. From the results of this survey 
and a substudy of claims made during 1977, the 
authors conclude that psychiatric diagnostic 
information submitted on insurance claim forms may 
often be inaccurate, primarily because of providers’ 
concerns about confidentiality; such information is of 
little use for peer review or claims review. The authors 
state that caution must be exercised in generalizing 
from the experience under this plan to speculate about 
outpatient utilization which might result from broad 
coverage on a national level. 


he Mental and Nervous Disorder Utilization and 

Cost Survey (MANDUCS) is a statistical aggrega- 
tion of all outpatient claims in one year for patients in 
the Washington, D.C., area who are covered by the 
Government-Wide Service Benefit Plan, usually re- 
ferred to as the Blue Cross and Blue Shield Federal 
Emrloyee Program (FEP). It represents the first large- 
scale survey of primarily office-based private practice 


‘using insurance claims forms as the input data. The 


utilization experience is especialy important since 
FEF offers one of the most comprehensive mental 
health benefits in the nation. After a deductible of $100 
or $200, depending on whether the coverage is high 
option or low option, 80% or 75% of usual and custom- 
ary charges for all outpatient psychiatric visits is cov- 
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ered, the only limit being a lifetime maximum of 
$50,000. Services can be provided by either psychia- 
trists or psychologists as independent practitioners 
and by psychiatric nurses and social workers if they 
receive physician supervision. 

As a body of data MANDUCS can be used to com- 
pare the mental health professions along a number of 
variables related to utilization and can be used to as- 
sess relationships among persons served, visits made, 
and costs (charges) for services. One of the original 
aims of the study was to permit the development of 
statistical patterns of utilization and costs to be used as 
a basis of comparison for selected or sampled individ- 
ual cases by the insurance carrier for claims review or 
by local professional societies for peer review. How- 
ever, because of evidence generated by the study (dis- 
cussed below) that the diagnostic information sub- 
mitted is of questionable accuracy, the information 
provided by the study is of only limited value for 
claims and peer review based on diagnosis. In thjs pa- 
per we will review the findings of the study and dteeuss 
implications of the data. 


HISTORY OF MANDUCS 


In 1975 there were cutbacks in psychiatric benefits 
in the two major plans participating in the Federal Em- 
ployees Health Benefits Program; benefits in these two 
plans had been expanded in 1967 to be virtually unlim- 
ited and equivalent to general health care coverage. 
The second largest plan, the Government-Wide Inder- 
nity Benefit Plan sponsored by the Aetna Insurance 
Company, which had experienced high psychiatric 
costs, cut outpatient coverage to an annual limit of 20 
visits in a private office and 40 visits in a qualified com- 
munity mental health center. In the ‘‘open’’ season a 
large number of Aetna enrollees with psychiatr.c 
claims switched to Blue Cross and Blue Shield (1). Af- 
ter initially proposing a similar major cutback in cov- 
erage, Blue Cross and Blue Shield instead introduced a 
lifetime maximum of $50,000 for mental disorders ил- 
der its supplemental benefits. Further, they promised 
the Civil Service Commission that they would increase 
their efforts to review and account for the high ex- 
penses associated with psychiatric treatment. 

In February 1975 the national office of Blue.Cross 
and Blue Shield sent a new form, called the Menal , 
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Health Report Form, along with guidelines for nervous 
and mental disorders to the local Blue Cross and Blue 
Shield plans that administer the FEP. The instruction 
to the local plans stated, “It is imperative that we 
strengthen the review process in our efforts to admin- 
ister the Federal Employee Program's nervous and 
mental benefits in a manner consistent with appropri- 
ate utilization. We believe it is necessary that Plans 
implement these guidelines in their claims review."'! 
In the Washington, D.C., area the local plan, Group 
Hospitalization, Inc., delayed introducing the Mental 
Health Report Form to allow for provider input and to 
design the statistical survey known as MANDUCS. 

Why was the Washington, D.C., area chosen for 
special study? In 1973 the Blue Cross and Blue Shield 
FEP-covered population in the Washington area repre- 
sented 21% of the total FEP enrollees nationwide but 
included 3296 of those persons treated for mental dis- 
orders and accounted for 3696 of the total mental dis- 
order benefit costs incurred. Under Aetna, residents in 
the Washington, D.C., area constituted 17% of total 
Aetna enrollees but accounted for 48% of the total 
mental illness benefits incurred. Whereas the com- 
` bined Aetna and Blue Cross and Blue Shield mental 
health care costs comprised about 8% of the two plans’ 
total health care costs nationwide, in the Washington, 
D.C., area the portion was almost 1595 of the total. 
Further, the data indicated that the Washington, D.C., 
area accounted for a very high proportion of the larger 
clairgs—that is, 38% of all mental disorder claimants 
each—ef whom had total outpatient claims of over 
$7,000 in 1973. Due to these high expenses, a study of 
the Washington, D.C., area's patterns. of utilization 
and cost, which could augment claims review and peer 
review, was of highest priority (1). 

The provider community in Washington, including 
psychiatrists, psychologists, psychiatric nurses, and 
social workers, is large and well-organized. The in- 
troducticn of the Mental Health Report Form, which 
asked for a diagnosis, symptom check, and estimate of 
degree of impairment, occasioned strong comment and 
protest. Many federal employees feared breaches of 
confidential] information to employer or outside 
groups. It took 18 months for the provider organiza- 
tions and Blue Cross and Blue Shield, meeting under 
the auspices of the Civil Service Commission and the 
National Institute of Menta] Health, to agree to the in- 
troduction of the report form and the design of MAN- 
DUCS. After the form was introduced in the summer 
of 1976, many consumers and providers confused the 
Mental Health Report Form and augmented claims re- 
view with the statistical aggregations for MANDUCS. 
They protested to the Civil Service Commission, the 
Congress, and the Mental Health Law Project. Blue 


e 'R. Leuhrs: Guidelines for Claims Review for Nervous and Men- 
tal Disorders, Blue Cross/Blue Shield Federal Employee Program, 
Feb. 1975. 
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Cross and Blue Shield withdrew the form after one. 
year of use and substituted a requirement for gn item« 
ized bill that included a diagnosis classifiable under 

DSM-II. The MANDUCS Advisory Comfhittee, made. 
up of representatives of the mental health professional 

associations, the Mental Health Association (a citi- 

zens' group), the insurance carriers, NIMH, and the 

Civil Service Commission, continued to meet and ad- 

vise on the project. The experience with the Mental 

Health Report Form in Washington, D.C., is an impor- 

tant case study of the acceptability and usefulness of 

such a form for claims review. 


DATA COLLECTION 


MANDUCS comprises a statistical aggregation of 
six months (January-June) of report forms and six 
months (July-December) of itemized bills for individ- 
ual and group psychotherapy collected for calendar 
year 1977. Insurance forms and itemized bills were ab- 
stracted and placed in an anonymous automated data 
file. The study included supplemental claims and ex- 
cluded basic benefits. This meant that all outpatient 
care was included, but inpatient care was not. Be- 
cause, with only minor exceptions, this survey was 
based on claims submitted for payment rather than on 
service actually rendered, there are several important 
points to bear in mind in interpreting the data. First, 
since there is a $100 or $200 deductible under supple- 
mental claims, individuals who were seen only once.or 
twice and did not submit claims are not included in the 
survey (other studies [2] have indicated that this group 
may comprise as much as one-third of all psychiatric 
outpatients). To some extent the amount claimed 
might have been influenced by the fact that the maxi- 
mum amount payable for each visit varied by type of 
provider, with psychiatrists receiving a maximum of 
$45 per visit, psychologists $40, social workers $30, 
and nurses $20. Finally, patients who never submitted 
claims for services received because. of concerns about 
confidentiality or other reasons would of course not be 
included in this survey. 

Throughout the next section, in which the findings 
of the survey are presented, it is important to keep in 
mind that some individuals were seen by different 
types of therapists or received different diagnoses at 
different visits. Thus, the summation of patients across 
provider types or across diagnostic groupings results 
in a duplicated count of individuals. 

À final caveat about the data collected in this survey 
relates to the fact that some bills for treatment are not 
submitted until several months after the treatment is 
rendered. The cutoff date for collection of these data 
was extended to February 1978, but even so more bills 
came in throughout the rest of the year. Although 
there is no way to determine exactly what percant of^ 
the total claims for service in 1977 the MAND br 


ut id 


м 
Am J Psychiatry 137:9, September 1980 


TOWERY, SHARFSTEIN, AND GOLDBERG 


1067 








ғ 
` MANDUE Survey Data on the Utilization and Cost of Outpatient Services for Mental Disorders for 15,484 Individuals in 1977, by Type of 
Provider > 
А . Board- ШЕ "m 
Measures of Utilization Eligible Clinical Psychiatric Psychiatric Nonpsychiatric АП 
and Cost Psychiatrists Psychologists Social Workers Nurses Physicians Providers 
„Individu 
е 11,232 3,760 2,459 126 91 15,4843 
Percent 72.5 24.3 18.9 0.8 0.6 100° 
Total visits 352,303 93,155 58,715 1,376 904 506,451 
Average number of visits 
per individual 31.4 24.8 23.9 10.9 9.9 32.7 
Median number of visits 
per individual 15.9 15.4 14.7 6.8 6.2 19.5 
Total dallars claimed 14,788,492 3,504,803 1,760,327 27,861 33,826 20,115,309 
Percent of total dollars 
claimad 73.5 17.4 8.8 0.1 0.2 100 
Average dollars per | 
individual claimed 1,317 932 716 221 372 1.299 
Average dollars per 
visit claimed 42 38 30 20 37 40 








àNot a row sum because some individuals were seen by more than опе type of provider. 


data represent, the Blue Cross and Blue Shield claims 
department estimates they account for approximately 
80% of all claims for treatment rendered in 1977. 


FIND:NGS 


Tables 1-5 present some of the major findings from 
the MANDUC survey. During the 1977 calendar year 
there were approximately 758,771 participants in the 
Washington, D.C., area Blue Cross and Blue Shield 
FEP. As can be seen from table 1, mental disorder 
claims were submitted during 1977 for 15,484 individ- 
uals (2% of the enrolled population), for a total of 
506,451 outpatient visits. The total charges for these 
visits were $20,115,309, for an average of $1,299.10 
per individual and $40.00 per visit. The cost of out- 
patient psychotherapy per enrollee was approximately 
$26.20 per year. 

As can be seen in table 1, most patients were seen 
by psychiatrists, followed by psychologists and psy- 
chiatric social workers. Only a small proportion of pa- 
tients were seen by psychiatric nurses and non- 
psychiatric physicians. The proportion of visits 
claimed by each type of provider was similar, with 
psychiatrists making claims for 69.6% of the visits, 


psychologists 18.4%, social workers 11.6%, psychiatric . 


nurses 0.3%, and nonpsychiatric physicians 0.2%. 
Table 2 presents data on the percent of individuals 
with paid claims who made a specified number of visits 
to the indicated type of provider. Similarly, table 3 
presents data on the percent of all visits to that pro- 
vider type accounted for by those individuals. Table 3 
shows that approximately one-half of all visits paid for 
, Were those of individuals who made 60 visits or less, 
and/table 2 reveals that these individuals represented 
"84% of all subjects in the study. Stated conversely, 


í EN: 
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nearly one-half of all visits paid for were for the 16% of 
individuals who made 60 visits or more in 1977. This 
situation, in which a small number of recipients use a 
large portion of services, is comparable to other medi- 
cal benefits, especially those in the ''catastrophic"' 
category. In table 4 we see that these individuals ac- 
counted for more than one-half of all money claimed 
for the 1977 outpatient mental benefit. 

It is important to note that although we may be able 
to conclude from these data that a small proportanof 
patients account for the majority of visits in any one 
year, we must be cautious about any inferences related 
to the extent to which intensive psychotherapy or psy- 
choanalysis accounts for this. Because the only claims 
tabulated were those made for services received be- 
tween January 1, 1977, and December 31, 1977, many 
individuals who either ended treatment early in 1977 or 
began treatment late in 1977 would have only a small 
number of visits claimed for 1977. For example, an in- 
dividual beginning treatment on November 1 and re- 
ceiving treatment 4 times each week would have only 
32 visits tabulated for 1977 and would appear as one of 
the individuals receiving 32 visits or fewer in this 
study. 

It can also be seen from table 3 that psychiatrists 
tended to have more claims for individuals with a Jarge 
number of visits in 1977 than did the other types of 
providers. Although about 60% of the visits claimed by 
both the psychologists and social workers were for in- 
dividuals with 50 visits or less, only about 4096 of tke 
visits claimed by psychiatrists were for such individ- 
uals. It is possible that some of this difference is attrib- 
utable to the great number of psychoanalysts іп tke 
area. 

For discussion purposes we have included in table 5 
the distribution of diagnostic categories that were r2* 
corded on the claims which were paid. Although these 
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MANDUC Survey Data оп the Cumulative Percent of 15,484 Individuals with a Specified Number of Visits to Various Types of Providers in 1977 








Percent of Individuals 


un 


. 





Number Board-Eligible 


* 
Nonpsychiatric 











abe Elig Clinical Psychiatric Psychiatric All 
of Visits Psychiatrists Psychologists Social Workers Nurses Physicians Providers 
1-5 24.7 21.9 20.0 42.9 44.0 17.0 
1-10 39.0 37.2 37.1 66.7 72.5 31.5. 
1-20 55.9 57.8 60.3 87.3 86.8 50.8 
1-30 66.2 70.9 75.1 92.1 92.3 63.4 
1-40 74.9 80.3 84.3 96.8 96.7 73.4 
1-50 80.5 87.4 89.0 98.4 97.8 80.2 
1-60 83.9 90.5 91.5 98.4 100.0 84.0 
1-80 89.6 95.1 95.4 99.2 100.0 90.2 
1-100 93.5 98.1 98.0 100.0 100.0 94.2 
1-150 97.4 99.7: 99.3 100.0 100.0 97.8 
1-200 99.5 99.9 99.7 100.0 100.0 99.6 
1-200+ 100.0 100.0 100.0 100.0 100.0 100.0 
TABLE 3 


MANDUC Survey Data on Cumulative Percent of Visits Accounted for by 15,484 Individuals with a Specified Number of Visits to Various Types 


of Providers in 1977 





Percent of Visits 














Number Board-Eligible Clinical Psychiatric Psychiatric Nonpsychiatric All 
of Visits Psychiatrists Psychologists Social Workers Nurses Physicians Providers 
1-5 2.0 2.6 2.4 11.3 12.7 1.6 
1-10 5.6 7.4 8.1 29.4 35.0 5.1 
1-20 13.7 20.0 22.7 56.2 55.6 14.0 
1-30 21.9 33.3 38.3 66.4 68.8 23.7 
1-40 31.8 46.7 51.9 82.8 84.0 34.5 
1-50 39.8 59.5 60.6 89.2 . 88.5 43.8 
1-60 45.8 66.3 66.4 89.2 100.0 50.3 
1-80 58.6 79.5 77.7 93.8 100.0 63.5 
1-490 * 69.6 90.4 87.5 100.0 100.0 74.6 
E50 85.0 97.7 93.8 100.0 100.0 88.1 
1-200 96.4 99.5 97.0 100.0 100.0 97.0 
1-2004- 100.0 100.0 100.0 100.0 100.0 100.0 
TABLE 4 


MANDUC Survey Data on the Cumulative Percent of Dollars Claimed by 15,484 Individuals with a Specified Number of Visits to Various Types 


of Providers in 1977 








Percent of Dollars Claimed 








Number Board-Eligible Clinical Psychiatric Psychiatric Nonpsychiatric All 

of Visits Psychiatrists Psychologists Social Workers Nurses Physicians Providers 
1-5 2.1 3.5 2.5 12.4 13.7 1.7 
1-10 5.8 8.5 8.3 29.9 36.2 5.4 
1-20 14.0 21.5 23.1 57.3 57.1 14.4 
1-30 22.3 34.6 38.8 67.9 68.3 23.9 
1-40 31.9 48.3 $2.1 86.3 82.6 34.4 
1-50 39.9 60.7 60.9 93.3 88.1 43.6 
1-60 45.6 67.4 66.7 93.3 100.0 49,9 
1-80 58.3 80.2 77.7 96.1 100.0 62.7 
1-100 68.6 90.6 87.4 100.0 100.0 73.3 
1-150 84.3 97.7 93.8 100.0 100.0 87.3 
1-200 96.3 99.5 97.1 100.0 100.0 96.9 
1-200 100.0 100.0 100.0 - 100.0 100.0 100.0. 





data are valid from the standpoint that they represent 
what was submitted on the insurance claims, we do 
not believe that they accurately reflect actual practice 
in the area. A substudy conducted by the Washington 
*Psychiatric Society provided evidence that providers 
have submitted less ''severe" diagnoses (i.e., more 


s 





diagnoses of neurosis and transient situational adjust- 
ment reaction) because of legitimate concerns about 
confidentiality. For the substudy, area psychiatrists 
were asked to anonymously submit aggregate data on 
the numbers of FEP patients they saw in 1977 andtheir 
diagnoses, with no identifying patient’ information: 


i 


t 
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. TABLE 8 


N MANDUC Survey Data on the Number and Percent of 15,484 Individ- 


i 


. uals Witte a Specified Diagnosis of Mental Disorder on Claims by All 
Providers in 1977 i 
— A... 





Individuals with 








` Diagnosis 
DSM-H Diagnosis Number? Percent 
Schizophrenia 821 5.3 
Affective disorders 474 3.1 
Psychotic organic brain syndrome 32 0.2 
Neuroses І 12,742 82.3 
Personality disorders 1,585 10.2 
Alcoholism 145 0.9 
Drug dependence 17 0.1 
Psychophysiologic disorders 182 1.2 
Transient situational disorders 1,892 12.2 
Nonpsychotic organic brain syndrome 36 0.2 
Mental retardation 11 0.1 
All other diagnoses 858 5.5 





aNumbers total more than 15,484 because some individuals received more 


than one diagnosis. 


Diagnoses seen in the Washington Psychiatric Society 
study were much more evenly distributed across diag- 
nostic categories then those in the MANDUC survey, 
and the distribution more closely resembles that found 
in other studies of private-practice psychiatry, such as 
the Joint Information Service study of 1975 (3). Be- 
cause of this finding, we feel that tabulations such as 
numbers of visits and dollars claimed based on each 
diagnostic category are of little value for peer and 
claims review purposes unless mechanisms can be de- 
veloped to collect these data separately from personal 
identifying information. We have therefore omitted 
these data from our presentation. 


DISCUSSION 


There is a paucity of knowledge about the utilization 
of outpatient mental health services in the private sec- 
tor. Nonetheless, health insurers and others must 
make difficult decisions related to the types of services 
and service providers, as well as length and intensity 
of treatment, that should be covered. The MANDUCS 
data can be very informative when used alongside data 
from other studies of different populations in different 
treatment settings. However, we would like to caution 
about the extent to which these data can be used as a 
basis for speculation about the degree of utilization na- 
tionwide if the entire population were covered by an 
outpatient nervous and mental benefit as comprehen- 
sive as the Blue Cross and Blue Shield FEP. The 
Washington area is in many ways not typical of the 
rest of the country. There is a very dense concentra- 
tion of mental health providers in the Washington 
area, probably as dense as or denser than any other 
area in the country. In general, the insured population 
is are highly educated and of a higher socioeconomic 
“class than i$ found in most areas. Employment and 


A 


е ` 
' 


1069 


Li 


* 


TOWERY, SHARFSTEIN, AND GOLDBERG 


other demographic characteristics of the insured, such 
as average age and family size, no doubt also affect the 
utilization patterns in this area.? 

Given these considerations, it is probably safe to 
conclude that utilization under the FEP represents the 
most intensive utilization that might occur under such 
a comprehensive mental health benefit. Certainly the 
utilization is greater than has been reported in other 
studies of outpaiient psychiatric practice (4). 

Is the 2% of the enrolled population who use mental 
health services too high? Is the $26.50 charged pe- en- 
rollee to pay for these services excessive? Questions 
such as these can only be addressed in the context of 
information not provided by a survey such as MAN- 
DUCS. In order to meaningfully discuss them, we 
inust consider such factors as the effectiveness of the 
treatment in alleviating distress and improving the lev- 
el of social and occupational functioning and the costs 
that would result if such treatment were not available. 
Ultimately, we must make decisions based on the val- 
ue and importance that we attribute to providing psy- 
chotherapy as a means of treating mental disorders. 

A final issue that merits discussion relates to any at- 
tempt to analyze utilization patterns of a health insur- 
ance benefit based on the data submitted on the claims 
form. This is the question of the accuracy of the date 
that are submitted. Here, the most important ques- 
tions do not relate to fraudulent and abusive practices 
Although there may be instances of such practices as 
upgrading (billing for services more extensive than 
those actually provided) and billing for treatmentses- 
sions not actually rendered (5), it is doubtful that anv 
of these practices occur on a wide enough scale to 
greatly alter the utilization patterns that are inferred 
from the data collected. A study such as MANDUCS 
is not designed to detect such practices, for to do 52 
would require the development of individual proiles cf 
providers and patients. 

The most questionable item submitted on FEP mer- 
tal and nervous disorder insurance claims is the diag- 
nosis. Even though many have questioned the useful- 
ness of a DSM-II diagnosis in determining the appro- 
priate length and intensity of psychotherapy. insurers 
have generally insisted that a DSM-III diagnosis te 
submitted as part of the routine claims procedure. B2- 
fore the MANDUC survey was begun, two hypotheses 


` were entertained relating to the accuracy of diagnoses 


submitted. The first was that mental health professioa- 
als, because of their desire to make sure that a patient 
perceived as needing therapy should not be denied 
coverage by the insurance carrier for some arbitrary 
reason related to diagnosis, might submit a more se- 
vere diagnosis such as schizophrenia in an attempt to 


- assure continued treatment coverage. The second hy- 


pothesis was that fears about confidentiality might lead 


25.5. Sharfstein, B. Dean: Washington psychiatry—boom o 
bust? Presented at a meeting of the Washington Psychiatric Socie y, 
Sept. 1977. 
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provicers to submit diagnoses perceived to be less se- 
vere because of the social stigma and negative con- 
notations of many diagnoses. 

From the results of the MANDUC survey it would 
appear that the former practice occurred rarely, if at 
all, simply because few diagnoses such as schizophre- 
nia, manic-depressive psychosis, or even the personal- 
ity disorders were submitted: Ninety-four percent of 
all diagnoses presented were for either neurosis or 
transient situational adjustment reaction. If these diag- 
noses are inaccurate, we feel that it is probably due to 
providers’ concerns about confidentiality. Such diag- 
nostic information is of little use for peer review or 
claims review unless mechanisms are developed to 
collect it without personal identifying data. Such a sys- 
tem, developed by the Washington Psychiatric So- 
ciety, has been described elsewhere (6). 
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“Medical Responsibility” in Institutional Settings 


BY BEN BURSTEN, M.D. 





The economics of institutional delivery of mental 
health care sometimes makes it impossible for 
psychiatrists to meet the demands of medical ethics. 
At times the psychiatrist s signature is used to imply a 
degree of medical responsibility that is not justified or 
a degree of supervision of less highly trained 
personnel that has not been given. The continuing 
variance between psychiatry’ s ethical precepts and its 
practice in some institutions creates an undesirable 
situation. The author examines several options and 
concludes that the ethics should be rewritten. Dr. 
Frederick J. Stoddard comments on the author's 
presentation. 





enry Tucker, a prisoner in the state of Virginia, 
H recently won a lawsuit charging that antipsychot- 
ic drugs were administered to him improperly. AI- 
though the suit centered around extensive neurological 
damage, pertinent to the complaint were the facts that 
the medications were ordered by a nonphysician and 
the orders were countersigned by physicians. The 
countersigning physicians had not performed a com- 
plete examination of Mr. Tucker. According to Psychi- 
atric News (1), the physicians’ direct contacts with 
Mr. Tucker were confined to rounds, during which 
“he (Tucker) would be seen but insofar as hands-on 
procedure, no. We would be seeing, ordinarily, pass 
the amenities, ‘How аге you today?’ . . . and then go 
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on to the next." The expert witnesses for the plaintiff 
stressed the impropriety of delegating responsibility to 
people who were not qualified. Decisions such as the 
Tucker case should arouse the greatest concern 
throughout our profession. 


DIFFERENCES BETWEEN PRINCIPLES AND 


PRACTICE 


Consider the Principles of Medical Ethics promul- 
gated by the American Medical Association in 1957 
and annotated and revised with reference to' psvchia- 
try by the American Psychiatric Association in T978 
(2). Section 6 of the Principles states, "A physician 
should not dispose of his services under terms or con- 
ditions which tend to iriterfere with or impair the free 
and complete exercise of his medical judgmert and 
skill or tend to cause a deterioration of the quality of 
medical care" (2, р. 3). The annotations for section 6 
continue, | 


In relationships between psychiatrists and practicing li- 
censed psychologists, the physician should not delegate to 
the psychologist or, in fact, to any nonmedical person any 
matter requiring the exercise of professional medical judg- 
ment... . When the psychiatrist assumes a collaborative 
or supervisory role with another mental health worker, hey 
she must expend sufficient time to assure that proper care 
is given. It is contrary to the interests of the patient and to 
patient care if he/she allows himself/herself to be used as a 
figurehead. . . . In referring patients for treatment, coun- 
seling, or rehabilitation to any of these practitioners, the 
psvchiatrist should ensure that the allied professional or 
paraprofessional with whom he/she is dealing is. . com- 
petent to carry out the therapeutic task required. The psy- 
chiatrist should have the same attitude toward members of 
the medical profession to whom he/she refers patients. (1, 
p.7): | 


I submit that in many institutional settings this precept 
is largely ignored. 
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v Often in institutional settings patients theoretically 
under our care ate seen primarily by personnel other 
than psychiatrists. It is not uncommon that the treat- 
ment plans we sign are carried out in significant part by 
master's level psychologists, bachelor's level social 
workers, and nurses who may or may not have a four- 
year college degree. Does our signature indicate that 
we have spent sufficient time to understand in detail 
what other team members will do? Does it indicate 
that we approve of or endorse these efforts, or is it 
sometimes a matter of compromise with the status as- 
pirations of other personnel or a necessary medical- 
appearing validation that allows them to do whatever it 
is they do? I suggest that often the psychiatrist's in- 
volvement amounts to little more than providing a le- 
galizing countersignature. Indeed, the sheer number of 
patients for whom some psychiatrists assume respon- 
sibility, especially in outpatient settings, often pre- 
cludes.either direct contact or meaningful supervision. 

In institutional settings we work with whoever is on 
board. Sometimes our colleagues are superb; some- 
times they are merely holding down a job—and this 
goes for medical as well as nonmedical colleagues. The 
psychiatrist is not in a position to select the colleague 
to whom he or she will refer. In most hospitals, each 
discipline has the autonomy to select its own staff, of- 
ten without consultation with the other disciplines. 
This system makes a mockery of our ethical standard 
of assuming the competence of colleagues to whom we 
refer patients within an institution. 

Section 7 of the Principles states, ‘Іп the practice of 
medicine, a physician should limit the source of his 
professional income to medical services actually ren- 
dered by him, or under his supervision, to his pa- 
tients” (1, p. 3). Carrying this precept over to institu- 
tional settings, we are not talking about the source of 
the physician's income: but, rather, the source of the 
institution's income billed in the name of the physi- 
cian. It seems to me that the principle would be the 
same, and I submit that in many institutional settings 
this precept is largely ignored. 

The criteria of adequacy of supervision have not 
been spelled out; however, much of what goes on in 
some large institutions is virtually unsupervised. The 
concept of physician-extenders is rapidly gaining ac- 
ceptance as a viable dimension of health care delivery. 
However, ''physician-extender'' does not mean ‘‘phy- 
sician-replacer," and at times what is billed as the 
former proves to be the latter. There may be instances 
in the delivery of health care when it is appropriate 
actually to replace the physician by a less highly 
trained person or a differently trained person. How- 
ever, it is not always clear that third-party payers de- 
sire to reimburse for the services of unsupervised less 
highly trained personnel at the same rate that they 
would reimburse for physicians' services. When we 
*ambiguously bill under the physician's name as if the 
services were provided or supervised by the physi- 


* 
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cian, we may be violating section 7 of the Principles of. 
Medical Ethics. That such practice occurs has beer” 
documented by Towery and Sharfstein (3). According 
to them, such practice may be more thar? violation of, 
an ethical principle; it may be fraud. Even if it is not. 
fraud (which implies intentionality), there may still be 
negligent misrepresentation. 

When we consider billing practices we must be care- 
ful to distinguish the psychiatrist in his or her adminis- 
trative role from the psychiatrist in his or her treat- 
ment role. As an administrator, the psychiatrist who 
signs a bill may be indicating only a certification that, 
to the best of his or her knowledge, the work was per- 
formed. As a treater, however, the psychiatrist who 
signs a bill seems to imply that the physician-signer 
has assumed medical responsibility and that whatever 
delegation may have occurred has been well super- 
vised. ` 

The annotation to section 10 of the Principles states 
that ‘‘it is unethical for a psychiatrist to offer a profes- 
sional opinion unless he/she has conducted an exami- 
nation” (1, p. 11). Although this guideline has reference 
to diagnosing public figures, it would seem all the more 
relevant as a guideline to diagnosis leading to treat- 
ment implications in terms of actual patients. I submit 
that in many institutional settings this precept is 
largely ignored. 

At times psychiatrists countersign intake reports of 
patients whom they have not personally seen. They 
may sign treatment plans for patients whom they have 
not personally interviewed. Sound medical practice re- 
quires that a plan of treatment be initiated only after 
adequate diagnosis. Therefore, it follows that a psychi- 
atrist who lends his or her name and weight of author- 
ity to a treatment plan implies that he or she is satisfied 
with and is endorsing the diagnosis. According to the 
precept of section 10 as annotated, this cannot be done 
at long distance. 

Another practice that is relevant to ‘опе distance" 
diagnosis is the use of routine and p.r.n. orders. Some 


` so-called doctor's orders are routine to the point of 


being preprinted. When we order.an injectable neuro- 
leptic or seclusion ‘‘p.r.n. agitation," а diagnosis is re- 
quired when the decision to employ the order is made. 
The nursing staff, at whatever level is allowed to give 
injections or place people in seclusion, diagnoses the 
existence of sufficient agitation and diagnoses the qual- 
ity of the agitation in relation to its social surround to 
judge whether it requires this medical intervention. 
The decision of medical appropriateness (as contrast- 
ed with, for example, punitive appropriateness or in- 
appropriateness) is not made by the doctor who signed 
the order. One might argue that the doctor made the 
initial assessment of the patient's volatility or lack of 
impulse control, but I have seen many admission work- 
ups with no evidence of volatility followed by routine. 
orders for p.r.n. medications or restraints. aM 

In large institutions, then, this diagnostic appraisal 
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. is often delegated to less highly trained personnel with 
“е doctor's signature given well in advance of the in- 
Cident. In cases of acute emergency, few would quar- 
; rel with thê use of restraint by anyone on the scene. 
However, the p.r.n. order is often carried out under 
the psychiatrist’s authority in a somewhat less than 
„emergency situation. It is difficult to see how the psy- 
chiatrist can have made an adequate diagnostic assess- 
ment before the agitation even occurred. 
There are more appropriate p.r.n. orders in which 
the decision making is given to the patient himself or 


herself. Not infrequently we will give the patient sleep- - 


ing medications and say, ‘Таке one of these pills if 
you have trouble going to sleep." When the decision 
lies with the patient, the implication is that the psychi- 
atrist has decided that the patient is capable, within 
limits, of regulating his or her medication. However, 
when the decision lies with someone other than the 
patient, there is a delegation of diagnostic authority 
that reeds to be well thought through. 


CAUSES FOR THE DIFFERENCES 


Why are some of our institutional practices at vari- 
ance with our ethical precepts? I do not believe that 
we psychiatrists are generally motivated by either ava- 
rice or malice. More often, institutional psychiatrists 
are forced into these practices by the politics and eco- 
nomics of the delivery system. Psychiatric News (4) 
quoted the late Browning Hoffman's definition of insti- 
tutional psychiatry as ‘‘that mental health care deliv- 
ery system in which massive numbers of patients are 
assigned to minimal numbers of often poorly trained 
professionals and are 'treated' by techniques and prac- 
tices that further institutional as well as, and perhaps 
instead of, patient interests." Institutional psychia- 
trists simply do not have the time to adhere strictly to 
the ethical precepts. 

I doubt that this numbers-bind will be resolved by 
deinstitutionalization programs. There is evidence (5, 
6) that large numbers of people who are perhaps pre- 
maturely discharged from hospitals find their way into 
nursing homes, emergency rooms, underfunded and 
understaffed community mental health centers, and 
boarding homes subsidized by the welfare system. It 
should be clear by now that the so-called deinstitu- 
tionalization program is merely a transitionalization 
program: the patient frequently bounces from one doc- 
tor's delegated line of authority and responsibility to 
another's. The basic problem of medical responsibility 
in institutions persists; only the setting has changed. 

Viewed iri the transinstitutional context, then, it is 
probable that there has been no decrease in the institu- 
tionalized patient population. On the other hand, there 

, i$ a serious person-power problem with regard to psy- 
chidtric providers. There may or may not actually be a 
* decreasing average number of psychiatrists in commu- 
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nity mental health centers (7, 8). More important than 
the actual number of psychiatrists per institution, how- 
ever, is the question of what these psychiatrists do 
while there and the nature of their contact with pa- 
tients. Often they are squeezed into rapid-fire drug dis- 
pensing roles. Other times they or their signatures are 
used to "back up" the activities of other mental health 
professionals. Frequently they must interrupt what 
they are doing то handle emergencies that arisz. Al- 
though the number of psychiatrists per center remains 
low, the number of other mental health workers for 
whom they are providing ‘‘backup” has skyroc<eted. 
Because of budgetary considerations, the educational 
training and professional standards of these workers 
can be expected to settle lower and lower, and the 
need for even more careful supervision should in- 
crease. 

In actuality, "backup" often means providing signa- 
tures and being relegated to the position of medicator 
while other personnel are designated "primary thera- 
pists.” However, when the patient becomes dis- 
turbed, the so-called primary therapist requests or de- 
mands that the psychiatrist quell the disturbance witk 
drugs and then retreat into the background. These 
same ''primary therapists" sometimes view us witt 
contempt, seeing us as mindless pill-pushers while 
they are doing the therapy. Because we have beer 
pushed into ‘‘backup’’ positions with medical and 
medication responsibility for a large number of pa- 
tients, we may not have time to be more than pi']-push- 
ers. It is distressing to see psychiatrists having to sac- 
rifice quality for quantity in institutions in which other 
professionals can control their caseloads to protect th 
quality of their practices. 

This situation has led to a vicious circle: fewer psy- 
chiatrists are attracted to work in these institutions, 
and those who are attracted quickly "burn out” (9). In 
my opinion, this phenomenon is not due to lack of e»- 
posure or training during residency years but, rather, 
to the type of psychiatry one is compelled to »ractice 
in many large institutions and the discrepancy between 
the responsibilities heaped on the psychiatrist and hs 
or her ability to meet these responsibilities. Thus there 
are fewer and fewer available psychiatrists in institw- 
tions, which makes psychiatric positions even more 
unattractive. As funding becomes more scarce, we cen 
expect the psychiatrist's role to be even fur:her cir- 
cumscribed and even less attractive. 

The Psychiatric Education Branch of NIMH is gt- 
tempting to meet this situation by targeting service :0 
minority communities as one of the priority training 
areas to be funded. I predict that this strategy, how- 
ever well-intended, will not work. Psychiatric resi- 
dents, channeled into mental health centers by resi- 
dency programs dependent on NIMH fund:ng, will 
quickly learn the lessons to which I refer in this paper. 
Exposure to situations in which true medical responsi 
bility is not feasible is a form of aversive conditioning. 


1074 


t 


‘OPINION AND COMMENT 
. 


' 
THE TWO-TIER HEALTH DELIVERY SYSTEM 


What we see in large psychiatric institutions is an 
example of a two-tier delivery system, with one set of 
practices and ethics for the wealthy and another for 
the poor who use institutionalized settings (5). This is 
nothing new; we have always had a two-tier delivery 
system. in the United States, and in a tight-money 
economy, the gap between the two tiers may widen. I 
doubt that national health plans or other third-party 
payment systems will raise the quality of service for 
institutional patients to the level available to the 
wealthy. Already we see the tendency to limit the 
mental health benefits covered by third-party payers. 
Third-party payment systems, however valuable, are 
governed by institutional rather than personal points 
of view. 

What, then, are the options available in such a situa- 
tion? For one thing, we might do nothing. As a profes- 
sion we might continue on this dismal course. Such a 
course is fraught with some danger because as long as 
our practice deviates from our stated ethical principles 
we lay ourselves open to further litigation. 

A second possibility is that we might promote such 
litigation in the hope of forcing the hand of the state or 
federal government. to fund mental health. I do not 
think this course will be productive. Patients’ rights 
will come squarely up against Proposition 13, and I 
doubt that legislators will resolve this dilemma in favor 

‘of patients’ rights. On the contrary, alternate and 
cheaper delivery methods will be devised, often by 

` those who have по real knowledge of the service to be 
delivered. We may enter an era of even further transin- 
stitutionalization. 

As a profession we might lobby very actively for 
adequate funding. I am sure that we are doing this al- 


ready, but, for some of the reasons I have just enumer-' 


ated, I am not optimistic that this will be productive. 
A fourth possibility is that we might drop out of this 
losing game. As a profession we might urge psychia- 
trists not to work under the unethical conditions re- 
quired in many institutions. This will certainly keep us 
pure and help us avoid being sued; however, society 
` will not respond by increasing funds for mental health 
delivery. Society, particularly in a tight-money econo- 
my, has shown time and again that mental health is not 
its highest priority. Our role in institutions will be 
taken over by doctors of pharmacy, nurse practition- 
ers, and physician assistants without our being given 
even a supervisory role that would use these personnel 
as physician-extenders. | 
A fifth possibility, which I am thinking very serious- 
ly about, is that we should change the ethics. Ethics 
that speak to the ideal but are impractical are counter- 
productive. It may be that the guidelines of our profes- 
sion represent an ethic of plenty while we are in an 
"arena of scarcity. I suggest that if we attempted to re- 
write our ethical precepts in line with what is feasible 
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in large institutional settings, we might accomplish two: 
things. In the first place, we would drop an unwittipg 
pretense of a standard of practice and call attention to 
the fact that laws for the healing arts must be revised' 
to conform with realities. This will make us less vul-/ 
nerable to lawsuits. In the second place, as we attend 
to the details of this rewriting we will be forced to de- 
velop an alternate method of delivery of services in 
institutions that will probably place more reliance on 
physician-extenders. 

Rewriting the ethics is not so absurd as it may 
sound. In July 1979 the AMA House of Delegates ap- 
proved for distribution a new set of ethical principles, 
which, I am told, is more in tune with the social and 
legal tenor of the times. These were to be discussed 
in July 1980; at the time this paper was written they 
were not yet official. 

Although they stress our social responsibilities, the 
new ethics contain none of the specific prohibitions I 
cited above. So far as I can see, the only principle of 
the new code relevant to those prohibitions states that 
we must provide ''medically competent service.’’ This 
need to be on safer legal grounds is tragic testimony to 
the litigious society that has evolved, but these are not 
the guidelines I seek. I suggest guidelines that spell out 
the two-tier method of practice. 

It might be well argued that my suggestion merely 
ratifies the two-tier delivery system. I would agree 
with that assessment, but we have in fact a two-tier 
system, and there is every indication that it will contin- 
ue. I do not personally defend the morality of a two- 
tier system or a two-tier ethic, but (to borrow a phrase 
from commitment law) when we deal with the medical- 
ly poor we may have to resort to the least immoral 
alternative. A high-standard ethic that cannot be ad- 
hered to and that leaves actual practice without guide- 
lines makes less moral sense to me than a fallback po- 
sition that defines reasonably well-thought-out guide- 
lines for second-class treatment. 
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NE FREDERICK J. STODDARD, M.D. 
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disagree with Dr. Bursten's two conclusions: 1) that 

the Principles of Medical Ethics with Annotations 
Especially Applicable to Psychiatry (1) should be revised 
to allow for the impossibility of ever giving the best 
care in some settings and 2) that we have no other ef- 
fective means to improve psychiatric care for the poor. 
I agree with him that we are faced with serious ethical 
and clinical dilemmas. He deserves our gratitude for 
bringing this topic, which plagues us all, out in the 
open and for presenting his unusual and radical op- 
tions. The eviderce for my contrasting viewpoint is 
drawn from my clinical and peer review experience, 
pertinent articles, and documents that present the 
emerging position in psychiatry as I understand it. The 
following vignette helps illustrate my position: 


Ms. A, a nurse, sought a child psychiatric evaluation for 
her 12-year-old son, Jimmy, who appeared hyperactive with 
questionable neurological impairment. She was referred to 
Dr. Z, who informed her that he did not have the time to 
examine the boy but referred Jimmy to a qualified social 
worker with whom Dr. Z worked. Dr. Z never saw Jimmy. 
The social worker evaluated the boy and his mother and rec- 
ommended child psychotherapy and parent counseling. Ms. 
A refused the recommendation and refused to pay the psy- 
chiatrist when he billed her for his services. She appealed the 
case tc a psychiatric peer review committee, which had no 
criteriz by which to rule. 


This type of supervision question has arisen often. 
In 1978 Blue Shield of Massachusetts asked the Mas- 
sachusetts Psychiatric Society to prepare guidelines 
for supervision of ''physician's assistants” (2); these 
guidelines were passed after two other psychiatrists 
and I labored over them for months. They were later 
revoked on the advice of Dr. Alan Stone due to risks of 
litigation. Although no doubt the safest legal course, 
our revocation of responsibility in this area has left 
Massachusetts psychiatrists without standards of care 
for supervision of nonmedical therapists, which en- 
courages confusion or misrepresentation, as might ap- 
ply in the case of Jimmy, and abuse and fraud in other 
cases. 
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Many emerging trends within psychiatry converge 
on the responsibility of psychiatrists as physicians. In 
caring for our patients, to what degree can we ethically 
delegate—or not delegate—responsibility for psycho- 
therapy, medications, consultations, seclusion, etc.? 
Where does the role of the psychiatrist begin and -hat 
of the family physician, internist, pediatrician, or sur- 
geon end? Where does the psychiatrist’s role properly 
end and that of the psychiatric nurse, social worxer, 
psychologist, or other nonmedical therapist begin? 
How can the psychiatrist best integrate and use new 
psychobiological data from psychopharmacology, de- 
velopmental psychology, and psychoanalysis? What 
legal responsibilities and risks are involved in each 
area? What professional standards are to be expected 
of all psychiatrists as physicians? Are our medical di- 
agnostic skills particularly needed for DSM-III? If we 
delegate too much, or vaguely, how does that affect 
our patients’ care and weaken our position with third 
parties and with the drafters of national health insur- 
ance legislation? If we dc not become more skilled in 
administration and delegation of responsibility, arz we 
not leaving the mental health administration of heakh 
care systems to nonphysicians? These are a few of the 
wider issues that pertain to the responsibility of psv- 
chiatrists, in addition to the limited but major pro»lem 
in institutions. 

In his paper Dr. Bursten concludes by suggesting an 
apparently sensible option that psychiatric medical 
ethics be revised to relieve us of unrealistic ethical, 
medical, and legal responsibilities. He suggests a two- 
tier method of practice that would require us to ‘“‘re- 
write our ethical precepts in line with what is feasible 
in large institutional settings" to make them ‘‘conform 
with realities," ‘‘make us less vulnerable to stits,” 
and force us ‘‘to develop an alternate method of deliv- 
ery of services . . . that will probably place more re- 
liance on physician-extenders.’’ This view is opposed 
to the existing Principles (1), to established profession- 
al standards of care, and to new guidelines being writ- 
ten by APA. Although rewriting our medical ethics 
might relieve us of onerous responsibilities, it seems to 
me that it could be devastating to psychiatry and to our 
patients at a time when there is promise for improved 
quality and standards of care in all settings. Rather 
than retreating from medical responsibilities or rewrit- 
ing our ethics, I think a better option is for us to under- 
stand and adhere to them more clearly than before, 
whether in private practice, academic institutions, or 
federal or state mental health systems. 
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BA The assertion that we must restrict our medical re- 
sponsibility is heard from many quarters. Other mental 
health professionals and even other physicians voice 
such views. There are increasing demands for certifi- 
cation and for extensive documentation that psychiat- 
ric and other medical services meet certain standards 
within certain cost limits. These demands come from 
our own professional associations, Professional Stan- 
dards Review Organizations (PSROs), governmental 
agencies, third parties, and the legislative and judicial 
systems. We must renew our licenses annually both to 
practice and to prescribe, be certified by the American 
Board of Psychiatry and Neurology, earn certificates 
in continuing education for licensure and Association 
membership, and have our fees and services reviewed 
by peers, the public, and third parties. The fact of ‘‘ab- 
solute confidentiality" is extinct except for those pa- 
tients who pay cash for their own outpatient care. 
What procedures we perform and how and for what 
fee are now influenced by executives, legislators, 
judges, and even the Federal Trade Commission (3). 
Under such regulations, it is hardly surprising that 
many physicians have sought less medical responsibil- 
ity —either to acknowledge new realities or in reaction 
to lawsuits. 

However, this is not the predominant direction our 
profession is taking today, nor, in my view, should it 
be. I will cite examples in addition to the Principles of 
Medicel Ethics to illustrate my sense of the direction 
psychiatry is taking today regarding medical responsi- 
bility.” 


NEW ETHICAL AND LEGAL GUIDELINES FOR 
PRACTICE : 


APA is revising its position statement оп relation- 
ships with nonmedical therapists (4). At its meeting in 
June 1980 the Board of Trustees accepted a document 
titled ‘Guidelines for Psychiatrists in Consultative, 
Supervisory, or Collaborative Relationships with Non- 
medical Therapists" with the additional prefatory 

. Statement that the guidelines were not an official policy 
of APA but “а living document to be adapted to local 
custom and practice." These guidelines merit a place 
in this dialogue and are the most current statement on 
this important topic. They represent the results of ex- 
tensive work by the Washington Psychiatric Society, 
the late Dr. Warren Williams, and many others. They 
are specific about the relationship referred to in Dr. 
Bursten's paper, supervisory relationships between a 
psychiatrist and a nonmedical therapist: 


In a supervisory relationship the psychiatrist retains di- 
rect responsibility for patient care and provides profes- 
sional direction and active guidance to the therapist. In 
this relationship the nonmedical therapist may be an em- 
ployee of an organized health care setting or of the psychi- 
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atrist. The psychiatrist is clinically responsible for the ini- + 
tial workup, diagnosis, and prescription of a treatmen 
plan, as well as assuring that adequate and timely atteh- 
tion is paid to the patient's physical status end that such , 
information is integrated into the overall evaluation, diag- 4 
nosis, and planning. The psychiatrist remains ethically 
and medically responsible for the patient's care as long as 
the treatment continues under supervision. The patient 
should be fully informed of the existence and the nature of 
any changes in the supervisory relationship. 


The APA guidelines are especially clear about the 
psychiatrist's ethical responsibility under the heading 
“ Appropriateness of Care": 


. It is unethical for the psychiatrist to continue an admin- 
istrative supervisory, consultative, or collaborative rela- 
tionship if it is ascertained that his or her role is being 
misrepresented, or when convinced that the care being 
provided is either inappropriate or inadequate. An ex- 
ception may be made when the psychiatrist is specifically 
accepting a responsibility with the goal of improving the 
quality of care so that it does become adequate. The psy- 
chiatrist with an ongoing administrative supervisory, con- 
sultative, or collaborative relationship should undertake 
such relationships with a therapist only if he or she is able 
to keep himself/herself appropriately informed of the na- 
ture of treatment and the progress of those patients about 
whom he/she is supervising, consulting, or collaborating, 
and can assure himself/herself that the treatment provided 
is being carried out competently and adequately. 


Although these are general guidelines for the psychi- 
atrist's use rather than ironclad rules for ferreting out 
fraud and abuse, they represent progress within the 
profession. They are consistent with other steps being 
taken in defining psychiatry's role in the 1980s, and 
some psychiatrists advocate even clearer guidelines, 
including such details as how many nonmedical thera- 
pists one psychiatrist can supervise and improved doc- 
umentation by psychiatrists in the records of all pa- 
tients for whom nonmedical therapists are participating 
in care. It is noteworthy that no mention of the creden- 
tials of the nonmedical therapists is made—this is due 
to risks of litigation for restraint of trade, but it also 
makes it more difficult for psychiatrists advising hospi- 
tals, third parties, and agencies to make recommenda- 
tions regarding standards of care. 

"Two relatively recent court cases are also illustra- 
tive of psychiatry's position. The first is the Virginia 
Academy of Clinical Psychologists v. Blue Cross of 
Virginia and Blue Shield of Virginia (5). APA's amicus 
curiae testimony, given by then President-Elect Dr. 
Donald Langsley, clearly defined his conception of the 
medical training and responsibilities of psychiatrists 
for medical treatment of nervous and mental disorders 
as distinct from nonmedical therapists: \ 


Langsley: I might refer a patient to a psychologist for, 
psychological therapy or psychotherapy once a diagnosis 
has been made and a treatment plan devised. ^ 
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Question: Would you continue to supervise a clinical 
x psychologist in the treatment of one of your patients? 


у 


Langsley: 1 would continue to consult with the psychol- 
ogist. Forgive me if I use the euphemism of consultation. I 
think it is often more acceptable. But in essence, I could 
continue to feel that I was taking ongoing medical respon- 
sibility and that the psychologist would be taking respon- 
sibility for doing the psychotherapy in that kind of situa- 
tion. Though he and I might confer regularly and period- 
ically, 1 personally would want to see the patient face to 
face то assure myself that there was no change in the con- 
dition of the patient. In some cases I might work with the 
psychologist. I would see the patient regularly for chemo- 
therapy while the psychologist was doing individual or 
group or family therapy. 


Qtestion: Is it in the best interests of a patient who has 
exhibited a nervous or mental symptom to be examined by 
a physician before commencing psychotherapy? 


Langsley: In my opinion, it is. The way to guarantee the 
: best possible evaluation and treatment of a patient with a 
men:al disorder or with a nervous or mental symptom is to 
have a thorough evaluation by a psychiatrist or by a group 
of people with a psychiatrist as part of the team. The rea- 
son for the psychiatrist's involvement is first of all, to be 
sure that any physical disease or related physical disorder 
is diagnosed, and, also, to be able to make a plan of treat- 
ment which would provide the best possible treatment of 
the patient. That might include psychotherapy, but it 
might also include medication, physical treatment such as 
electroshock therapy in a small number of cases, and also 
might include hospitalization if indicated. In addition, in 
my opinion, the best type of treatment requires having the 
psychiatrist available not only for the initial evaluation but 
for ongoing consultation if the therapist is a nonmedical 
person. There is a much broader scope of treatment psy- 
chiatrists can give in the field of nervous and mental dis- 
orders than is permitted by psychologists, clinical or oth- 
erwise. The psychiatrist is a physician who is trained in all 
of tne skills of medicine, and who in the specialty of psy- 
chiatry is trained in a number of areas that are not part of 
the training or skill of the clinical psychologist. 


Dr. Langsley and APA supported no two-tier meth- 
od of practice but, on the contrary, supported a system 
in which outpatient psychological services could be 
rendered only when these services were ordered by, 
supervised by, and billed through a physician. The 
Virginia situation represents an extreme and unusual 
example, but it is more consistent with psychiatry's 
position today. 

A different situation is the Rennie v. Klein case in 
New Jersey (6), in which several physicians and the 
state mental health department were sued for violation 
of the patients' civil rights in the ways in which orders 

. Were written for forcible administration of medications 
by nonphysician staff. In this case psychiatry's posi- 
. tion ags been that inadequate state funding led to the 
, inadequate conditions but that the psychiatrists were 
working there to improve the conditions and had the 
‘right to medicate committed patients involuntarily. 
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Nevertheless, as Dr. Bursten suggests, one result 
that type of suit has been to force psychiatrists out of 
state mental health systems because of legal liability, 
which has the effect of lowering the quality of care. 

A third situation has also placed the issue of super- 
vision of nonmedical therapists squarely in the lime- 
light: peer review and consultation to third parties, 
such as the Massachusetts Blue Shield situation re- 
ferred to above. There are repeated questions from 
various third parties as to what supervision means, es- 
pecially such specifics as hours of supervision per 
week, the number of nonmedical therapists a psychia- 
trist.can supervise, the credentials of those therapists, 
and billing practices. The answers are critical to provi- 
sion of adequate and competent psychiatric treatment; 
yet, because of the threat of lawsuits, no answers are 
provided. These questions will not disappear so long 
as psychiatrists supervise nonmedical therapists and 
sign their names on bills for their services or supervise 
them in institutions. One possible option is to develop 
more specific guidelines for supervision. Our col- 
leagues in such specialties as surgery, internal medi- 
cine, pediatrics, anesthesiology, and ophthalmology 
all have ‘‘assistants’’ and specific guidelines for super- 
vision but not for a double standard of care. If we are 
to supervise nonmedical therapists and be requested 
by them to do so, shouldn't we have specific super- 
vision guidelines as well? | 


TOWARD CONSISTENCY OF PRINCIPLES AND  * 


PRACTICE 


Although I disagree with the means Dr. Bursten sug- 
gests, I agree on the end: improved psychiatric serv- 
ices for the chronically ill in institutions and for others 
too poor to afford them. Dr. John Talbott (7) has stud- 
ied these problems in depth and has clearly and con- 
cisely described the possibile outcomes, some of 
which are grim. Indeed, there are no easy solutions. 
Community mental health is out of fashion as a feder- 
ally funded priority, and it is mainly through such pro- 
grams that the poor have had access to psychiatric 
care of good quality in the last 15 years. 

I see several options for improved services, and I 
am cautiously optimistic about them. The first is even- 
tual universal psychiatric coverage through flexibly 
designed private and public national health insurance 
plans. The second is continued advocacy of criteric 
and standards of high quality. These have been de- 
scribed by Nelson (8) as clinical (e.g... APA criteria 
sets and PSROs), practitioner (e.g., certification), pro- 
gram or facility (e.g., the Joint Commission on Ac- 
creditation of Hospitals), and payment (e.g. 
CHAMPUS, Blue Cross and Blue Shield, and Medic- 
aid) standards. А 

А third option is advocacy on behalf of our patients 
through the judiciary for funding of appropriate serv- 
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Nes. A fourth is limited efforts in Congress to extend 
services for those most in need, such as children and 
the elderly. Finally, we have the option of continued 
careful work within the federal and state bureaucracies 
for improved standards for the wide range of federally 
funded programs (e.g., military, NIMH, Medicare, 
Medicaid, Federal Employees' Health Benefits Pro- 
gram, CHAMPUS, and maternal and child health pro- 
grams). It appears to me that we have more, not fewer 
options for improving treatment for our patients than 
we have had in the past. The result of our efforts may 
well be a downgrading of quality of care in our ex- 
cellent treatment settings due to intrusions into patient 
care from without but an upgrading of care in our poor- 
est treatment settings due to advocacy and oversight 
from within and without. 

In conclusion, I find Dr. Bursten's examples and 
.deep concerns about inappropriate delegation of re- 
sponsibility ‘down-to-earth and forthright. However, 
the direction toward which I feel such sound observa- 
tions should lead is not an endorsement of a double 
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standard of care but positive steps toward one equi- * 


table standard. P / 
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Аге Books апа Readers Facing Extinction? 


For books are not absolutely dead things, but do coritain a potency of life in them to be 
as active as that soul was whose progeny they are... . 


Where there is mich desire to learn, there of necessity will be much arguing, much 
writing, many opinions; for opinion in good men is but knowledge in the making. 


—John Milton 
Areopagitica 


jessimistic Cassatidras nis been warning for years that the art of reading 

books may be dying: The Common Reader of 50 years ago may be becoming 
as rare as the dodo, malnourished by a diet of intellectual fast food in the form of 
TV programs and glossy i magazine articles, his taste and discrimination atrophied 
through contact with the emptiness of popular culture, made mentally sterile by 
the flood of polluted prose dumped in his environment, depressed and confused. 
when intellectual effort is required and instant gratification must be delayed, 
whéezing misspelled clichés as his farewell benediction. 

A readership survey conducted recently confirms this concern: the book rē- 
views were the least read regular section of the Journal. Of course, low interest in 
the book section may indicate that the respondents were more interested in read- 
ing books outside the field of psychiatry and were doing so. But it may also reflect 
a feeling that books in general are not very important. _ 

"Although psychiatrists have generally prided themselves on being among the 
most literate and intéllectual of the medical specialists, the pressures to turn our 
attention away from books are strong. As psychiatry becomes progressively more 
scientific, books may seem to convey less important or significant information 
than articles in journals. Books take longer to write and produce, and they there- 
fore necessarily embody knowledge that accumulates more slowly and is less 
timely. Books cannot be.used to communicate recent scientific advances because 
of this lag time. The clinician or researcher who wants to stay in touch with these 
advances can usually learn of them only through reading articles, attending meet- 
ings, or discussing them with his or her colleagues. 

„ So why read books? Has the scientific emphasis in psychiatry made books out- 

dated? The answer must be a categorical no. Books will continue to have many 
values and purposes in psychiatry and other scientific disciplines. Books are à 
large, rich, and váried medium for commünication and expression. Textbooks and 
surveys are used to summarize composite knowledge. Books can present larger 
masses of data than can à single article and are used to report the results of large 
research projects. Sometimes the medium of the book is used to present many 
facets of a single problem in the case of the multi-authored monograph. Perhaps 
most important of all, books are used to present ideas or theories on a large scale. 
To ignore books is to limit one's perceptions to the microcosm and to miss the 
existence of the macrocosm. 
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This issue of the Journal begins some changes that we hope will highlight the 
importance, of books and draw our readers' attention to them again. The book 
review section has been renamed Book Forum to emphasize the importance of 
books as a means for expressing and debating ideas. We hope to make it truly a 
forum, a place where there is much arguing and many opinions, a place to which 
readers will wander to find new ideas discussed. We will try to include both books 
and reviewers that reflect a diversity of points of view. 

The new Book Forum will also include some changes in the types of books 
reviewed. The old staples such as textbooks and scientific monographs will of 
course continue to be covered. Sometimes these will be reviewed at length, and at 
other times briefly, depending on the complexity of their contents, the breadth of 
their appeal, their size and potential impact on the field, and their overall quality 
and merit. A бем heading, Brief Mention, will be used for shorter reviews to call 
the readers' attention to worthwhile books that may not require a detailed review. 
From time to time, we will also try to have reviews of books that represent less 
standard iritellectual fare and will appeal to epicurean tastes. We will reach into 
such fields as intellectual history or art or literature and try to identify exciting 
new books of interest to psychiatrists that they might otherwise miss. Carl 
Schorske's Fin de Siécle Vienna, reviewed in this issue, is an example of such a 
book. Sometimes we will also review books written about issues related to psychi- 
atry but directed to more general readers, in order to explore how our field is 
perceived and described.in popular culture. 

Books àre the major repository of our civilization's ideas. Psychiatry has by 
tradition been a profession ‘‘of the book," devoted to examining these and other 
artifacts produced by the object of its science, the human mind. As psychiatry's 


methods become more quantitative and objective, psychiatrists may feel tempted ` 


to ignore the larger and perhaps more blurry view of the mind conveyed by books 
and to value only a microscopic, precise, detailed, and factual view. As it 
struggles to become more scientific, psychiatry should not permit its ties to a 
tradition of learning and culture to become extinct. Even the microscope gains its 
power by enlarging what we see, not by reducing it. 


NANCY C. ANDREASEN, M.D. 


Dr. Andreasen is Associate Professor of Psychiatry, University of Iowa College of Medi- 
cine, lowa City. 
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Use of a Self-Report Symptom Scale to Detect Depression in a 


Community Sample 


BY JEROME K. MYERS, PH.D., AND MYRNA M. WEISSMAN, PH.D. 





The authors gave the CES-D, a self-report depression 
symptom scale, to 515 people drawn froma 
longitudinal community survey. The subjects were 
also interviewed using the Schedule for Affective 
Disoraers and Schizophrenia (SADS). From the 
information collected on the SADS, the subjects were 
given diagnoses based on Research Diagnostic 
Criteria. The results indicate a modest relationship 
between self-reported symptoms of depression and the 
diagnosis of a major or minor depression. However, 
the groups defined as ‘‘cases’’ by such reports also 
include many people with other diagnoses or with no 
diagnoses at all. Thus, symptom scales are useful for 
the screening of depressed persons in research studies 
but are only rough indicators of clinical depression in 
the community. 





n recent years self-administered questionnaires have 
been used with increasing frequency to determine 
the incidence and severity of depressive symptoms in 
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the community (1-11). Self-reports are economical, do 
not require extensive rater training, and avoid the 
problem of observer bias. However, the relationship 
between self-report symptom scales and psychiatric 
diagnosis is unclear, and it is uncertain how useful self- 
report depression symptom scales are as ѕсгееп:пр in- 
struments for depression. 

Most symptom scales treat psychiatric illness as a 
unitary phenomenon of varying severity without dis- 
tinguishing among discrete syndromes. This concept 
differs from that of the clinical diagnosis, in which 
symptoms are not necessarily linear and additive but 
are instead classified into dimensions or categorical 
groups. This difference holds whether the symptom 
scale measures all psychiatric illness or a particular set. 
of symptoms, such as depression. 

Differences in determining what constitutes a case 
have led to a зар between epidemiologic and clinic 
studies. Research based on a diagnostic approach has 
relied heavily on patient populations and ignored com- 
munity populations. Community studies have used 
quantitative measures, usually self-report scales, and 
have reported severity of symptoms but not diagnosed 
illness. Consequently, little is known about the rela- 
tionship betwen symptom scale ratings and clinical di- 
agnosis in community populations. 

A major reason for this lack of information has beer 
the unavailability of diagnostic instruments suitable 
for large-scale community studies. However, tech- 
niques to improve the reliability and validity of 5sychi- 
atric diagnoses have now been developed and appliec 
to community populations. This permits comparisons 
of the results of diagnostic evaluation and symptorr 
scale rating within a community. The present paper 
presents data on such a comparison for depression in a ` 
community study in New Haven, Conn. 
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Rating and Diagnostic Procedures 


The CES-D. In 1971 the Center for Epidemiologic 
Studies (CES), National Institute of Mental Health, 
began a series of studies to develop techniques for the 
continuous measurement of psychiatric impairment, 
particularly depressive symptomatology, in the com- 
munity (1). As part of this research, a 20-item self-re- 
port rating scale, the CES-D, was developed to mea- 
sure depressive mood (2, 7). All items were selected 
from previously developed scales to represent major 
symptoms in the clinical syndrome of depression, as 
identified by clinical judgment, frequency of use in 
other questionnaires for depression, and factor analyt- 
ic studies (12). Major contributors to the CES-D scale 
were selected from the Minnesota Multiphasic Inven- 
tory (13) and from depression scales developed by 
Zung (14); Beck and associates (15), Raskin and asso- 


ciates (16), and Gardner (unpublished). Scores on the. 


CES-D were found to have a correlation of .90 with 
scores on the Zung scale and .81 with those on the 
Beck scale in a study of recovered depressed patients 
(17). | 
The SADS-RDC. А technique for making psychiat- 
ric diagnoses in a community as well as a patient popu- 
lation has been developed by Spitzer and associates 
(18) as part of a collaborative project in the psycho- 
biology of the depressive disorders sponsored by the 
Clinical-Research Branch, National Institute of Mental 
Health. Their techniques attempt to correct for unre- 
liability due to criterion variance (the most serious 
problem. in such research) as well as to correct for 
unreliability due to subject, occasion, and information 
variance. , 

Criterion variance is handled by the use of Research 
Diagnostic Criteria (19) to establish formal diagnostic 
definitions. Subject, occasion, and information vari- 
ance have been approached by the development of a 
structured interview guide and accompanying invento- 
ry of rating scales and specific items, the Schedule for 
Affective Disorders and Schizophrenia (SADS) (20). 
This instrument is used to record data on the subject's 
functioning and manifest symptomatology and con- 
tains all the information necessary for making the RDC 
diagnosis. 

Diagnostic assessment. There are several versions’ 
of the SADS based on the time period assessed —cur- 
rent, past five years, or lifetime. We used the lifetime 
version, which also includes an assessment of the sub- 
ject's current status. 

. Based on the information collected on the SADS, 
the subjects were classified by the RDC. Raters under- 
went a three-month period of training on the SADS 
and RDC, and interrater reliability following training 
_ was excellent. (Information on training, reliability, and 
agreement with clinical records has appeared in detail 
elsewhere [21].) . 


„+ 
Am J Psychiatry 137:9, September 1980 














TABLE 1 
Relationship Between RDC Diagnosis of a Community Sample 9t 482' 
Individuals and Their Rating on the CES-D? ^ 
CES-D Rating P 

Depressed Not Depressed 
RDC Diagnosis N 26 N % 
Depressed (N=22) 14 63.6 8 36.4 
Not depressed (N=460) 28 6.1 432 93.9 





?Data were missing for 33 individuals. 


Subjects 


The sample consisted of 515 respondents inter- 
viewed in 1975-1976 as part of a longitudinal survey 
begun in 1967 of a community mental health center 
catchment area in New Haven, Conn. (22, 23). The 
area has a population of approximately 72,000, which 
includes a changing inner-city section of 22,000 and a 
more stable industrial town of 50,000. It represents an 
ethnic, racial, and socioeconomic cross-section of the 
community's population. 

The original sample consisted of 938 adults 18 years 
of age or over chosen at random from a systematic 
sample of 1,095 households. This number dropped to 
720 in the second wave of interviews in 1969 and to 515 
in 1975-1976 because of death, refusal to participate, 
and movement out of the area. Full methodologic de- 
tails have been described elsewhere (21). 


RESULTS 
The CES-D and Major Depression 


Table 1 shows relationships between scores on the 
CES-D and a diagnosis of major depression based on 
the SADS-RDC. Use of the traditional CES-D cut-off 
point of 16 and above as defining a case led to a false 
positive rate of 6.1% and a false negative rate of 36.4% 
(see table 1). Recently, Husaini and associates sug- 
gested that cut-offs of 17 and 23 provide better esti- 
mates of *'*possible'"" and ‘‘probable’’ cases (24). The 
cut-off of 17 for a probable case produced a very simi- 
lar false positive rate of 5.6% and the same false nega- 
tive rate (36.4%). The cut-off point of 21 (a definite 
case) produced corresponding rates of 4.1% and 
45.596. 


The CES-D and Minor Depression and Depressive 
Personality 


The false positive rate for current minor depression. 
of 896 at the 16-point CES-D cut-off was similar to that” 
for major depression. However, the false egative 
rate, 77%, was twice as high. For depressive pársonal- 
ity, the false positive rate was 7% and the fals nega- 
tive, 57%. 


` 
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TABLE 2 
Distribution of Current RDC Diagnosis of a Community Sample of 482 
IndividLals by Their CES-D Rating 


na-———————————————— ——ÁMMÀÀ ——— 
* 











CES-D Rating 
d: Depressed Not Depressed 
(N=42)* (N=440)* 
Current RDC Diagnosis N 9 N % 
* Major Cepression 14 33 8 2 
Minor depression 3 7 10 2 
Depressive personality 3 7 11 3 
Bipolar disease 0 — 1 — 
Schizophrenia 0 — 0 — 
Anxiety 4 10 7 1 
Briquet's syndrome 1 2 1 — 
Alcohcl or drug abuse 1 2 9 2 
Phobia or panic 1 2 4 I 
Personality disorder 1 2 
Other 0 — 4 1 
No diagnosis (not currently ill) 14 33 385 88 





aN here refers to subjects. For subjects who had more than one current 
diagnosis (N=22) depression was counted if it was one of the diagnoses. If 
one of the multiple diagnoses was not depression the most severe diagnosis 
was counted. 

*Percentages do not add up to 100 because of rounding error. 


Persistent Symptoms and Major Depression 


Craig and Van Natta (25), who also used CES-D, 
have suggested that the persistence of symptoms may 
be more important than their prevalence for screening 
devices. They suggested that a scale based only on 
persistence of symptoms for 5 to 7 days before inter- 
view was the most efficient way to identify individuals 
at high risk for the depressive syndrome, while mini- 
mizing the likelihood of contamination by individuals 
reporting a large number of transient symptoms. 

We examined our data by determining whether one 
or more symptoms occurred for 5 to 7 days. The false 
positive rate of 16.3% and false negative rate of 31.8% 
we found were very similar to those obtained when the 
2-week prevalence rates were used for the CES-D total 
Score. 


Diagnosis of False Positive and False Negative Cases 


Table 2 shows the distribution of diagnoses on the 
RDC by the respondent's CES-D status (where.scores 
of 6 and above indicate a case). Although dépression 
was the most frequent RDC diagnosis for subjects with 
high CES-D scores, 18% of such respondents had oth- 
er diagnoses and 33% had no psychiatric diagnosis. 


DISCUSSION 


The results of this study demonstrate that a self-re- 
port symptom scale can be used as a screening device 
to identify cases of major depression for research pur- 
poses./For example, only 6% of the cases not diag- 
поѕефаѕ major depression by RDC were so classified 
“by.tHe CES-D (false positives). However, the in- 
„ ^strughents exAmined are not efficient in identifying cas- 
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es of minor depression or depressiv personality in th 
community. ' / 

These instruments are far less effective for clinical 
purposes; about one-third of the cases of RDC-diag- 
nosed major depression were missed by the symptom 
scales (false negatives). If we change the cut-off point 
so that the false negative rate declines significantly, 


` the false positive rate increases substantially. Con- 


sequently, a large percentage of the population identi- 
fied in this way would not actually be *'cases." If 
screening scales are to be used in clinical settings such 
as primary care or medical clinics to detect persons 
who may require treatment for depression, much 
lower cut-off scores would be required to reduce the 
false negative rate. For example, a cut-off score of 5 


` would give a false negative rate of 0 for major depres- 


sion. However, there wculd then be a 3096 false posi- 
tive rate. 

It is clear that self-report screening scales can identi- 
fy many persons with a diagnosis of depression in the 
community. However, the group defined as ''cases"' 
by such instruments also includes many people with 
other diagnoses or with no diagnoses at all. Thus the 
screening devices are rough indicators of clinical de- 
pression in the community, but diagnostic instruments 
should be used if one is interested in determining the 
rates of diagnosed illness. Nonetheless, these in- 
struments are extremely useful for screening de- 
pressed persons in research studies. 
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A Comparison of Unipolar and Bipolar Depressive Illness 


BY RICHARD ABRAMS, M.D., AND MICHAEL ALAN TAYLOR, M.D. 





In a study of 40 consecutively hospitalized patients 
with research diagnoses of endogenous depression, 
the authors found no difference between unipolar and 
bipolar depressive patients in the risk for affective 
disorder in first-degree relatives, proportion of EEG or 
neuropsychological abnormalities, clinical evidence of 
the depressive syndrome, or response to doctor's 
choice of treatment. Bipolar patients had an earlier 
age of onset and displayed more manic symptoms 
than did unipolar patients. The authors conclude that 
the two forms of depressive illness are clinically and 
genetically homogeneous, are without identifying 
EEG or cognitive differences, and have an equally 
good response to somatic treatments. 





n an earlier study (1) of unipolar and bipolar endoge- 
nous depressed patients referred for ECT, we found 


I 
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no differences between diagnostic groups in the severi- 
ty of illness, clinical psychopathology of the depres- 
sive syndrome, or response to ECT. The group of 
bipolar patients had onset of illness at an earlier age, a 
larger number of women, a greater incidence of cy- 
clothymia and endomorphy, and a greater genetic 


loading for affective illness (but not for alcoholism and 


sociopathy). We concluded that although our data 
were consistent with the concept that unipolar and 
bipolar depressive illnesses were separate biological 
entities, they were a homogeneous depressive syn- 
drome and had a uniform response to ECT. 

The present study again compares unipolar and 
bipolar depressive patients, but the current sample 
was drawn from consecutively admitted patients and 
was studied on a much larger range of variables. 


METHOD 


The present study was done on an acute treatment, 
university psychiatric inpatient unit serving a subur- 
ban-rural population in New York sfate. All con-, 
secutively admitted patients were included for the 22 
months ending May 1976. Each patient was inter- 
viewed by one or the other of us with a psyqhiatric 
resident who was specifically trained iq princi&les of 
phenomenology and data collection and who follawed 
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‚ а semistructured outline to collect the necessary clini- 
cal and demographic data. At the time of the patient's 
ET a summary was prepared that included all 

. informatibneand that was meticulously reviewed to en- 
sure accuracy and completeness of data. 

After all data collection was completed, research 
diagnoses were made by one of us (R.A.), who was 
given the patient's chief complaint, history of present 
illness, and mental status portions of the research rec- 
ords and who was blind to all identifying information 
and all demographic, family history, and treatment re- 
sponse data. 

The criteria for endogenous depression (1 through 3 
required) were 1) sad, anxious, or dysphoric mood; 2) 
three of the following: early morning waking, diurnal 
mood swing (worse in the morning), weight loss of 
more than 2.3 kg in three weeks, retardation or agita- 
tion, suicidal thoughts and/or behavior, and feelings of 
guilt, hopelessness, or worthlessness; and 3) no diag- 
nosable coarse brain disease, no use of steroids or re- 
serpine in the past month, and no medical illness 
known to cause depressive symptoms. 

The severity cf the patient's illness on admission 
and at discharge was determined separately in the 
same manner as the diagnoses, using a scale with half- 
step increments in severity ranging from ‘‘not ill” (rat- 
ing of 0) to ‘most severely ill" (rating of 4). 


Family Illness 


We obtained complete family history information 
from each proband and at least one first-degree rela- 
tive (if available). If these two sources agreed that the 
family history was entirely negative for mental illness, 
no further interviews were generally obtained. If either 
source indicated the presence of an ill relative, an at- 
tempt was made to interview all available first-degree 
relatives, who were defined as those living in the 
United States and available for personal or telephone 
interview. All interviews were conducted by a re- 
search fellow without knowledge of the proband’s re- 
search diagnosis. The semistructured form that was 
used included assessment of present and past psycho- 
pathclogy. 

We collated the family interview protocols and all 
family history and interview data from the research 


summary, removed all identifying information, and : 


then presented these data to a ‘‘blind’’ examiner who 
made research diagnoses in the first-degree family 
members. Diagnostic criteria for present psychopath- 
ology were the same as for proband diagnoses. 
Diagnostic criteria for past depressive illness in rela- 
tives (1 through 4 required) were 1) an illness of at least 
, two weeks’ duration; 2) sad, anxious, or dysphoric 
mood; 3) at least one of the following for probable di- 
. agnosis and twe for definite diagnosis: insomnia, ano- 
rexia,; ‘weight loss of more than 2.3 kg, feelings of 
hopeljssness, feelings of guilt and/or self-blame, sui- 
„ida ideas (consummated suicide plus items 1, 2, and 4 
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TABLE 1 n 
Clinical, Demographic, and Laboratory varidbles for Unipolar ad 


Bipolar Depressed Patients 








Unipolar B.polar 
Patients Patients 

Variable (N=26) (N=14) 
Index age (years) 2.5 37.3 
Onset age (years)? 34.0 25.4 
Sex : 

Male 2 4 

Female 24 10 
Race 

White 24 13 

Black 2 1 
Percent with abnormal EEG 16.7 77 
Percent with abnormal rating on 

aphasia screening test 46.2 33.3 
Severity of illness at admission 2.6 2.8 
Duration of present illness (months)? 2.9 1.0 
Duration of index admission (days) 48.7 30.3 
Percent improved at discharge 88.3 88.1 
Depression score 5.8 5.2 
Mania score* 0.0 0.43 
Catatonia score 0.34 0.43 





?The difference between the two groups was significant (ҳ2=3.34, p=.002). 
52 —2.19, p=.035. 
532.48. p.028. 


were considered definite evidence of depressive ill- 
ness), loss of interest in daily activities, and feeling 
slowed down; and 4) treatment by a physician with 
medication or ECT, with much ipro ve menta or recov- 
ery afterward. 

Diagnostic criteria for past manic illness in re.atives - 
(1 through 4 required) were 1) an illness of at least two 
weeks’ duration; 2) euphoric, expansive, labile, or irri- 
table mood; 3) at least one of the following for prob- 
able diagnosis and two for definite diagnosis: excite- 
ment and/or overactivity, overtalkativeness and/or 
rapid speech, excessive spending, excessive opti- 
mism, overestimation of own capacities, and racing 
thoughts; and 4) treatment by a physician with medica- 
tion or ECT, with much improvement or recovery af- 
terward. 

The criteria for antisocial personality and alcohol- 
ism were those of Feighner and associates (2). For the 
present study, definite and probable diagnoses in rela- 
tives were combined for analysis. 


Laboratory Studies 


EEGs were routinely obtained for all cooperative 
patients and read by a "blind" examiner (R.A..) who 
classified them as normal, borderline, or abnormal ac- 
cording to the criteria of Gibbs and Gibbs (3). The 
aphasia screening test, a neuropsychological test of 
cortical dysfunction (4), also was routinely adminis- 
tered and read by a "blind" examiner (M.A.T.) who 
interpreted the results according to Heimburger and 
Reitan (4) and the principles of Luria (5). We have re- 
ported the detailed methodology of these procedures ` 
elsewhere (6). 
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BLE 2 : | 
Nes of lliness i in First- Degree Relatives of Unipolar and Bipolar Depressed Patients® 





First-Degree Relatives of Unipolar Patients 








First-Degree Relatives of Bey Patients 





Number Number Morbidity Number Number ч orbidity Е 

Illness Ш at Risk Risk (96) Ill at Risk Risk (95) 4 
Affective illness 13 106.5 12.21 7 47 14.89 
Unipolar 8 106.5 7:51 3 47 6.38 
Bipolar 5 106.5 4.69 4 47 8.51 
Alcoholism 17 106.5 15.96 7 47 14.89 
Antisocial personality 2 177.5 1.13 3 82.5 3.64 





"None of спе differences between the two groups was significant. 


We defined unipolar depressive illness as the pres- 
ence of at least one depressive épisode in the absence 
of any history of mania or hypomania, and bipolar de- 
pressive illness as the présence of at least one manic or 
hypomanic episode. 


Assessment of Clinical Variables 


A total of 40 individual clinical signs and symptoms 
were codéd as present (1) or absent (0); from these, 
three clinical scores were ошаш for each patient. as 
follows: 

1. Depression score (ande 0-9): е sum of de- 
pressed mood, retardation, guilt, insomnia, suicidal 
ideation, hopelessness, weight loss, diurnal variation, 
and depressive delusions. 

2. Mania score (range, 0-6): the sum of hyper- 
activity. rapid or pressured speech, euphoria, grandi- 
osity, intrusiveness, and flight of ideas. 

3. Catatonia score (range, 0-8): the sum of mutism, 
stupor, negativism, posturing, catalepsy, mannerisms, 
echolalia or echopraxia; and automatic cooperation. 


Statistical Analysis of Data 


. Differences between means were analyzed by inde- 
pendent t.tests, correlations by the Pearson product- 
moment correlatión coefficient (r), and contingency ta- 
bles by raw chi-square or Fisher's exact probability 
test where appropriate. To test the relationship be- 
tween individual clinical signs and symptoms (scored 
as 0 or 1) and the depressive diagnostic group (scored 
as 0 or 1 for unipolar or bipolar), we used the phi coef- 
ficient, a form of the product-moment correlation coef- 


ficient. 


RESULTS 


Ofthe 465 patients admitted during the study period, 
40 satisfied our research criteria for endogenous de- 
pression: 26 were unipolar and 14 bipolar. Table 1 dis- 
plays a variety of demographic, clinical, and laborato- 
ry variables for the two diagnostic groups. Bipolar pa- 
tients were significantly younger than unipolar patients 
at the time of their first illness episode, had a shorter 


duration of their present illness just before the index 
admission, and had a significantly higher mania score 
than unipolar patients. Р 

We examined the correlations between 26 individual 
clinical features and polarity of illness. Consistent with 
a higher mánia score, bipolarity was significantly cor- 
related with agitation and aggression (phi=.272, 
p.045) and euphoria (phi=.311, p=.027) and tended 
to be correlated with intrusiveriess, hyperactivity, rap- 
id or pressured speech, and grandiosity (p<.10). Uni- 
polar patients lost more weight than bipolar patients 
(phi=.340, p=.017) and tended to be more depressed 
(p<.10). 

We compared the two groups on number of total 
hospitalizations; episodes of illness per year; and his- 
tory of drug abuse, alcohol abuse, childhood hyper- 
activity, seizures, head trauma with unconsciousness, 
unexplained high fever, gestational or perinatal com- 
plications, delayed landmarks, and serious medical ill- 
ness. There were no significant differences between 
the unipolar and bipolar patients on any of these vari- 
ables. 

Treatments administered to the two groups were 
doctor’s choice and included ECT (alone or with 
drugs), antidepressants, lithium alone, neuroleptics 
alone, or lithium plus neuroleptics. The groups dif 
fered significantly in treatments received (y’=11.1, 
df=5, p=.049) due primarily to the fact that more 
bipolar patients were treated with lithium alone 
(p=.01, Fisher exact probability test). The response to 
the various treatments did not differ for the two 
groups; with specific regard to ECT, the degree of im- 
provement was 94.7% and 95.8% for the unipolar and 
bipolar patients, respectively. 

Table 2 displays patterns of family illness of af- 
fective disorder, alcoholism, and antisocial personality 
for the two groups; there were no significant inter- 
group differences in the risk for any of the diagnoses. 


DISCUSSION x 


We confirmed our prior finding (1) of an earller. agé 
at onset for bipolar patients as well as a homogeRgous. 
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«clinical presentation and response to doctor's choice 
of somatic treatments for the two groups. However, in 
` the presànt study, we found no difference between 
egroups son tife risk for affective disorder in first-degree 
Vestis The proportion (simple prevalence) of af- 
ective illness in the relatives of the present sample 
was 7.7% for bipolar patients and 6.6% for unipolar 
patients, figures that can be compared with our prior 
findings of 14% and 1%, respectively. This difference 
may be accounted for by the improved methodology of 
the present study, which employed blind diagnoses of 
both proband and relative, as well as blind family in- 
terviews. 

The higher mania scores for bipolar patients and the 
fact that they received more treatment with lithium 
suggests that manic symptoms are at times manifest in 
the depressed phase of bipolar illness (it was never ob- 
served in the unipolar sample), a finding that has been 
noted by others (7). 

The shorter duration of the present illness in bipolar 
patients suggests that their clinical symptoms de- 
manded earlier medical attention, perhaps due to the 
mixture of manic symptoms. 

Our selection of the unipolar sample on the basis of 
a single endogenous depressive episode might bias the 
data in favor of homogeneity of unipolar and bipolar 
depression if a significant proportion of first-episode 
unipolar patients ultimately developed a manic attack. 
However, this likelihood is quite small; in a long-term 
follow-up study Winokur and Morrison (8) found that 
fewer than 596 of depressive patients followed such a 
course. 
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The present study, with its TN UT methodolog 
and more extensive selection of variables, including 
EEG and neuropsychological testing, showed fewer 
important differences between unipolar and bipolar de- 
pressive patients than did our earlier report. More- 
over, the differences found in the present study may be 
interpreted as simply a function óf severity of illness 
(e.g., earlier age at onset, more manic symptoms) 
rather than as specific biological markers. 

We conclude on the basis of these new data that uni- 
polar and bipolar depressive illnesses are clinically and 
genetically homogeneous, are without EEG or neu- 
ropsychological differences, and have an equally good 
prognosis. 
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The authors gave 48 newly admitted schizophrenic 
patients an initial test dose (2.2 mglkg) of 
chlorpromazine hydrochloride and additional doses at 
24 and 36 hours. Clinical response was measured at 48 


` hours and at the end of 28 days of subsequent 


treatment with a fixed dose (6.6 mglkg) of 
: chlorpromazine. There was a consistent correlation 
„between 48-hour change and the eventual amount of 
improvement by the end of drug treatment for all 10 
outcome criteria. The authors conclude that change 
early on in drug ‘tr eatment is a useful predictor of 
outcome. 





t has been established that antipsychotic drugs gen- 
erally work. We. now turn to the problem of how to 
predict outcome for the individual patient. Although 
most schizophrenic patients improve if given medica- 
_tion, a substantial number do just as well without it 
--and some get worse or develop adverse effects. Re- 
grettably, controlled research on prediction of re- 
sponse has been meager (1), and our current state of 
knowledge is not impressive—in a personal communi- 
cation in 1976 Hollister observed that drug treatment is 
unlikely to make a patient play the violin if he has nev- 
er played before. 
^... Over and above statements of the obvious, can one 
predict whether drug treatment is likely to help a par- 
.ticular person? Having failed in 7 years of painstaking 
„research to develop methods that predict the out- 
come for a specific patient from pretreatment informa- 
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tion, we concluded that we may have been trying to 
predict from the wrong set of variables. Our rationale 
that we might learn something relevant to the eventual 
clinical outcome by studying the patient's immediate 
response to the drug led to procedures for monitoring 
the immediate response to a test dose (2, 3). Our pre- 
liminary findings that follow are most encouraging: 
they indicate that measuring early clinical response 
may be a simple and practical aid to predicting the out- 
come of a course of drug treatment. 


METHOD 


We gave an initial test dose of chlorpromazine hy- 
drochloride and additional doses at 24 and 36 hours to 
48 newly admitted patients suffering from a functional 
psychosis with definite schizophrenic features but not 
from significant physical disease, drug addiction, or al- 
coholism. Clinical response was measured at 48 hours 


апа at the end of 28 days of subsequent treatment with 


a controlled standardized course of drug therapy. The 
subjects had given informed consent in a manner ap- 
proved by a human studies review committee. 

As described elsewhere (4), the diagnosis was sub- 
stantiated by using four different sets of diagnostic cri- 
teria for schizophrenia: the diagnostic criteria used in 
the National Institute of Mental Health collaborative 
studies (5), the Diagnostic Certainty rating scale (6), 
the New Haven Schizophrenia Index checklist (7), and 
the World Health Organization criteria for the diagno- 
sis of schizophrenia (8). Our objective was to select 
patients for whom treatment with antischizophrenic 
antipsychotic drugs was clearly indicated, an issue 


. that we suspect may be of greater concern to the clini- 


cian than achieving complete certainty about a diagno- 
sis of schizophrenia. Although there 1s no substantive 
evidence that drug response is predicted better by any 
particular set of diagnostic criteria, whether stringent 
or relaxed, all 48 patients met at least two of the sets 
of criteria and 92% met all four. | 
The initial dose was 2.2 mg/kg of chlorpromazine, 
given as oral concentrate (100 mg/ml), diluted in ap-. 
proximately 22 ml of orange syrup. The same dose was 
repeated at 24 hours, and 4.4 mg/kg was given at 36 
hours (just before bedtime). After this, a fixed daily 
dose (liquid form) was given once daily (between 8: 30 


. p.m. and 9 p.m.) for 28 days, toward the lower UN 
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. TABLE 1 
Pearson Product-Moment Correlations Between Clinical Measure- 
ments of Early (48-Hour) Change and Amount of Improvement After 
28 Days N Schizophrenic Patients Treated with Chlorpromazine 








: e 
\ Measure r 
7 BPRS(N-31) .669 
Thought disorder .631 

* Anxiety-depression .669 
Paranoia .537 
Withdrawal .513 
MACC (N=29) .573 
Mobility .597 
Affect .558 
Cooperation .511 
Communication .507 


the generally accepted therapeutic range —450 mg/day 
for a 67.5-kg person (6.6 mg/kg). If there had been a 
severe toxic reaction to the first dose, it was reduced. 
We chose the lower end of the therapeutic range for 
ethical reasons. 

Clinical status was rated by the treating psychiatrist 
on the Brief Psychiatric Rating Scale (BPRS) (9) (total 
score and four factors) and by nursing staff on the 
MACC Behavioral Adjustment Scale (MACC) (10) (to- 
tal score and four subscales). The posttreatment rat- 
ings were independent; i.e., the raters were blind to 
the 48-hour values. 


RESULTS 


There was a consistent correlation between 48-hour 
change and the eventual amount of improvement by 
the end of drug treatment for all 10 outcome criteria. 
The Pearson correlations ranged between .507 and 
.669, all statistically significant at p<.01 or .001 (see 
table 1). 

These correlations indicate that the more a patient's 
condition is improved at 48 hours, the better the even- 
tual outcome of treatment with a fixed dose and vice 
versa. Put another way, change early on in drug treat- 
ment is a useful predictor of what will eventually be. In 
practice, when the patient improves rapidly, all is well 
and is likely to stay well; e.g., all 9 patients whose 
BPRS thought disorder scores improved 3 scale points 
or more in the first 48 hours did reasonably well at out- 
come. When no rapid change occurs, the clinician can 
wait or raise the dose. If he or she chooses to wait, our 
data indicate that he or she should do so with reduced 
expectations of improvement. The clinician is likely to 
worry about what to do with the patient who is worse 
after only 48*hours of drug treatment. We would not 
expect much benefit from continuing the same dose; 
. for example, none of the 5 patients who were rated 
worse. on the BPRS thought disorder scale after 48 


P 


a 


MAY, VAN PUTTEN, AND YALE ` • 1089 
*. 


) 


hours of drug treatment went on d a very gooc out- 
come. It is difficult from our data to generalize about 
the effect of raising the dose of patients who are worse 
after 48 hours. At the end of 28 days on a fixed dose, 
we gave 4 of 5 such patients higher doses: 1 became 
even worse, 2 improved, and 1 remained unchanged. 


COMMENT 


We conclude that when patients get worse ea-ly on 
in drug treatment, this should be taken as a clear warn- 
ing and a definite indication that something may need 
to be changed. For example, the dose could be raised, 
although the patient's condition must be carefully 
monitored and the possibility for eventual benefit is 
slight, or another drug could be prescribed instead. It 
is possible that the patient might do just as well, or 
even better, without drug treatment. Our data con- 
tradict the widespread belief that drugs do not affect 
thought disorder or, alternatively, that there is neces- 
sarily a lag period before the onset of drug effect. 

Although our findings are subject to the usual cave- 
ats about preliminary findings from a relativelv small 
number of patients, the consistency and magnitude of 
the correlations are impressive. It is easy in clinical 
practice to monitor 48-hour improvement, ard we, 
therefore, suggest that this simple prognostic indicator 
be given further clinical trial. The underlying principle 
is very simple—if you want to know what is likely to 
happen on drug treatment, try a test dose. = 
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To explore.the hypothesis that depressed patients with 
low pretreatment levels of urinary 3-methoxy-4- 
hydroxyphenylglycol (MHPG) respond more favorably 
to antidepressant drugs which act on noradrenergic 
neuronal systems than do patients with high MHPG 
levels, the authors administered 150-200 mg/day of 
imipramine or maprotiline to 13 depressed patients. 
All of the 5 patients with low pretreatment MHPG 
levels responded to treatment compared with 1 of the 
14 patients with high MHPG levels; 4 patients dropped 
out of the study. 


esearch from a number of laboratories has in- 
dicated that pretreatment levels of urinary 3-me- 
—thoxy-4-hydroxyphenylglycol (MHPG), the major me- 
tabolite of norepinephrine which originates in the brain 
(1-3), might aid in predicting antidepressant response 
to specific tricyclic antidepressant drugs. In two stud- 
ies (4, 5) depressed patients with low pretreatment lev- 
els of urinary MHPG were found to respond more fa- 
vorably to treatment with imipramine or desmethyli- 
mipramine than patients with higher urinary MHPG 
levels. In contrast, three studies (5-7) have shown that 

. patients with high pretreatment levels of urinary 
MHPG responded more favorably to treatment with 
amitriptyline than did patients with lower MHPG lev- 





Presented in part at the 132nd annual meeting of the American 
Psychiatric Association, Chicago, Ill., May 12-18, 1979. Received 
Oct. 9, 1979; revised April 28, 1980; accepted June 2, 1980. 

From the Department of Psychiatry, Mayo Medical School, Roch- 
ester, Minn. (Drs. Rosenbaum and Maruta), and the Department of 
Psychiatry, Harvard Medical School, Boston, Mass. (Drs. Schatz- 

. berg, Orsulak, Cole, and Schildkraut and Mr. Grab). 

Address reprint requests to Dr. Rosenbaum, Mayo Clinic, Depart- 
ment of Psychiatry, Rochester, Minn. 55901. 

This work was supported in part by grant RR-585 from the Divi- 
sion of Research Resources, National Institutes of Health, by grant 
MH-15413 from the National Institute of Mental Health, and by a 
grant from CIBA-GEIGY Corporation. 

The authors wish to acknowledge Ms. Ellen Kruger for her techni- 
cal assistance and Mses. Linda Messier and Marie Eidem for prepa- 
ration of the manuscript. 

Copyright € 1980 American Psychiatric Association 0002-953X/ 
80/09/1090/03/$00.50. 


els, but this has not been clearly demonstrated in other 
studies (8, 9). 

Basic neuropharmacological -studies (10) have 
shown both similarities and differences between the ef- 
fects of imipramine and its demethylated metabolite 
desmethylimipramine and those of amitriptyline and 
its demethylated metabolite nortriptyline on various 
central neurotransmitters—including norepinephrine 
and serotonin. This literature, which has recently been 
reviewed by Maas (11), suggests that imipramine pro- 
duces more potent effects on noradrenergic neuronal 
systems than does amitriptyline. 

To further explore the hypothesis that patients with 
low pretreatment levels of urinary MHPG will show 
favorable responses to antidepressant drugs which act 
on noradrenergic neuronal systems, in this preliminary 
study we examined pretreatment urinary MHPG levels 
as a possible predictor of response to imipramine and 
maprotiline, a new tetracyclic antidepressant drug that 
exerts potent effects on norepinephrine uptake but has 
little effect on serotonin uptake (12-14). 


METHOD 


The subjects in the study were 13 depressed patients 
who met the Feighner criteria (15) for primary af- 
fective disorder, unipolar type, and the Research Diag- 
nostic Criteria (16) for major depressive disorder. All 
patients were free of significant medical or neurologi- 
cal disorders and scored at least 28 on the Hamilton 
Depression Rating Scale (17). The patients ranged in 
age from 38 to 62 years; 8 were men and 5 were wom- 
en. Informed consent was obtained from all patients 
participating in this study. 

During the pretreatment baseline period, 24-hour 
urine specimens were collected for measurement of 
MHPG, which was determined by a modification of 
the method of Dekirmenjian and Maas (18). Patients, 
received no psychoactive drugs for at least 10 days be- 
fore and during the collection of 24-hour urine speci- 
mens with the exception of occasional doses of.oxaze- 
pam, 15-45 mg/day, which were administered to.6 of 
the patients for anxiety or sleeplessness. All patients 
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. were hospitalized during the period of urine collection 
and received a standardized tyramine-free diet for at 
least 24Nhours before and during the entire period in 

.. which иўпә was collected. We used only complete 

,yrine collections, as determined by nurses’ observa- 

‚ tions and by creatinine concentration and total vol- 
ume. 

After the pretreatment baseline urine collections the 
patien:s were randomly assigned to double-blind treat- 
ment with maprotiline or imipramine. These drugs 
were initially administered at a dose of 150 mg/day, 
and most patients continued to receive this dose for 
the first two weeks of the study (although a few pa- 
tients required transient decreases in dosage because 
of side effects). During weeks two, three, and four of 
the study the prctocol allowed drug dosages to be in- 
creased by 50 mg every three days, and all but 1 of the 
9 patients who completed the four-week protocol and 
who failed to respond to treatment at a dose of 150 mg/ 
day received a therapeutic trial of 200 mg/day during 
this study. 

The Hamilton scale scores were obtained during the 
pretreatment baseline period and weekly throughout 
the study. Patients were considered responders if the 
Hamilton scale score at four weeks was less than 16 
and kad fallen at least 60% from the baseline value. 
Although patients who failed to complete the four- 
week protocol (dropouts) were regarded as non- 
respcnders, wherever possible data were analyzed in 
two ways, including these patients as nonresponders 
and excluding these patients from data analysis. AII 
clinical diagnoses and Hamilton depression ratings 
were made by clinicians who were blind to the bio- 
chemical data, and all biochemical determinations 
were performed by laboratory personnel who were 
blind to the clinical data. 


RESULTS 


Pretreatment urinary MHPG levels ranged from 
1370 to 3640 ug/24 hours. This range is similar to that 
Observed in a previous series of patients (19) with uni- 
polar endogenous depression, in which the mean 
MHPG level was 1950 ug/day. In the present study 6 
of the 13 patients had pretreatment MHPG levels of 
195€ ug/day or less, which we shall refer to as low" 
levels, and 7 of the 13 patients had pretreatment 
MHPG levels over 1950 ug/day, which we shall refer 


to as “high” levels.! The mean age (X SE) of the low- 


MHPG group was 47-8 years; the mean age of the 
patients with high MHPG levels was 48-8 years. 

In an analysis of the data in which dropouts were 

considered nonresponders, 5 of the 6 patients with low 

. pretreatment MHPG levels had a favorable response 


'Of the 6 patients who received oxazepam, 3 had low pre- 
Z treatment МНРС levels and 3 had high pretreatment MHPG levels. 
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to maprotiline or imipramine. In cdntrast, 6 of the ) 
patients with high pretreatment MHPG levels did not 
respond to treatment with these drugs (p=.05, Fisher 
exact probability test). The 1 patient with high MHPG 
levels who was classified as a responder relapsed after 
31 days of treatment even though treatment with 
imipramine was continued. 

Excluding patients who dropped out, all of the 5 pa- 
tients with low pretreatment MHPG excretion who 
completed the four-week protocol showed a favorable 
response to treatment with maprotiline or imipramine, 
while only 1 of the 4 patients with high pretreatment 
MHPG levels showed a favorable response (p-.05, 
Fisher exact probability test). The mean (X SE) Hamil- 
ton scale score at baseline was 32-1 for the patients 
with low pretreatment MHPG levels and 36+3 for the 
patients with high MHPG levels. At the end of the 
four-week study, the patients with low MHPG levels 
had a mean Hamilton scale score of 10+1, and the pa- 
tients with high MHPG levels had a mean score of 
2024 (p<.05, one-tailed t test). The mean percentage 
of reduction in Hamilton scale scores was 69+4% for 
patients with low urinary MHPG levels and 45+ 13% 
for the patients with high MHPG levels (p«.05). The 
decrease in mean four-week Hamilton scores from 
baseline values was greater in patients with low uri- 
nary MHPG levels (22+1) than in patients with high 
MHPG levels (16+4), although this difference did not 
attain statistical significance. 


DISCUSSION 


In this study low pretreatment urinary MHPG levels 
(1950 ug/day or less) predicted a favorable response to 
treatment with either imipramine or maprotiline. The 
incidence of and reasons for dropping out also support 
a differential responsivity based on pretreatment uri- 
nary MHPG levels; only 1 of the 6 patients with low 
pretreatment urinary MHPG levels dropped out of the 
four-week study, and this patient dropped out because 
of an allergic dermatitis. In contrast, 3 of the 7 patients 
with high pretreatment urinary MHPG levels (above 
1950 ug/day) dropped out, and all of these patients 
dropped out due to the occurrence of troublesome side 
effects (other than allergic dermatitis) in conjunction 
with a lack of clinical response. 

Thus, our results support previous findings which 
suggest that patients with low urinary MHPG levels 
are more responsive to treatment with drugs that in-. 
hibit norepinephrine uptake than are patients with high 
pretreatment urinary MHPG levels. However, since 
no patients in this study received more than 200 mg/ 
day of either antidepressant drug, we are unable to 
rule out the possibility that patients with high pre- 
treatment levels of urinary MHPG might be responsive 
to more vigorous treatment. Further studies to explore* 
this possibility are currently in progress. 
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The authors prospectively monitored 60 consecutive 
admissions to an inpatient psychiatry service to 
determine the role of drugs in psychiatric 
hospitalization. They categorized drug-related 
problems as 1) drug intoxication, 2) drug abuse, 

3) side effects of therapeutic drugs, and 

4) noncompliance with prescribed medications. During 
the 6-month study 25 (41.7%) of the admissions were 
related to drug use; in 16 (26.7%) admissions a drug- 
related problem was identified as the primary.cause of 
hospitalization. Alcohol was involved in 8 admissions, 
and Fiorinal, cocaine, and flurazepam were each 
related to 2 admissions. 





he number and use of drugs that influence behavior 
have increased tremendously during the past 25 
years. The availability of tricyclic antidepressants, 
neuroleptics, and anxiolytic drugs in the physician's 
armamentarium has dramatically affected the nature 
and course of mental illness in this country. Phenothia- 
zines (1), for example, have been given credit for the 
dramatic decline in the number of hospitalized schizo- 
phrenic patients. Stolley and associates (2) docu- 
mented the popularity of these agents in a study of 
drug use in an American community showing that 1796 
of all prescriptions were for psychotherapeutic drugs. 
Advances in research on and the development of 
psychoactive drugs have not been without liabilities 
since no drug is completely safe, particularly if used 
improperly. The same drugs that have reduced the 
number of hospitalized schizophrenic patients have 
been associated with major side effects, including tar- 
dive dyskinesia (3). Problems related to the abuse of 
psychoactive drugs have in some cases reached epi- 
demic proportions; they are perhaps most obvious in 
psychiatric patients, in whom alcoholism, drug over- 
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dose, and extrapyramidal side effects occur frequent- 


ly. 

Recently, an enhanced awareness of drug-induced 
illness has led to systematic investigation of this prob- 
lem. Studies of hospitalized medical patients have 


-shown that 1.7%-4.5% of admissions are due to drug- 


induced disease (4-8). McKenny and Harrison (9) ex- 
panded the definition of drug-induced disease to in- 
clude all drug-related problems and found that 27.395 
of medical patients had a drug-related problem cn ad- 
mission. To our knowledge similar studies of psychiat- 
ric patients have not been conducted. We conducted a 
prospective epidemiologic study of patients admitted. 
to an adult inpatient psychiatric unit to delineate the 
role of drugs in psychiatric admissions. 


METHOD 


The 60 patients in our study were consecutive ad- 
missions to an inpatient adult psychiatry service over a 
6-month period who were primarily referred bv psy7* 
chiatrists. 

One of us (R.B.S.) prospectively monitored patients 
by attending daily staff rounds, reviewing medical rec- 
ords, and interviewing newly admitted patients to ob- 
tain a drug history. Whenever possible, family mem- 
bers and/or friends of the patients were quesiioned 
concerning the patient’s drug use and drug compliance 
habits. When indicated, a toxicology screen on blood 
and urine was performed to confirm the presence of 
drugs. Final assessment of the effect of drugs on ad- 
mission was made after the patient’s discharge from 
the hospital. 

We developed the following criteria and definitions 
for drug-related admissions before initiation of the 
study: 

Drug-related admission. Patient was admitted as a 
direct result of drug use or because drug use contrib- 
uted to the need for hospitalization. 

Drug intoxication. Patient intentionally took a drug 
overdose to attempt suicide. 

Drug abuse. Hospital admission was related to the 
patient's abuse of a drug or drugs not being used for 
therapeutic purposes. We evaluated each patient by 
interviewing the patient and his or her relatives, by 
chart review, and by information obtained from the re- | 
ferring psychiatrist to determine if the use of ‘drugs ` 
such as alcohol, cocaine, or propoxyphene was relatec 
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to the admission. Ме did not use strict drug abuse cri- 
teria such as physical dependence, because a patient 
could be abusing drugs at the time of admission and 
not show evidence of true dependence. Many patients 
had acknowledged using drugs of abuse, but if in our 
opinion the drug or drugs had no direct bearing on hos- 
pital admission, we did not consider the patient as a 
drug abuse admission. 

Side effects. Hospital admission was related to ad- 
verse effects of therapeutic agents used in normal ther- 
apeutic doses (e.g., neurotoxicity from lithium or 
ataxia from anticonvulsants). 

Noncompliance. Hospital admission was related to 
the patient's not following directions for prescribed 
medications (e.g., a patient with manic-depressive ill- 
ness refusing to self-medicate with lithium or a patient 
abusing a prescribed narcotic). 

A structured monitoring protocol was developed to 
collect information concerning therapeutic and social 
drugs used immediately before admission and to as- 
sess the severity of detected drug problems in the pa- 
tient. We categorized drug-related problems into four 
major groups: 1) drug intoxication (overdose), 2) drug 
abuse, 3) side effects of therapeutic drugs, and 4) non- 
compliance with prescribed medications. We also 
noted the drugs causing the problem and specific ef- 
fects ог the problem. We reviewed all patient evalua- 
tion forms at the time of discharge to assess to what 
degree the hospital admission was related to drug use. 


— . 


RESULTS 


During the 6-month period of study, there were 60 
admissions to the psychiatry service, 25 (41.7%) of 
which were related to drug use. In 16 (26.796) admis- 
sions we identified a drug-related problem as the pri- 
mary reason for hospitalization. The average age of 
the 60 patients admitted to the unit was 33.9 years; 24 

` (40%) were men and 36 (60%) were women. The aver- 
age age of the 25 patients admitted with a drug-related 
problem was 34.3 years; 10 (40%) were men and 15 
(60%) were women. 

Of the drug-related hospitalizations 13 (5296) result- 
ed from drug abuse, 4 (6.6%) resulted from drug intoxi- 
cation (suicide attempts), 3 (12%) were because of 
drug side effects, and 5 (20%) were related to non- 
compliance with prescribed medication. The largest 
number of drug-related admissions involved abuse of 

' alcohol N48). Cocaine, flurazepam, and Fiorinal were 
* each implicated in 2 drug-related admissions. One pa- 
tient each was addicted or habituated to meperidine, 
propoxyphene, or butorphanol; admission of 2 pa- 
tients was related to Fiorinal. Five patients were ad- 
mitted with problems related to noncompliance with 
prescribed medications. One patient had been non- 
compliant with carbamazepine, which resulted in ex- 
acerbation of a seizure disorder, and 3 patients had 
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been abusing Fiorinal, chlorpromazine, or butorpha- 
nol. One diabetic patient was admitted because she- 
had factitiously induced numerous hypoglygemic epi-- 
sodes with her prescribed insulin. ° * 


ы 


COMMENT 


Our study indicates that the incidence of drug-re- 
lated admissions to an inpatient psychiatric unit is sig- 
nificantly higher than suggested in previously reported 
studies for medical wards (5-8). In this study we fo- 
cused on a broad range of drug issues that present pa- 
tient management problems for the psychiatrist. It has 
been estimated (10) that 1695-2896 of all medical ad- 
missions in the United States are directly related to 
alcohol abuse. Since our data suggest that drug-related 
hospital admissions represent a major problem for the 
psychiatrist, one could question whether psychiatrists 
and mental health nurses are adequately prepared to 
deal with the nature and scope of these drug problems. 
It may be desirable to increase the emphasis on phar- 
macology, toxicology, and therapeutics in their train- 
ing programs. 

Most physicians feel that patients will follow ihe 
advice when medications are prescribed, although 
there is solid evidence to the contrary (11, 12). Be- 
cause problems of noncompliance are prevalent 
among psychiatric patients, the psychiatrist must be 
especially vigilant to problems of medication misuse. 

We do not know whether the fact that this study was 
conducted in a university teaching hospital which 
serves as a referral hospital and is clearly not represen- 
tative of the average inpatient psychiatric unit resulted 
in an increased or decreased number of drug-related 
admissions. We believe that similar studies should be 
conducted in other inpatient and ambulatory care set- 
tings to more clearly define this problem. 
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Depression as Expressed in Pre-Columbian Mexican Art 


BY JUAN-RAMON DE LA FUENTE, M.D., AND DONATO ALARCÓN-SEGOVIA, M.D. 





While undertaking a larger study dealing with 
representations of disease in pre-Columbian ceramic 
figures, the authors found four figures in which 
depression was clearly depicted. Their findings prove 
that psychiatric disorders did not go unnoticed by the 
people who inhabited the American continent before 
the arrival of the Spanish. 





epression, an unwelcome companion of man for 

thousands of years, has been traced back to an- 
cient Egyptian manuscripts, to the Old Testament, and 
to the teachings of Aristotle and Hippocrates. These 
documents have been described and dealt with by vari- 
ous authors (1-3). Conversely, there are few accounts 
of depression in pre-Columbian times. However, pre- 
Columbian sculptors were keen observers and record- 
ers of states of mind, and we and others have pre- 
viously referred to the acumen of their empiric clinical 
observations (references 4 and 5 and an unpublished 
paper by Alarcón-Segovia and de la Fuente). We 
therefore sought evidence of depression in pre-Colum- 
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bian Mexican art. Although depression may not al- 
ways have been specifically identified as such by the 
pre-Columbian people of Mexico, in this report we 
present evidence that they recognized it, attempted to 
prevent it, and probably had some form of treatment 
for it (6, 7). 


METHOD 


We reviewed the entire collection of the Museo Na- 


cional de Antropología in Mexico City, including that - 


portion in its warehouses. We also reviewed various 
large private collections in Mexico City and the collec- 
tion of the Regional Museum of Jalapa, Veracruz. 
Technical support was amply provided by the Section 
of Archeology of the Museo Nacional de Antropo- 
logia. It was not always feasible to distinguish between 
pathological features and stylistic traits. However, we 
believed that some stylistic traits afforded actual rep- 
resentations of disease, albeit involuntarily. From the 
initial survey we selected about 200 pieces, both in ce- 
ramic and in stone, for further study and to be photo- 
graphed. One hundred fifty pieces were finally consid- 
ered to represent pathological features or states of 
mind. Among these were realistic representations of 
cirrhosis of the liver, brain tumors, paraplegia, goiter, 
Pott’s disease, congenital syphilis, and skin disorders. 


ARCHEOLOGICAL BACKGROUND 


The region of America that encompasses the south- 
ern two-thirds of Mexico and northern Central Ameri- 
ca to Nicaragua is known as Mesoamerica. It is partic- 
ularly important anthropologically and archeologically 
because here the Indian population reached, by any- 
one's definition, the stage of true civilization (8).‘The 
main cultures that inhabited this geographic area were 
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FIGURE 1 | FIGURE 3 
Illustration of Postpartum Depression from the Shaft-Tomb Complex Illustration of Apparent Retarded Depression from the Shaft- Tomb 
Culture (100 B.C. to A.D. 250), Nayarit, Western Mexico? Complex Culture (about A.D. 100), Colima, Mexico? 


, 
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“Height=8.8 cm. Collection of the Museo Nacional de Antropología, Mexico 
City. 


FIGURE 4 
Representation of Depression of Senescence from the Late Classic 


"The hole, in the head, usually present in figures from this area, which were — Period of the Gulf Coast Culture (A.D. 550 to 950), Central Veracruz? 
cooked at very high temperatures, allowed hot air to escape. Height 19.8 
cm. Kurt Stavenhagen Collection. 
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FIGURE 2 
Representation of Apparent Agitated Depression from the Late Classic 
Mayan Culture (A.D. 600 to 900), Jaina, Campeche, Mexico? 


*Height— 16.5 cm. Collection of the Museo Nacional de Antropología, Mexico 2 > а; 
Сиу. *Height=16 cm. Kurt Stavenhagen Collection. 
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. those of central Mexico, western Mexico, Oaxaca, the 
Gulf coast, and thé Maya civilization. In turn, these 
culture& can be divided into three periods: the pre- 
classic, from 2300 B.C. to 100 B.C.; the classic, from 
00 B.C. to A.D. 950; and the postclassic, from A.D. 
950 to the time of the Spanish conquest in 1521 (9, 10). 


FINDINGS 


We found four human ceramic figures in which de- 
pression was clearly depicted. Figures in which grief 
or sorrow was apparent were also found but are not 
presented here. 

Postpartum depression is well illustrated by the 
piece shown in figure 1. The postpartum stage is evi- 
denced by the open vulva and hanging breasts. The 
former is a feature we have found only in figures repre- 
senting immediate puerperium. The subject is in deep 
sorrow, appears greatly depressed, with a.sad face, 
and gives the impression of extreme hopelessness. The 
figure belongs to the western Mexican early classic 
culture known as the shaft-tomb complex because the 
figures usually were found in deep ground burial cham- 
bers connected to the surface by shafts. These figures 
usually were placed in corners of the chamber or at the 
head of the body remains (11). 

The old woman biting her fingers (figure 2) would 
seem to represent agitated depression (involutional 
melancholia). Features of this disturbance include the 
involutional age. psychomotor agitation, and melan- 
cholia—literally, black bile—as described by Hippoc- 
rates, who also described epilepsy, mania, and de- 
mentia (12). The old age and the biting of the hand with 
evident anxiety illustrate well the saying of Plutarch 
(A.D. 46-120), “Every little evil is magnified by the 
scaring spectres of his апхіеїу” (3, р. 67). This figure 
belongs to the late classic period of the Mayan culture 
(A.D. 600-900) and was found in 1957 on the island of 
Jaina off the coast of Campeche. Ceramics from this 
island excel in depicting naturalistic features of daily 
life. 

The gloomy, taciturn, despondent man shown in fig- 
ure 3 appears to depict the image of a retarded depres- 
sion. One can reason that he is also akinetic and anhe- 
donic. The deepness of his depression brings to mind 
the words of Celsus (A.D. first century): ‘“There are 
forms of madness that go no further than sadness’’ 
(13). This figure also belongs to the shaft-tomb culture 
of western Mexico and was found in Colima, close to 
the Pacific coast. 

Figure 4 presents another example of depression in 


, the elderly. Fhis figure from central Veracruz on the 


Gulf coast of Mexico illustrates the bland affect, the 


_ Silence, the lowered glance, and the drooping lip char- 


acteristic of depression. His stare recalls Galen’s de- 
‘scription of the melancholic state: ‘‘dread and desire 


ОЁ death at the same time” (14). 
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DISCUSSION | | 


The ceramic sculptures presented here provide evi- 
dence that the pre-Columbian inhabitants of Meso- 
america recognized the profound changes that people 
undergo when they are depressed. They give us insight 
into the fact that the unknown artists who made them 
were able to convey the expression of states of mind, a 
skill that appears late in art. 

The pre-Columbian people apparently recognized 
dementia (15) and other psychoses (16) and, according 
to Vargas-Castelazo (6), who reviewed the chronicles 
of the Spanish missionaries of the 16th century, they 
distinguished two forms of depression: flahui/loca- 
yotl, or agitated, and xolopiyotl, or retarded. They 
seem to have been particularly concerned with the pre- 
vention of ‘‘postpartum blues," since, according to 
Sahagtin in his Historia General de las Cosas de 
Nueva Espana (General History of the Matzer of 
New Spain") (7), the midwife practiced what could be 
interpreted as supportive psychotherapy. She would 
tell the woman who had just given birth how brave 
and resourceful she had been, ‘‘alike the eagle and 
the tiger, having won an actual battle equivalent to 
that fought by the bravest soldiers.” Sahagün's infor- 
mation was gathered firsthand from the Indians. Arriv- 
ing only a few years after Cortés' conquest of Mexico, 
Sahagún trained young Indians to write Nahuatl, the 
language of the Aztecs, into an alphabet and had them 
interview the Aztec elders with prepared question- 


naires. In this way he obtained direct information; 


which he compiled in several volumes and codices. 

The herbal medicine of the Aztecs, as described also 
by Sahagtin, had a preparation consisting of two 
herbs, the iztauhyatl and the quauhyayual, that was 
meant for one who had ‘‘anguish in the heart by reason 
of some bad humor that oppresses him” (17, p. 311). 
These herbs, said to produce good results, were boiled 
in water and drunk. 

It is apparent, therefore, that con of dis- 
ease, including those of disorders of the mind, did not 
go unnoticed bv the people who toiled in Mesoemerica 
long before the arrival of the Spaniards. It is possible 
that their concern for the recognition and management 
of psychiatric illness later resulted in the foundation. 
by the Spanish missionary Fray Bernardino de Alva- 
rez in 1566, of the first hospital in the Americas for the 
study and care of mental disorders (18). 
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Treatment of Persons Found Incompetent to Stand Trial 


BY LINDA PENDLETON, PH.D. 





` Persons found incompetent to stand trial comprise the 
~“ largest group of psychiatric patients committed to 
mental hospitals through the criminal justice system in 
the United States. The law dictates that these patients 
receive short-term treatment aimed specifically at 
enabling them to stand trial with as little delay as 
possible. The author describes the treatment and 
assessment aspects of a program that admits 
approximately 200 trial-incompetent persons each 
year. During 1978, 9096 of the 205 patients discharged 
from this program were certified by the treatment staff 
as competent to stand trial; 97.5% of that group 
Subsequently completed the trial process. 





ersons found incompetent to stand trial comprise 
the largest single group of criminal commitments to 
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mental hospitals in the United States. It has been esti- 
mated that as many as 15,000 persons are committed 
on this basis at any one time, approximately 52% of all 
criminal commitments in mental hospitals (1). As a re- 
sult of a 1972 Supreme Court decision (2), restoration 
to competency within a reasonable period is now re- 
quired in order to retain a patient on an incompetency 
to stand trial commitment. Much has been written 
about incompetency but surprisingly little about its 
specific treatment. In this report, I describe an in- 
novative treatment program for incompetency at 
Atascadero State Hospital, California’s primary treat- 
ment facility for the mentally disordered criminal of- 
fender. 


CHARACTERISTICS OF PATIENTS 


Patients in this treatment program have all been ad- 
judged, according to California Penal Code statutes, 
unable by reason of mental disorder to understand the 
nature of the proceedings taken against them and/or to 
cooperate with counsel in the preparation of a defense. 
Criminal charges against these patients range from 
misdemeanors, such as defrauding an innkeeper, to 
felonies, such as homicide. Thus far, all of the patients 
have been men, and the most common diagnosis 
among them has been schizophrenia, paranoid. type; 
approximately 90% of the 205 patients who were dis-. 
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.charged from this program during the calendar year 
1978 had this diagnosis. Generally patients are acutely 
psychotic upon admission, with delusions that are fre- 

„quently relaéed to their offense. Described below is а 
typical patient found incompetent to stand trial who 
was admitted to the treatment program at Atascadero 
State Hospital. 


Mr. A, a 32-year-old man, was diagnosed schizophrenic, 
paranoid type, upon admission. He had been charged with 
assault with a deadly weapon after striking a man with a two- 
by-four board. The circumstances of the offense were as fol- 
lows. Mr. A was obtaining gasoline for his vehicle at a serv- 
ice station when ancther individual, unknown to him, pulled 
up for gas. That individual had a CB radio in his automobile, 
and Mr. A reacted with some alarm because he believed CB 
radio owners were involved in a conspiracy to broadcast in- 
formation about his sex life. Mr. A promptly grabbed the 
nearest available weapon, a board from an adjacent con- 
struction site, and assaulted the CB owner. Upon Mr. A’s 
admission to the hospital he was able to coherently report 
the events leading up to his arrest, but he maintained that his 
offense was justified given his belief that a gross violation of 
his personal privacy had been perpetrated by owners of CB 
radios. 


TREATMENT PROCEDURES 


Upon admission to our hospital each patient's com- 
petency is assessed by a psychiatric technician spe- 
cially trained in the administration of the Competency 
to Stand Trial Assessment Instrument (3). This in- 
strument was developed as part of a project under- 
taken by a multidisciplinary team of lawyers, psychia- 
trists, and psychologists from the Laboratory of Com- 
munity Psychiatry at the Harvard Medical School who 
sought to demonstrate quantifiable clinical criteria for 
competency to stand trial. Their purpose was to design 
instruments that would accurately assess competency, 
conceptualized and expressed, in language with suf- 
ficient familiaritv to both the law and psychiatry to 
provide a basis for effective communication and as- 
sessment of the issue. The resulting Competency As- 
sessment Instrument is a structured interview and rat- 
ing system that yields an assessment of the accused's 
capabilities on 13 separate dimensions of competency 
to stand trial. The 13 dimensions of competency are as 
follows: appraisal of available legal defenses, unman- 
ageable behavior, quality of relating to attorney, plan- 
ning of legal strategy, appraisal of roles of courtroom 
personnel, understanding of court procedures, appre- 
ciation of charges, appreciation of range and nature of 
possible penalties, appraisal of likely outcome, capac- 

,ity to disclose pertinent facts to attorney, capacity to 
realistically challenge prosecution witnesses, capacity 
to testify relevantly, and self-defeating versus self- 
serving motivation. We have used this assessment of 
capability, which is conducted under the supervision 
of the program’s psychologist, to identify specific 
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deficits in the patient's ability to cope with his l2gal 
situation. 

Following the admission assessment, each pazient 
participates in an individual admission team confer- 
ence in which an interdisciplinarv treatment team, 
comprised of psychiatric technicians, registered 
nurses, a social worker, rehabilitation therapist, psy- 
chologist, and psychiatrist, interviews him and fo-mu- 
lates a treatment plan. The treatment plan is desizned 
to eliminate or reduce those symptoms that interfere 
with standing trial, more commonly delusional beliefs 
about the alleged offense or the defense attornev. Al- 
though traditional methods of treatment are employed, 
including psychotrepic medication and structured ac- 
tivities such as occupational therapy and physica. rec- 
reation, we also use specialized individual and croup 
therapy. These focus on orienting the patient t5 the 
nature of the proceedings being taken against him and 
on building relationship skills essential to cooperating 
with the defense counsel. 

Once the patient’s deficiencies that were idertified 
in the admission assessment have been remedi2d or 
sufficiently reduced, he is referred by his trea:ment 
team to a competency class. General informat-on is 
presented in class regarding pleas that may be ertered 
in court, roles of courtroom personnel, courtroom pro- 
cedure, and appropriate courtroom behavior. After 
completing the competency class, which includes a 
written examination on the information that was pre- 
sented or an oral examination in the case of illiterate 


patients, the patient next participates in a videctaped . 


mock trial. 

The mock trial, developed with the assistance of 
judges and attorneys, is a treatment and assessment 
procedure whereby the patient is exposed to a simu- 
lated courtroom situation tailored to his own individ- 
ual case. This is designed to provide the patient with a 
behavioral rehearsal with feedback, as well as to de- 
sensitize him to the stressful situation of standing trial 
on criminal charges. In addition, it provides an assess- 
ment of the patient's capability of withstandiag the 
stress of a trial before he is actually referred back to 
the court. 


ASSESSMENT PROCEDURES 


Assessment of the patient's competency to stand tri- 
al involves a sequence of procedures that beg:n with 
the baseline data collected at the time of the patient's 
admission through interviewing him with the Com- 
petency to Stand Trial Assessment Instrumert. The 
next assessment step, which is less formal, involves a 
judgment by the patient's treatment team that his 
problems in competency noted on the admission as- 
sessment have been adequately treated; this judgment 
results in his referral to the competency class. Next is 
the examination at the end of the class; a score of 70% 
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is necessary to pdss. The patient's performance in the 
mock trial is also scored pass or fail. A failure in either 
the class or the mock trial results in the patient's being 
referred back to the treatment team for more individ- 
ual work in the remaining areas in which he or she is 
deficient. After additional training in these areas the 
patient repeats the failed activity, and his performance 
is reassessed. 

When the patient successfully aeons his 
competency in the class and the mock trial, he is re- 
ferred to the disposition staff interview, the final as- 
sessment procedure. The Program Director, or his as- 
sistant, conducts a formal interview with input from 
the interdisciplinary treatment team. The interview 
consists of an amalgam of prior assessment proce- 
dures, including an abbreviated version of the Com- 
petency to Stand Trial Assessment Instrument and 
questions on information covered in class, with partic- 
ular attention paid to areas in which the patient dem- 
onstrated deficiencies earlier in the assessment se- 
quence. In addition, a modified mental status examina- 
tion is conducted to check for the presence of 
symptoms formerly identified as interfering with the 
patient’s competency to stand trial. If the patient suc- 
cessfully completes this procedure, he is referred back 
to the courts as competent to stand trial; if the patient 
fails, which is rare at this stage, he is referred back to 
the treatment team for additional treatment in deficient 
areas. 


TREATMENT OF PERSONS INCOMPETENT TO STAND TRIAL 
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RESULTS 


The effectiveness of this treatment program is best 
demonstrated by the fact that, in 1978, 975% of those . 
patients certified competent by the program staff we e` 
able to successfully complete the trial process upoñ 
their return to court. During 1978, 184 patients (90%) 
of the 205 patients discharged were certified com- 
petent. The remaining 10% of the patients either failed 
to attain competency within the time limits specified 
by state law (patients must achieve competency within 
3 years or the maximum time they could have served if 
convicted of the offense, whichever is less) or they 
made so little progress that they were deemed unlikely 
to attain competency. During the 15 months preceding 
April 1979, the average duration of treatment before 
competency certification was given was 104 days. 

It is our hope that eventually controlled studies may 
be undertaken to determine the relative impact of vari- 
ous facets of our treatment program. 
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. Interpersonal Factors in the Psychiatry Clerkship: New Findings 


* 


. BY CAROLE S. ORLEANS, PH.D., JEFFREY L. HOUPT, M.D., AND DAVID B. LARSON, M.D. 





The authors took an empirical approach to 
determining ingredients of a successful psychiatry 
clerkship. They collected measures of clinical, 
didactic, and interpersonal experiences throughout 
the clerkship and correlated these with a range of 
outcomes. Correlations showed that positive 
relationships with supervisors, fellow students, and 
patients were strongly related to favorable attitudes 
and opinions at the end of the clerkship and to 
improvements in self-rated clinical skills. Only 
outcomes related to formal knowledge were 
independent of these factors. These findings highlight 
the importance of structuring a positive interpersonal 
environment for the psychiatry clerkship. 





hich experiences contribute most to positive out- 
W comes in a psychiatry clerkship? The data to an- 
swer this question are currently limited to studies ask- 
ing students to rank different activities and experi- 
ences according to their relative value. From these 
studies (1-5), one finds that high levels of patient in- 
volvement and responsibility are ranked most highly 
and that experiences involving positive interpersonal 
relationships with supervisors, peers, and patients are 
also frequently singled out as particularly valuable. 
How well do students' rankings correspond to ac- 
tual positive changes in their knowledge, skills, and 
attitudes? In this study we took an empirical approach 
to identifying ingredients of a successful clerkship. 
Our main objective was to determine correlates of pos- 
itive outcome in four domains —knowledge, skill, atti- 
tude, and opinion. We incorporated several measures 
of the interpersonal aspects of clerkship training in ad- 
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dition to measuring a broad range of actual didactic 
and patient care experiences. 


METHOD 


Subjects. Our subjects were 92 of 110 seconc-year 
Duke medical students completing their required 8- 
week psychiatry clerkship during the 1977 calendar 
year who agreed to participate in the study. The Duke 
psychiatry clerkship program has been described in 
detail elsewhere (6). 

Training measures.‘ To measure training experi- 
ences, students were asked to complete four biweekly 
summaries of their clerkship activities. These periodic 
summaries avoided reliance on a single, less accurate 
retrospective report. Students estimated the actual 
number of hours they had spent during the previous 2 
weeks in 6 different modes of training (supervision, 
demonstration, formal instruction, study, train.ng-re- 
lated staff interaction and training-related student in- 
teractions) and in 7 different types of supervised clini- 
cal experience (evaluation, crisis intervention, phar- 
macotherapy, psychotherapy, family therapy, referral 
for further mental health care, and liaison-consulting). 
Students also documented various aspects of their pa- 
tient care experience. We determined the number of 
psychiatric and nonpsychiatric patients for whom the 
students assumed a substantial amount of responsibili- 
ty and derived a single score representing the percent 
of psychiatry patients. We also collected bipolar nu- 
merical ratings of severity of disorders, duration oZ 
treatment needs, degree of overall patient care respon- 
sibility, and adequacy of supervision. Mean scores 
based on all four biweekly summaries were calzulated 
for each training measure and used in subsequent cor- 
relations. 

Outcome measures. Attitude and perceived skill 
ratings were obtained before and after the clerkship, 
and change scores were derived by subtracting pre- 
clerkship from postclerkship scores. Seven higaly cor 
related attitude scales described in detail elsewhere (7) 
were combined to yield a single score reflecting att:- 
tudes toward psychiatry, psychiatric patients, and 
psychiatric techniques. Students used numerical bipc- 


1Further information about measures and scoring procedures 15 
available from Dr. Orleans. 
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TABLE 1 
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Significant Correlates Between Outcome and Training Measures of a Psychiatric Clerkship 





Outcome 


Significant Correlate? 





‘Positive attitude change 


Overall clerkship satisfaction 


Area of perceived skill improvements? 
Evaluetion 
Crisis intervention 


Pharmacotherpy 
Psychotherapy 
Family therapy 


Referral 
Liaison-consulting 


Treating mild disorder . 
"Treating severe disorder 


National Board of Medical 
Examiners scores 


Satisfaction with house staff Q8 a 
Satisfaction with senior staff ‚398 
Satisfaction with patients .394 


Adequacy of supervision 25° 
Satisfaction with house staff .65* 
Satisfaction with senior staff .423 
Satisfaction with fellow students 27€ 
Satisfaction with patients .562 
Adequacy of supervision .561 
Hours of supervision .33¢ 
Hours of demonstration ‚30° 
Hours with fellow students 32 
Hours with staff .31* 
Degree of responsibility for patients ‚394 
No correlates 

Hours of crisis intervention .34¢ 
Hours of referral 28° 
Satisfaction with house staff .384 
Hours of pharmacotherapy .29* 
Hours of psychotherapy .29* 
Satisfaction with house staff .394 
Hours of psychotherapy .25* 
Hours with fellow students 331 
Satisfaction with house staff 398 
Hours of psychotherapy ‚26° 
Hours with fellow students ‚27° 
Satisfaction with house staff 383 
No correlates 

Hours of liaison-consulting .40% 
Adequacy of supervision .358 
Percent of psychiatry patients -.25e 


Satisfaction with house staff ‚38° 
Hours of pharmacotherapy 25° 
Hours with staff ‚25° 
Hours with fellow students ‚25° 
Satisfaction with house staff ‚468 
Adequacy of supervision 30° 
Hours of crisis intervention 5295 





"Only correlations significant at p<.02 or higher are included. 


>Pre- to postclerkship improvements were significant at p«.05 or higher. 


*p«.01, df=90, two-tailed. 
9р<,001, df=90, two-tailed. 
ер<.001, df=90, two-tailed. 
ер<.02, df--90, two-tailed. 


"Percent of nonpsychiatry patients correlated 4.25. 


lar rating scales to rate their level of skill in each of 9 
areas: evaluation, crísis intervention, pharmacothera- 
py, psychotherapy, family therapy, referral, liaison- 
consulting, treating mild disorder, and treating severe 
disorder. After completing their clerkship, students 
rated the:r overall satisfaction with the clerkship using 
a bipolar numerical rating scale. Positive response bias 
was minimized by collecting attitude, skill, and satis- 
faction ratings in addition to the biweekly summaries, 
apart from usual clerkship evaluation procedures, us- 
ing special coding to preserve students' anonymity. 


RESULTS 


Preliminary analyses showed that all pre- and post- 
clerkship changes in attitude and perceived skill were 


positive and significant at the р<.05 level or higher.? 
Overall satisfaction ratings were also favorable; the 
mean rating was +6.4 on a scale ranging from — 10 (ex- 
tremely dissatisfying) to +10 (extremely satisfying). 
The mean National Board of Medical Examiners 
(NBME) score was 551, placing overall performance 
at the 68th-69th percentile. 

To identify clerkship experiences associated with 
positive outcomes, we computed Pearson product-mo- 
ment correlations between outcome and training mea- 
sures. Because of the large number of correlations per- 
formed, a conservative significance level of p<:02 was 
chosen (two-tailed, df=90). Table 1 presents only the 
significant correlates for all outcome measures. 


?Results of analyses not reported are available on request from 
Dr. Orleans. E 
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Looking first at the correlates of attitude change, we 
find that table 1 suggests that interpersonal trainirig ex- 
periences play a crucial role in shaping medical stu- 
edents’ attitifles toward psychiatry, psychiatric pa- 
tients, and techriiques. Highly rated relationships with 
house staff (primary clerkship supervisors), senior 
staff, and patients as well as ratings of the quality of 
overall supervision correlated positively with a favor- 
able attitude shift and with a rating of overall clerkship 
satisfactiori. Measures of the amount of time spent in 
interpersonal teaching experiences (supervision, dem- 
onstration, contact with fellow students, and contact 
with house and senior staff), the degree of responsibili- 
ty for patient care, and the quality of peer relationships 
during the clerkship were also correlated positively 
with overall satisfaction with the clerkship. Attitude 
change and overall satisfaction measures thus seemed 
to tap similar outcomes and were themselves positive- 
ly correlated (r=.48, df=90, p.001). 

Turning next to perceived skill outcomes, table 1 
shows that the amount of time students spent in a giv- 
en clinical activity correlated with improvements in 
self-ra:ed skill in that and related activities. Table 1 
correlations also suggest that positive didactic and 
supportive relationships with supervisors and peers 
are needed to maximize benefits of high levels of pa- 
tient contact and responsibility. Satisfaction with 
house staff felationships correlated positively with 6 of 
9 skill improvements, and quality of peer interactions 
was associated with improvements in psychotherapy 
and family therapy skills and in treating severe dis- 
order. Overall, positive clerkship relationships seemed 
most important for teaching complex interpersonal 
treatment skills and clinical responsibilities that typi- 
cally generate a high level of anxiety in novice thera- 
pists (e.g., individual and group psychotherapy and 
treating severe disorder). 

Finally, table 1 shows only one significant correlate 
for NBME scores—time spent in crisis intervention 
activities was inversely related. Surprisingly, NBME 
performance did not even correlate with measures of 
time spent studying and reading. It is possible that stu- 
dents prepared for these exams outside of their usual 
clerkship activities. Additional correlations? showed 
that NBME scores failed to correlate significantly with 
any of the other 11 outcome measures, indicating that 
the cognitive outcomes it taps are fairly independent of 
the perceived skill, attitudinal, and affective outcomes 
tapped by other measures. 


COMMENT 


. 


The interpersonal context of training emerged as the 


* 


. single most important factor influencing clerkship out- 


* Results of analyses not reported are available on request from 
Dr. Ozleans. 
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comes. Correlations suggest that positive relationships 
with supervisors and fellow students during the clerk- 
ship play an extremely important role in shaping posi- 
tive attitudes tov/ard psychiatry and psychiatric pa- 
tients and techniques and in determining satisfaztion 
with training experiences. Moreover, the amount and 
quality of clerkship-related peer and süpervisor con- 
tact was strongly related to skill improvements, partic- 
ularly for the most demanding interpersonal treatment 
skills. Given the crucial role of interpersonal training 
experiences, curricula relying in large part on imper- 
sonal and self-instructional teaching aids may not have 
the best outcomes (8). 

Future research should clarify determinants of a 
positive interpersonal] experience during the psychia- 
try clerkship. Along these lines, positive relationships 
probably combine didactic, modeling, and supportive 
functions: relaying concrete knowledge and helping 


-students manage the anxieties commonly elicited by 


clerkship responsibilities (9). Modeling and support 
functions may give house staff an especially c-itical 
role. Because students see house staff as more similar 
to themselves than senior staff, they may be better 
able to identify with house staff and to receive more 
helpful modeling and support. Other studies of the 
psychiatry clerkship (1, 3) have found that ease of 
identifying with supervisors contributes to positive at- 
titude and opinion outcomes. In general, similar mod- 
els are often more helpful than dissimilar expert mod- 
els in teaching a new skill or in overcoming skill-re- 
lated anxieties (10). . 
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Psychiatric Residents’ Attitudes Toward Teaching 


BY KENNETH E. CALLEN, M.D., AND JOHN M. ROBERTS, M.D. . . ° 





The authors surveyed psychiatry residents in 
academic training programs to determine the amount 
. of time they spent in teaching activities and to assess 
their attitudes toward teaching. They found that most 
residenis spent from 1 to 2 hours per day teaching and 
felt they should do more. They tended to see 
themselves as capable teachers, and they valued 
traditional medical skills. They did not seem to value 
the use of audiovisual materials, written handouts, or 
self-instructional materials. Most of the residents had 
received no formal instruction designed to make them 
better teachers or direct feedback from fáculty 
supervisors about their teaching skills. 





he teaching of psychiatry has become a popular 
Taa at national meetings and in journal articles. 
Interest in this topic is clearly shown by the increasing 
áttendance at meetings of organizations devoted to 
education, such as the Association for Academic Psy- 
chiatry, the American Association of Directors of Psy- 
chiatry Residency Training, and the Association of Di- 
' rectors of Medical Student Education in Psychiatry. 
At least some of the concern about psychiatric educa- 
tion corres from studies showing that medical students 
and practicing physicians tend to rate their training in 
psychiatry as mediocre to poor (1-4). The tendency for 


medical students to be quite outspoken in their criti- : 


: cism of poor teaching has also precipitated reexam- 
ination of many educational programs (5). Other fac- 
tors contributing to the rising interest in teaching are 
the need to attract more medical students into psychia- 
try residency programs, the appointment of many füll- 
time directors of medical student education, and the 


popularity ‘of liaison psychiatry, with its associated ' 


teaching commitment. 
This new wave of interest in educational issues has 
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generated a large number of papers dealing with cur- 
riculum organization and design as well as content (6- 
9). However, very little has been written about the 
most important part of any program, the teacher. The 
house officer, as noted by Kaufman (5}, serves as the 
main teacher and the student’s closest role model dur- 
ing the clinical clerkship. This important role was rec- 
ognized in 1978, when APA’s Office of Education 
sponsored a combined meeting of the Association for 
Academic Psychiatry, the American Association of 
Directors of Psychiatry Residency Training, and the 
Association of Directors of Medical Student Educa- 
tion in Psychiatry. The meeting was titled ‘‘Teaching 
the Resident How to Teach." Although this meeting 
was very useful, it was apparent that little was known 
of the role of residents as teachers. 

This survey was designed to gather information 
about the teaching activities of residents in psychiatry 
with specific emphasis on the time involved, their atti- 
tudes toward teaching, and their opinions on a variety 
of other educational topics. 


METHOD 


We sent questionnaires that we designed to each of 
the 110 university-based psychiatry programs listed in 
the 1979 edition of the Association of American Medi- 
cal Colleges Directory of American Medical Educa- 
tion. Each director of residency training was asked to 
randomly select a first-year resident and a third-year 
resident to complete and return the questionnaire. The 
questionnaires were returned anonymously except for 
inclusion of the first three digits of the zip code, which 
was done so we could compare the results from dif- 
ferent geographical areas. 

The questionnaire was designed to elicit information 
in the following areas: 1) sex, age, year in training, and 
future career plans of the respondents, 2) attitudes of 
the residents toward themselves as teachers and to- 
ward the role of teaching in a residencv program, 3) 


estimates of the actual amount of time Spent teaching 


and opinions about the “ideal? amount of time one 
should devote to teaching in a good training program, 
and 4) ratings of the importance of including certain 
topics and skills in a program designed to improve thé 
effectiveness of teaching by residents in psychiatry. 
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-TABLE 1 
Psychiatry Residents' Responses to Questionnaire Statements About 
Teaching - 
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TABLE 2 - f 
Mean Estimates of Actual and Ideal Teaching Time of 136 Psychiatry 
Residents 





° Percent of 136 Responses 


и Not 
Questionnaire Statement Agree Disagree Certain 


. * 








Training of nonpsychiatric 
physicians to deal with emotional 
illness is one of the most 
urgent needs in medical 
education 

In my role as a resident, I am 
here to learn psychiatry, not 
to teach it 6 

First-yezr residents really 
don’t know enough to teach 
somecne else 

The ma:n reason residents are 
required to teach medical ' 
students is to free.up time for 
faculty to do research and 
other things 6 

Residents should be required 
to attend courses designed to 
make them better teachers 

Third-year residents don't know 
enough to teach someone 
else 0 

Questions pertaining to 
education should be included 
in Board examinations 


80 7 3 


89 5 


13 78 9 


78 16 


32 47 21 


99 1 
22 


48 30 





RESULTS 


-One hundred sixty-four (75%) of the questionnaires 
were returned. However, 28 of these were discarded 
because of incompleteness or misinterpretation of in- 
structions, leaving 136 complete questionnaires. The 
data were divided into the following groups for analy- 
sis: total sample. male and female respondents, first- 
year and third-year respondents, eastern United States 
(zip code digits 000-299), middle United States (zip 
code digits 300-799), and western United States (zip 
code digits 800-999). In general, the responses of each 
of these groups were quite similar; there were only a 
few significant differences, which will be discussed be- 
low. The mean age of all respondents was 29.40 years; 
first-vear residents averaged 28.13 years of age, and 
third-year residents averaged 30.27 years of age. There 
were no significant differences in age between male 
and female respondents or residents from different 
parts of the country. 

Table 1 shows the agreement and disagreement of 
the total sample with each of seven statements about 
attitudes of residents toward teaching. The only signif- 
icant departure from the overall responses occurred 
with residents from the western states. Fifty-seven 
percent disagreed with the statement that first-year 
- residents really do not know enough to teach others, in 

contrast to the overall 78% who disagreed (p<.001, 

chi-square). Only 14% from the west felt that residents 
"shouid be required to attend courses designed to make 


{ _ 





Estimate of ‘Ideal’? Amount 
Actual Time of Time to 
Spent Teaching Spend Teaching 
per Week per Week 
Group Taught (hours) (hours) 
Medical students 3.67 4.48 
Nurses, occupational 
therapists, social workers 2.04 2.59 
Psychiatry residents 1.45 3.01 
Nonpsychiatric physicians 1.61 3.22 
Total 8.77* 13.30? 





?The difference between the means was significant at the .01 level (chi- 
square). 


them better teachers, whereas 32% of the total sample 
agreed with this statement (p<.01, chi-square). 

Table 2 shows the findings of several items on the 
questionnaire designed to gain information about how 
much time the residents spent teaching medical stu- 
dents, nurses, occupational therapists, social workers, 
psychiatric residents, and nonpsychiatric physicians. 
They were also asked to indicate what they thought 
was an ideal amount of time to devote to each of these 
activities. There was a significant difference in each 
case: estimates of actual time spent were considerably 
lower than the residents felt they should ideally spend 
teaching. Overall, the group estimated that they spent 
about 9 hours a week in teaching activities and that 
two-thirds of that time was devoted to medical stu- 
dents, nurses, occupational therapists, and social 
workers. The smaller amount of time spent teaching 
nonpsychiatric physicians is surprising in view of the 
recent emphasis on the educational component of con- 
sultation/liaison work. First-year residents are often 
not involved in consultation and liaison, and one might 
suspect that their responses may have lowered the 
overall result. However, comparison of results shows 
no significant difference between first- and third-vear 
residents. 

The residents were also asked to estimate the per- 
cent of time in each year of training that they felt 
should be devoted to teaching. The results show a 
range of 9% in the first year, 14% in the second year, 
21% in the third year, and 28% in the fourth year of 
training. If one assumes a 60-hour work week, tnese 
percents translate into about 5 hours per week in the 
first year, increasing to 17 hours per week in the fourth 
year, and an overall average of 10.8 hours per weex for 
all 4 years. 

In spite of the rather large amount of time these resi- 
dents spent in teaching, they were not particularly in- 
terested in attending training sessions to make them 
better teachers. Only 32% felt they should be required 
to attend courses to make them better teachers, and 
only 13% indicated they had received any training de- 
signed to improve their teaching. Feedback regarding 
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teaching skills from experienced. instructors was ap- 
parently uncommon. Two-thirds of the residents in- 
dicated that they had received written feedback from 
students about lecture presentations; however, very 
few had received any type of criticism or suggestions 
from their faculty supervisors. 

The respondents' opinions about what skills are im- 
portant in making them better teachers followed the 
traditional lines of medical education. Interviewing, 
differential diagnosis, psychopharmacology, and emer- 
gency psychiatry received the highest ratings of im- 
portance; the residents were less concerned with de- 
veloping their skills in preparing written materials, 
self-instructional courses, or the use of videotapes, 

movies, or other technological aids. 


DISCUSSION 


These results indicate that most psychiatric resi- 
dents have a strong commitment to teaching and are 
willing to devote a considerable amount of time to edu- 
cational activities. Our respondents spent almost 2 
hours per day teaching and felt that this should be in- 
creased to more than 3 hours per day, especially in the 
last year of training. This amount of time would make 
teaching one of the major components of any resi- 
dency program; however, it appears that very little if 
any effort was made to determine if these residents 
were do:hg a satisfactory job or to provide training de- 
signed:to make them better teachers. The reason for 
this is probably the residents’ own lack of motivation 
in asking for courses to make them better teachers and 
the likelihood that most faculty prefer to teach clinical 
subjects. It is unfortunate that many of the residents 


were not concerned with improving their skills in pre- 
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paring written materials and using audiovisual aids. - 
Both of these are relatively easy to teach and enhance 
the learning of some topics difficult to present orally. 

Residents from western states seemedeto, feel less 
capable of teaching in the first year of training and, 
paradoxically, were less interested in attending 
courses designed to make them better teachers. The 
reason for this difference in attitudes is not clear from 
the data obtained in this study. 

The old adage, *'See one, do опе, and teach one," 
although possibly appropriate for some specialties, is 
simply not adequate for psychiatry, with its abstract 
concepts, invisible pathology, and need for confiden- 
tiality. We must improve the communications skills 
of residents (and faculty) if we are to alter the frequent 
complaints of poor teaching in psychiatry. 


REFERENCES 


1, Castelnuovo-Tedesco P: How much psychiatry are medical stu- 
dents really learning? Arch Gen Psychiatry 16:668-675, 1967 

2. Fisher JV, Fowler H, Febrega H: Family physicians want more 
postgraduate psychiatric training. Patient Care 7:54-57, 1973 

3. Callen KE, Davis D: The general practitioner: how much psy- 
chiatric education? Psychosomatics 19:409-413, 1978 

4. Light D: The impact of medical school on future psychiatrists. 
Am J Psychiatry 132:607-610, 1975 

5. Kaufman P: Problems of undergraduate psychiatry teaching. 
Semin Psychiatry 2:145-161, 1970 

6. Becker RE, Wintrob RM, Cancro R, et al: Psychiatry in the 
functionally organized undergraduate curriculum. Am J Psychi- 
atry 130:571-574, 1973 

7. Johnson W, Snibbe J, Crowder JE, et al: Applying principles of 
instructional design to a medical school course in psychiatry. 
Am J Psychiatry 131:822-824, 1974 . 

8. Johnson W, Snibbe J: The selection of a psychiatric curriculum 
for medical students: results of a survey. Am J Psychiatry 
132:513-516, 1975 

9. Callen KE, Davis D: What medical students should know about 
psychiatry: the results of a survey of rural general practitioners. 
Am J Psychiatry 135:243-244, 1978 


Am J Psychiatry 137:9, September 1980 J 1107 


= 





CLINICAL AND, RESEARCH REPORTS 


This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
` light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or cell 
attention to adverse effects of drugs or previously unreported complications of therapeutic: interventions. Pro- 
gram aescriptions and literature reviews cannot be printed in this section. Criteria for format are listed in 
‘Information for Contributors” in each issue; papers that do not adhere to these criteria will be returned to tne 


author. 


Intoxication Associated with Lithium and ECT 


BY MICHEL R. MANDEL, M.D., JOSEPH MADSEN, ALEXANDER L. MILLER, M.D., 


AND ROSS J. BALDESSARINI, M.D. 


Administration of lithium carbonate during a course 
of ECT has recently been associated with the develop- 
ment o? delirium in a few cases (1-3). Whether a spe- 
cific ECT-lithium interaction is responsible for this 
toxic state is unclear, and a mechanism of action has 
not been elucidated, although increased entry of Li* 
into the brain after ECT is one possibility. This report 
describes two additional cases of persistent delirium 
following concurrent administration of ECT and lith- 
ium and our attempts to evaluate the distribution of 
Li* in laboratory rats given lithium and electroconvul- 
sive shock (ECS). ; 


Case Reports 


. 
Case 1. Mr. A, a 55-year-old, right-handed engineer with 
bipolar affective illness, developed agitation, depressed 
mood, and ruminative thinking. Amitriptyline (250 mg/day), 
lithium carbonate (300 mg t.i.d.; serum levels of 0.8-1.2 
mEq/liter), and their combination had been given without 
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success before Mr. A was hospitalized on a psychiatric urit. 
Chlorpromazine (50-150 mg/day) reduced his agitation, but 
led to sedation and anticholinergic effects. In preparation for 
ECT, all drugs except 300 mg of lithium carbonate t.i.d. were 
discontinued 48 hours before beginning ECT. Laboratory 
values, including serum electrolytes and urinalysis, were all 
within normal limits; serum lithium was 0.98 mEg/liter. Mr. 
A was eating and drinking adequately and was fully oriented, 
alert, and able to perform mental calculations correc:ly. 
Right unilateral ECT (175 volts, sinusoidal, 500 milliamperes 
for 1 second) was given on alternate days and produced sei- 
zures lasting 50-60 seconds. Immediately after the third ECT 
Mr. A demonstrated signs of delirium including confusion, 


-disorientation, anc restlessness, but, in contrast to previous 


treatments, this state failed to clear. The findings from phys- 
ical and neurological examinations within 24 hours after his 
third ECT were normal, except for the change in his meatal 
status; serum lithium 3 hours after the third ECT (12 hours 
following the last dose of lithium) was 0.80 mEg/liter. As this 
clinical picture persisted, lithium was discontinued; 48 hours 
later Mr. A was much less confused and somewhat less de- 
pressed. ECT was therefore resumed; 4 additional sessions 
of ECT led to an adequate antidepressant response without 
further delirium following a usual degree of mild, brief initial 
postictal confusion. Maintenance lithium was resumed 10 
days after completion of the ECT. Two months later Mr. A 
was well without further cognitive disturbance. He coulc not 
recall his early period of hospitalization, but he remembered 
being discharged from the hospital and had no other evi- 
dence of memory impairment. 


Case 2. Ms. B, a 67-year-old, right-handed woman with 
recurrent unipolar major depressive illness that was in- 
adequately responsive to antidepressant drugs, had been 
successfully maintained for 2 years on lithium carbonate (300 
mg t.i.d.; serum levels of 0.6-0.8 mEq/liter). When she be- 
came progressively depressed over a 4-week period, she was 


* 


- 
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admitted for ЕСТ, the most successful treatment for her in 
the past. The findings from routine physical and neurological 
examinations and laboratory values, including electrolytes 
and urinalysis, were normal before ECT. Lithium was con- 
tinued; following the first right unilateral ECT (200 volts, si- 
nusoidal, 500 milliamperes, 1 second), she developed slurred 
speech and became disoriented. These dysfunctions im- 
proved somewhat over 24 hours after the treatment but 
worsened after the second ECT 2 days later. Lithium was 
then discontinued. Serum lithium 24 hours after the second 
ECT (12 hours after the last dose of lithium) was 0.6 mEq/ 
liter; other electrolyte levels were normal. Within 72 hours 
she was much less confused. ECT was given four more times 
without further cognitive disturbance and with good antide- 
pressant effect. Two weeks following the ECT sessions Ms. 
B resumed a maintenance dose of 300 mg of lithium carbon- 


ate t.i.d. without further complications. 


- 


Laboratory Studies 


"Methods. These clinical observations suggested that 
ECT and lithium might interact to produce delirium, 
possibly by increased entry of Li* into the brain. To 
test this hypothesis, we conducted two experiments 
with adult (300-350 g) Sprague-Dawley rats. They 
were given ECS by ear-clip electrodes after repeated 
(experiment 1) or single (experiment 2) doses of lith- 
ium chloride. Doses of lithium chloride were chosen so 
that blood concentrations of Li* would reach clinically 
encourtered levels (about 1 mEg/liter) 10-12 hours lat- 
er (4). 

In experiment | rats were given 4 mEq/kg of lithium 
chloride in water (intraperitoneally) twice daily for 3 
days; a final dose on the morning of day 4 was followed 
in 30 minutes by a single ECS (5). Controls received 
only restraint and application of the electrodes, not 
ECS. All rats were decapitated 60 minutes following 
the final dose of lithium chloride. 

In experiment 2 rats were given 5 mEg/kg of lithium 
chloride intraperitoneally once only. Controls re- 
ceived no further treatment before decapitation. Those 
rats receiving ECS (6) 2 hours later were given atro- 
pine sulfate (0.2 mg, intramuscularly, 15 minutes be- 
fore ECS) and succinylcholine chloride (0.2 mg by tail 
vein). Then an endotracheal tube was inserted into 
each raz, and it was artificially ventilated during mus- 
cular paralysis for 5 minutes before and 10 minutes af- 
ter ECS. The respirator delivered a 97:3 or 90:10 mix- 
ture of O,:CO, at a rate and volume previously found 
to yield normal arterial pH and pCO, with the 3% CO, 
mixture (6). EEG was monitored with bilateral sub- 
scalp electrodes and a Grass polygraph. ECS stimuli 
(150 pulses of 1-millisecond duration at 150 volts over 
1 second) were repeated at 10-second intervals. Half of 
the rats received 3 ECSs, and the others received 10 
ECSs in order to evaluate the effects of more intensive 
stimulation. The paralyzed rats recovered within 10 
minutes and were decapitated 30 minutes after ECS 
(150 mirutes after lithium chloride). 

Serum was recovered from coagulated blood by cen- 


* 
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TABLE 1 . 
Effect of Electroconvulsive Shock (ECS) on Lithium Distribution in the 
Rat . 





. Ф 
Ratio of Brain to Serum 
Concentration of Li+? 


Brain Concentration 
of Li* (mEq/kg) 








Condition? Mean SE Mean SE 
Experiment 1* | 
Control rats 1.92 0.32 0.58 0.08 
ECS rats 2.07 0.43 0.61 0.12 
Experiment 2% 
Control rats 1.36 0.06 0.40 0.02 
ECS rats 1.38 0.04 0.45 0.03 





?There were 8 to 12 rats per group in each experiment. 

>Ratio of brain to serum concentration of Li* was determined for each rat, and 
means were computed from the logarithm of each ratio; no difference be- 
tween control and shocked rats was statistically significant by Student's 1 
test. 

*Four days of lithium chloride; unmodified ECS. 

* Acute lithium chloride; modified ECS. 


trifugation. Whole brains were removed, cleaned of 
vessels and blood, homogenized in trichloroacetic acid 
(10%, weight to volume in experiment 1) or a detergent 
in water (Acationex, 0.02% by volume in experiment 
2) and centrifuged at 60,000хр for 20 minutes. The 
concentration of Li* was determined in the resulting 
supernatants of tissue extract (diluted 12-fold) or in 
serum (diluted 40-fold with deionized water) by atomic 
absorption spectrometry (Perkin-Elmer) (4); standards 
included known amounts of lithium chloride in appro- 
priately diluted serum or tissue extracts from normal 
rats, and recovery was quantitative. 


Results 


There were no significant increases in brain concen- 
trations of Li* or in the ratio of brain to blood levels 
after ECS (see table 1). There was also no difference 
between ECS given 3 times versus 10 times or ventila- 
tion with 3% versus 10% CO, in experiment 2; thus, 
these data were pooled. In addition, the use of atro- 
pine and succinylcholine, as encountered in clinical 
ECT, had no effect on the distribution of Li* between 
blood and brain. Ratios in experiment 1 were higher 
due to the use of a 4-day treatment regimen that leaves 
some Li* in the brain before the final dose of lithium 
chloride. 

Another laboratory reported that the efficiency of 
extraction of radio-labeled ions by brain, per unit 
blood flow, was unchanged by ECS but suggested that 
total extraction was increased due to increased blood 
flow during and closely after ECS (7). Thus, it seemed 
reasonable to hypothesize that the equilibration of Li* 
between blood and brain might be accelerated by ECS. 
In order to maximize the chances of observing in- 
creased entry of Li* into rat brain after ECS; we se- 
lected those times after the rats received doses of lith- 
ium chloride so that large differences would exist 'be- 
tween blood and brain concentrations of Lit (4) 
because later times closer to steady-state conditions 
would tend to obscure influences of ECS due to accel- 
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` erated blood-brain exchange of Li* (7). Moreover, we 
included conditions of intensive stimulation and the 
addition of high concentrations of inspired CO, in or- 

* der to maximize the chances of observing changes due 
tó increased cerebral blood flow (7). 


Conclusions 


Even under rather extreme conditions, no signifi- 
cant increases in the accumulation of Li* in the brain 
or efficiency of its entry from blood to brain could be 
detected. Thus, our present laboratory models do not 
support the hypothesis that electrically induced sei- 
zures, or their modification by drugs used in clinical 
ECT, significantly increase the levels or entry of Li* in 
the brain even at times of maximum differences be- 
tween blood and brain concentrations and during con- 
ditions of strong stimulation and large elevations of 
cerebral blood flow. We suggest, rather, that the occa- 
sional development of a persistent but reversible or- 
ganic mental syndrome during the association of ECT 
with lithium therapy, as in the case reports described 


Treatment of the Child Pornography Patient 


BY ULRICH C. SCHOETTLE, M.D. 


Although there has been a burgeoning interest in 
child abuse, especially sexual abuse, little has been 
written on child pornography (1-4). Until recently the 
literature was devoid of case material about adults and 
children involved with child pornography either as 
viewers or as participants (5). In this paper, child por- 
nography refers to any visual reproduction of the sex- 
ual abuse of children. With the aim of addressing spe- 
cial treatment issues, I will present a case report of an 
early pubescent girl involved in a child pornography 
ring. 


Case Report 


Kathy, a 12-year-old girl, had casual nonsexual meetings 
with two pornography ring members for at'least 2 years be- 
fore her first encounter with pornographic pictures at age 8. 
Subsequently, she, her siblings, and a number of boys and 
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above, is not likely to be a consequence of markedly 
increased brain levels of Lit. Other, possibly adcitive 
but reversible, toxic effects of the two treatments in 
susceptible individuals should be considered. 
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girls engaged in photographed oral, anal, and genital sexual 
acts with adults and each other during a 3'/2-year period. 
After police investigation of the child pornography ring, 
Kathy and her family were referred to our sex abus: clinic 
for psychiatric evaluation and weekly therapy. 

At the first session Kathy's complaints related to feeling 
guilty about being accused of involving her younger siblings 
in the sexual exploration schemes. Kathy said she had 
threatened to kill herself the day neighborhood children ha- 
rassed her family after the news media exposed her family's 
participation in the ring. Initially she denied all pleasurable 
feelings associated with the sexual interactions, and she said 
that throughout her participation in the pornography ring she 
feared recrimination from the perpetrators. 

Kathy was a short-statured, verbal, early pubescent girl 
who wore age-appropriate clothing. Although she was initial- 
ly anxious and depressed, she subsequently demonstrated an 
appropriate range of affect. Psychological testing revealed 
she had a low-average intelligence; her projective testing 
themes included helplessness, depression, victim:zation, 
and a denial of, or pulling away from, sexual ccacerns. 
Kathy had no history of psychotherapy, psychosis, drug 
abuse, or major medical illness. Her developmental mile- 
stones were age appropriate, except for the deviant sexual 
experiences. ; 

The family’s history was remarkable in that wher Kathy 
was 2 years old, hér alcohol-abusing father allegedly threat- 
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ened to kill her with a knife during a family argument. No. 


further history of sexual or physical abuse was reported. The 
mother's second mairiage was likewise beset with turmoil 
but with no demonstrable abuse. Kathy's niother described 
her own youth as one of being unloved and physically 
abused; she ran away to marry Kathy's father at age 15. 
Kathy's mother repeatedly denied all knowledge of her chil- 
dren's involvement in pornography. 

Kathy's history and presentation were consistent with a 
diagnosis of sexual deviation with associated depression. Af- 
ter the initial family evaluation sessions, the sexual abuse 
clinic staff felt that each family member warranted individual 
therapists because of unique individual dynamics and signifi- 
cant differences in age. The children were primarily seen in 
psychoanalytically oriented play therapy. Kathy's mother 
had supportive psychotherapy with an emphasis on role 
modeling. Neither the biological father nor the stepfather 
was available for intervention. Biweekly therapist meetings 
coordinated treatment strategies and allowed for clarifica- 
tion of interagency communication, especially regarding le- 
gal matters. 


Discussion 


There appear to be three phases in treating children 
involved in pornography. In the first phase, the sexual 
“ticket of admission” phase, patients are often asked 
to give detailed accounts of their sexual encounters to 
police investigators, the court system, social service 
agencies, and also the medical/psychiatric community 
for purposes of initiating treatment as well as prose- 
cuting perpetrators. Concurrent with a flood of emo- 
tion (6) and ambivalent relief that the secret is broken 
(7), guilt feelings begin to emerge (5, 7, 8). Kathy felt 
guilty for being declared an innocent minor by the ju- 
venile justice system while her adult compahions were 
incarcerated. 

In early treatment sessions, the pornography victim 
relatively freely discusses sexual matters, albeit there 
are often giggles, smirks, arid an avoidance of eye con- 
tact. As a transference relationship develops, the pa- 
tient may deny earlier statements of sexual involve- 
ment in hopes of seeking the therapist's positive re- 
gard. This is in marked contrast to the more typical 
early adolescent patient, who is often initially reticent 
to reveal sexual material but becomes less inhibited as 
a therapeutic alliance develops. 

In the second phase of treatment, the ambivalent 
phase, the issue of sexual promiscuity assumes less 
importance. Disturbed early parent-child relationships 
come to the forefront. For instance, Kathy repeatedly 
spoke and dreamt of her ambivalent feelings toward 
one of the ring members whom she regarded as 


“warm, giving, and father-like," yet he allegedly ex- . 
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ploited the children sexually. , Paradoxically, the’ 
child's anger over repeated sexual assaults is not nec- 
essarily directed at the offenders but rather at the fail- 
ure of the mother and the absent father t$ protect the 
victim from adult transgressions (7). In addition, thefe 
is ari active attempt by the child to split off the good 
and bad parts of herself and of significant adults. 

In the third phase of treatment, the integration 
phase, there is a gradual resumption of the normal de- 
velopmental process. Sexualitv becomes integrated in- 
to the child's whole personality (5). The patient has 
developed additional nonsexual ways of communicat- 
ing with peers and adults. Now, the child is able to 
appreciate good and bad qualities in herself or himself 
and others. 

Throughout treatment, countertransference issues 
can hamper effective intervention (9). Rescue fan- 
tasies, punitive urges, curiosity, and fears of over- or 
undersexualizing the therapeutic transference rela- 
tionship are recurrent countertransference themes. 
The child's cathartic description of the sexual trans- 
gressions can be stimulating, enticing, and also threat- 
ening to the therapist, who attempts io be objective 
and empathetic while listening to a barrage of sexually 
laden transference material. 

Although there are unique issues in the treatment of 
pornography. ring victims, in this case standard meth- 
ods of psychoanalytically oriented psychotherapy 
proved useful in eliciting dynamics and intrapsychic 
conflicts and in working through issues of resistance 
and transference. The child pornography victim, al- 
though emotionally and physically traumatized, ap- 
pears to be able to reintegrate herself or himself into an 
age-appropriate lifestyle. 
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: ECT and Cardiac Patients with Pacemakers 


BY GEORGE S. ALEXOPOULOS, M.D., AND RICHARD J. FRANCES, M.D. 
е ы E 


. 


ECT is likely to be indicated in cardiac patients with Discussion 
pacemakers because heart disorders occur most fre- 
quently in middle or advanced age, a period of high 
incidence of depression (1). We discuss below various 
considerations involved in using ECT on patients with 
pacemakers and describe a successfully treated car- 
diac patient with a pacemaker. 


Implanted cardiac pacemakers are used for a veriety 
of heart diseases in patients who have impaired electri- 
cal conduction resulting in dangerously decreased car- 
diac output (1). Three main types of pacemakers are 
used—fixed-rate pacemakers, synchronous pacemak- 
ers that are triggered by R or P waves, and demand 


Case Report pacemakers that are inhibited by R or P waves (1). Use 
Mc. X cwm eara man ARES Hoy OF Bioolak ak of ECT on patients with pacemakers requires certain 
considerations. 


fective disorder, was admitted to the hospita] during an epi- . Р , 
sode of severe depression with endogenous features. For 1 A high percentage of ECT-induced arrhythmias re- 


month his symptoms failed to respond to 250 mg/day of sult from vagal discharge. Premedication with atropine 
imipramine. Mr. A's tricyclic blood level of 74 ngrml was not 1$ unnecessary because the pacemaker protects tne pa- 
in the range (718€ ng/ml) associated with frequent antide-, tient from vagotonic arrhythmias (2-5). Atropine is rel- 
pressant response. He also had at least 1 year's history of atively contraindicated in patients with fixed-rate 
chronic slow atrial fibrillation probably due to arteriosclerot- pacemakers. Tne atropine-induced tachycardia in- 
ic heart disease. One year before this admission he had a creases the chance of competition of heart beats with 


transvenous permanent unipolar demand pacemaker (CPI pacemaker beats and thus may lead to dangerous ar- 
0505) implanted following two instances of syncope; during rhythmias (4, 5) i 
, 5). 


each syncope Mr. A's ventricular rate was 45 beats per К T | 5 
о i "t i Р . During ECT only a minimum amount of electricity 


Because of the severity of Mr. A's depressive symptoms Teaches the heart because the body tissues have high 
and his poor response to tricyclics, he was treated with five resistance. However, if the insulation of an electrode 
bilateral ECTs (140 volts for 1 second), and he had an ex- of the pacemaker is broken or if the patient is in con- 
cellent antidepressant response. Before ECT was арріей ар- tact with a low resistance pathway, e.g., an improperly 
propriate X rays and ECGs were taken of Mr. A under dif- grounded monitor or an assistant in contact with the -. 
ferent body positions to establish that the pacemaker's elec- patient and a noninsulated floor, a large current will 
trode was in place and operating properly. He waS pass through the heart and may result in ventricular 
medicated before each treatment with 300 mg of pentobarbi- fibrillation and sudden death (4, 6). Therefore, patients 
E поо А a should be examined for intermittent pacing related to 

body posture, and appropriate chest X ray films should 


immediately after ECT was delivered. Precautions were х ЕР ЖИА 
taken to keep Mr. А from coming into contact with a low be taken to insure that the electrode's insulation is in- 


resistance electrical pathway. The ECT room had an in- tact. Heart monitoring may be done safely by seleme- 
sulated floor. As a precaution in case Mr. A developed а try, by a battery-operated ECG machine, or by a regu- 
prolonged low pulse rate a magnet was available; it could be lar ECG machine that can be plugged in immediately 
placed on the pulse generator to convert the demand pace- after ECT is delivered. 
maker to a fixed rate if necessary. The only complication we The pacemaker is not affected by ECT discharge be- 
observed was the development of infrequent premature ven- саџѕе it has a built-in protection for large electrical po- 
tricular contractions that lasted for a period of 3-6 minutes tentials (4). However, skeletal muscle potentials that 
following each ECT. Although premature ventricular con- occur during ECT may fall within the range of the 
tractions inhibited the pacemaker, Mr. A's pulse rate was bv . ме Md 
never reduced for any significant period, and thus no inter- pacemaker ose. СНЕ and inhibit the demand 
vention was required. pacemakers (7). For this reason it is necessary some- 
times to convert the demand pacemaker to a fixed- 
mode pacemaker if severe bradycardia occurs. The 
majority of pacemakers have a magnet-aztivated 
: - switch that allows this conversion to be made by plac- 
Tr ee аге 26, 1980; revised May 23, 1980. accepted ing a magnet over the pulse generator. The pacemaker 
From the Department of Psychiatry, New York Hospital-Cornell returns to a demand mode when the magnet is re- 
Medical Center, Westchester Division. moved. The magnet-aciivated switch can also be help- 
+ Address reprint requests to Dr. Alexopoulos, Department of Psy- ful in evaluating whether the pacemaker is capable of 
Bree York Ночи Corel Maal Cel, Менее providing the programmed rate (8). The maget may 
« _ Copyright ©, 1930 American Psychiatric Association 0002-953x/ be used propaylactically on patients who have mani- 
e c fested pacemaker inhibition during previous ECTs. 
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Aprroximately 7895 of patients with heart disease 
develcp premature ventricular contractions during 
ECT (2, 3). These contractions may compete with 
fixed-rate and synchronous pacemakers, and thus they 
increase the chance of the patient's developing dan- 
gerous arrhythmias. If premature ventricular con- 
tractions lead to ineffective heart contractions, as oc- 
curred with Mr. A, the contractions may inhibit the 
function of the demand pacemaker and result in pro- 
longed pulse pauses. This complication is relatively 
benign and can be effectively treated by converting the 
demand pacemaker to fixed mode if severe brady- 
cardia occurs. Antiarrhythmic drugs like procainam- 
ide, quinidine, and propranolol have been used pro- 
phylactically in order to avoid arrhythmias following 
ECT (9, 10); these drugs may be used prophylactically 
in patients who developed dangerous arrhythmias dur- 
ing previous ECTS. 

Tricyclic antidepressants may also be used safely in 
cardiac pacemaker patients because the pacemaker 
protects against bradyarrhythmias due to conduction 
defect. The sinus tachycardia due to tricyclics’ anti- 
cholinergic properties is not a problem for those pa- 
tients with A-V block, a group that constitutes the ma- 
jority of patients with pacemakers. Certainly these pa- 
tients are at risk for ventricular tachycardias, but it is 
questionable whether this risk is higher than for pa- 
tient$ without a pacemaker. The decision to use tri- 
cyclics or ECT depends on a clinical judgment that 
takes into consideration the patient's psychiatric in- 

- dication and the patient's heart condition. - 

ECT is a reasonably safe procedure in patients with 
pacemakers if the following precautions are taken be- 
fore treatment begins: 1) the clinician is aware of the 
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nature of the patient's heart disease and the type and . 
properties of the pacemaker used, 2) appropriate X 
rays and ECGs are taken of the patient to éstablish 
that insulation of the electrodes is intact, and that. 
placement of the electrodes is proper, 3) a magnet 4s 
available to convert demand pacemakers to fixed 
mode if necessary, 4) premedication of the patient with 
atropine is avoided whenever possible, 5) every pre- 
caution is taken to keep the patient from coming into 
contact with a low resistance pathway, and 6) the pa- 
tient's heart is monitored. 
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Cimetidine Toxicity Manifested as Paranoia and Hallucinations 


BY LAWRENCE E. ADLER, M.D., LEE SADJA, M.D., AND GREGORY WILETS, M.D. 


When cimetidine, an H,-receptor antagonist, was 
first released as treatment for peptic ulcer disease, no 
significant CNS side effects were noted (1). Investiga- 
tors considered its major action to be a competitive 
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inhibition of histamine type-2 receptors in the gastroin- 
testinal tract that reduced acidity levels by interfering 
with the action of histamine. During the past few years 
there has been an increasing number of reports in the 
English and American literature of acute confusional 
psychoses associated with cimetidine toxicity. This lit- 
erature was reviewed by Barnhart and Bowden (2). 
Predisposing factors include high-dose medication, 
older age, preexisting psychiatric illness, poor renal 
function, cerebral impairment, and simultanzous treat- 
ment with psychotropic medications. Recertiy we ob- 
served a somewhat different presentation cf CWS ck, 
metidine toxicity occurring in a paranoid patient who 
experienced vivid hallucinations. ` 1 
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- Case Report 


Mr. A, a 51-year-old man, underwent an aortofemoral by- 
pass operation for claudication. He had no other medical 
problems hiftory of drug or alcohol abuse, or previous psy- 
chiatric treatment. Mr. A had an uncomplicated post- 
operative course except for minor GI bleeding. Routine 
postoperative medications included suppositories, cephalo- 
thin sodium, meperidine hydrochloride, 100 mg i.m. every 3- 
4 hours, and hydroxyzine pamoate, 25 mg i.m. every 3-4 
hours. Thirty-six hours after the operation, Mr. A received a 
single 300 mg-dose of cimetidine intravenously for minor GI 
bleeding. Over the next 72 hours, Mr. A received 9 doses of 
cimetidine, 300 mg p.o. 

Twenty-four hours after cimetidine therapy was begun, 
Mr. A became belligerent but responded to reassurance. His 
physician discontinued meperidine hydrochloride and hy- 
droxyzine pamoate. Forty-eight hours after the initiation of 
cimetidine therapy, Mr. A became extremely agitated, with 
visual and auditory hallucinations that he said were “Hike 
pornographic movies." He also had difficulty finding his 
room. Sixty hours after the initiation of cimetidine therapy, 
Mr. A's visual hallucinations subsided. His physician then 
reques:ed a psychiatric consultation. 

Mr. A was extremely paranoid but revealed no major ab- 
normalities on formal mental status examination. He was 
oriented to time, person, and day of the week, but missed the 
date by 2 days. He could recall 3 objects after a 5-minute 
time lapse. His digit span was 7 forward and 3 backward; he 
was later able to recall 5 backward. He performed serial sev- 
ens correctly but had some difficulty concentrating. Mr. A 
had a normal speech pattern, his judgment was intact, and he 
could abstract proverbs well. 

We discontinued cimetidine, gave Mr. A 1 mg of haloperi- 
dol p.o., and transferred him to the psychiatric service. His 
psychosis resolved within 36 hours of discontinuation of ci- 
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metidine; Mr. A received no further psychotropic medica- 
tion. 


Discussion 


Previous reports of cimetidine toxicity have empha- 
sized the patients' confusional state, bizarre speech, 
and amnesia for the episode. In contrast, Mr. A dem- 
onstrated a relative lack of confusion behaviorally end 
on formal mental status examination. His speech was 
normal and he had no amnesia. The most striking f2a- 
tures of Mr. A's cimetidine toxicity were paranoid de- 
lusions, with visual and auditory hallucinations: taat 
persisted after the resolution of his initial confusional 
state. Mr. A did not exhibit any of the predisposing 
factors to toxicity, although one might speculate that 
given the severity of the atherosclerotic process in his 
femoral arteries, there might be subclinical cerebral ar- 
tery disease. 

From this case report it becomes apparent {Гаї ci- 
metidine toxicity can trigger a predominantly paranoid 
psychosis that must be differentiated from other 
functional or organic paranoid psychoses. Physicians 
treating patients with cimetidine should be alert to 
prodromal personality changes, like Mr. A's sudden 
belligerence, as possible indications of impending 
psychosis. 
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BY RONALD B. STEWART, M.S., RONALD B. SALEM, AND PHILIP K. SPRINGER, M.D. 


Reliable reports of true addiction to  ben- 
Zodiazepines have existed in the medical literature 
since 1961. Hollister and associates (1), in the first pub- 
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lished report on the topic, produced signs of with- 
drawal in 10 of 11 subjects who had been given higk 
doses of chlordiazepoxide. These symptoms dic пот 
appear until the third or fourth day following diszontin- 
uation of the drug and peaked on the fifth day. Mos- 
published reports of benzodiazepine withdrawa: in this 
country have involved long-acting agents sich as 
diazepam and chlordiazepoxide; however, there are a 
few reports (2, 3) involving oxazepam, a short-acting 
agent and more recently one report involving lozaze- 
pam. Benzodiazepines have a shorter half-life, and 
theoretically they should produce a more abrupt onsei 
of withdrawal because discontinuation should result in * 
a rapid fall of plasma levels. 4 
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We will describe a patient who experienced an ap- 
parent withdrawal reaction after ingesting large doses 
of lorazepam. 


Case Report 


Ms. A, a 51-year-old woman, was admitted to the inpatient 
psychiatry facility of the Shands Teaching Hospital with a 
referring diagnosis of involutional depression. She com- 
plained of insomnia, fatigue, and nervousness, and stated 
she no longer looked forward to things. Ms. A had noticed 
these symptoms 3-4 years earlier; they were mild initially 
but gradually worsened. 

Ms. A’s medications at the time of admission, according to 
her recount, included 75 mg of imipramine h.s., 1 mg of lor- 
azepam t.i.d., and 1.25 mg/day of conjugated estrogens. For 
4 years she had used increasing doses of diazepam, but when 
she developed a problem of habituation, her prescription 
was changed (4 months before her admission) to lorazepam. 

Ms. A’s initial physical examination was within normal 
limits. Her mental status examination on admission showed 
a normal thought process, and she was alert and oriented: 
however, her affect was flat. Ms. A’s laboratory studies were 
within normal limits except for a mildly elevated lactate de- 
hydrogenase. 

On the evening of her admission Ms. A began to complain 
of progressively worsening nausea, which did not respond to 
repeated doses of prochlorperazine i.m. The nausea per- 
sisted for about 36 hours. Approximately 48 hours after ad- 
mission Ms. A became very disoriented and rigid, with her 
head tilted back; she maintained catatonic stances and would 
not respond to verbal commands. She also displayed a stag- 
gering, stumbling gait disturbance and clutched at air, walls, 
and other objects for support. By the fourth hospital day 
these symptoms disappeared and Ms. A stated that during 
the last 2 days her body ‘‘refused to do what my mind asked 
it to do." 

On the fourth day of Ms. A's hospitalization her mental 
status cleared, and a drug history obtained from her revealed 
that she may have been abusing lorazepam. A phone call to 
her local pharmacy revealed that Ms. A had received a pre- 
scription two months earlier for 100 2-mg lorazepam tablets 
with directions to take 2 mg of the drug q.i.d. That same 
afternoon she returned to the pharmacy for a refill, stating 
she had misplaced the first vial of medication. She returned 
to the pharmacy approximately every 10 days for a refill of 
100 tablets until she was admitted to our unit. A blood 
sample obtained the morning following admission (18 hours 
after admission) was sent for analysis and showed a loraze- 
pam level of 3] ng/ml. Because the blood sample was sent to 
an out-of-state laboratory, results of this analysis were not 
made available to the staff until after Ms. A had been 
discharged. 

Ms. A remained in the psychiatric unit for 2 weeks and 
was treated with imipramine. No further episodes of bizarre 
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behavior were noted, and she was discharged and seen there: 
after by a local psychiatrist. 


. 


Discussion å : 

Withdrawal symptoms after discontinuation of ben- 
zodiazepines have been noted in the medical literature 
for nearly 20 years. Diazepam and chlordiazepoxide 
have been noted to induce withdrawal symptoms 3-4 
days following discontinuation of medication. Al- 
though little information exists concerning withdrawal 
from short-acting benzodiazepines, the pharma- 
cokinetic properties of lorazepam suggest that signs 
and symptoms would occur sooner after discontinuing 
use of this drug than with longer-acting agents. Most 
benzodiazepines have long half-lives and active me- 
tabolites that allow for a gradual reduction of blood 
levels. The half-life for lorazepam is approximately 12 
hours, and no metabolites of major importance other 
than lorazepam glucuronide have been found with this 
drug (4, 5). 

The rapid appearance of gastrointestinal symptoms 
observed in Ms. A would be expected after discontin- 
uation of lorazepam. It was not clear when she took 
the last dose of lorazepam; however, 18 hours after 
admission her drug level was 31 ng/ml. Based on this 
drug’s half-life, her lorazepam level at the time of ad- 
mission could have been more than 100 ng/ml. AI- 
though Ms. A’s mental status changes and physical 
condition could have resulted from a hysteric reaction, 
the history and blood level data make drug withdrawal 
a more likely etiology. 

This case report should serve to alert 5hysicians to 
the importance of obtaining an accurate medication 
history of patients who have a potential гог excessive 
or long-term use of benzodiazepines. It should also be 
apparent that the newer, short-acting benzodiazepines 
also have dependence and withdrawal pctential. 
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- Changing Perceptions of the Mental Health Needs of Inmates in Local Jails 


BY HENRY J. STEADMAN, PH.D., AND STEPHEN A. RIBNER 


* 


The complex relationship between mental illness 
and crime, which has vexed researchers and policy 
makers for centuries, has taken on renewed impor- 
tance during the current controversies over changing 
mental health statutes and their impact on the criminal 
justice system. Correctional administrators, especially 
those at local jails, strongly contend that their facilities 
have become depositories of persons who should be, 
and formerly would have been, in mental hospitals. 
Several clinicians support these observations (1-3). 
Furthermore, the mental health services in criminal 
justice settings, especially in local jails, are receiving 
new attention from the American Medical Association 
Standards for Psychiatric Services in Jails and Prisons 
and in various journal articles (4). 

At the same time these mental health problems are 
being discussed in a criminal justice context, the staffs 
at state mental hospitals are concerned because re- 
cently admitted patients are now more agitated, hos- 
tile, and assaultive (5). In at least one state's mental 
hospitals the proportion of men with previous arrest 
records has dramatically increased over the past 30 
years (6). Thus, while correctional administrators see 
themselves as inundated with mentally ill offenders, 
state mental hospital staffs perceive a significant in- 
crease in newly admitted patients who have problems 
associated with violence—problems that could or 
should have been handled by the police. Because these 
views have been expressed frequently by many highly 
respected professionals in the correctional field they 
must be considered seriously. In the data reported 
here we attempt to clarify the accuracy of the correc- 
tional staffs' perceptions that the mental health needs 
of their inmates are changing. 


Method 


The data reported here were drawn from a larger 
study (7) of all persons released to Albany County 
from New York state prisons and the local Albany 
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County Jail in 1968 and 1975. We obtained each of- 
fender's mental hospital history from state mental hos- 
pitals as well as ‘гар sheets," which included а com- 
plete criminal history as well as data on the offender's 
subsequent criminal behavior for the first 18 morths 
after his or her release. The previous mental hospital- 
izations of these offenders may be underestimated be- 
cause only state mental hospitalization data were 
available; however, this will not distort any dif- 
ferences across our study groups or time periocs. 


Results 


In 1968, 167 offenders were released from correc- 
tional institutions to Albany County—91 inmates from 
state prisons and 76 inmates from the local jail. In 
1975, 252 offenders were released--76 inmates from 
the state prison and 176 inmates from the local jail. We 
found that 93% of all offenders in 1968 and 90% in 
1975 were men; they had a mean age of 32 yezrs and 
28 years, respectively; and in 1968 and 1975 the rercent- 
age of black inmates was 42% and 49%, respectively. 

We examined first whether the proportion of in- 
mates with previous mental hospitalizations releasec 
from state and local correctional facilities nad in- 
creased from 1968 to 1975. We found no consistent o7 
statistically significant trends. In 1968, 19% (N 717) of 
the offenders from state prisons had previous mental 
hospitalizations and in 1975 only 13% (N=10) had а 
previous mental hospital record. Of the 76 offenders 
released in 1968 from the county jail, 9% (N=7) had 
prior mental hospitalizations and 12% (№=21) had 
such histories in 1975. 

Even though there was a rise of 3% in the number cf 
inmates with prior mental hospitalizations released 
from the local jail, this rise would not explain zhe drz- 
matic rise in the perceptions of the jail staff that thev 
were seeing more mentally ill inmates. Similar deta al- 
so have been reported for Colorado; 14% of the in- 
mates admitted to the Denver County Jail in 1974 had 
had prior inpatient hospitalizations (8). In addizion, we 
found that for those inmates with mental hospital- 
ization histories released from the county jail, the av- 
erage number of previous admissions to a mental 
hospital increased from 1.9 admissions in 1968 to 4.1 
admissions in 1975. For the state prisoners the ad- 
missions rose from 1.5 admissions in 1968 to 2.9 ad- 
missions in 1975. Thus, at the local county jail levzl 
there is modest empirical support for the altered per- 
ceptions of the correctional staff, but the empirical 
data do not support the vast increase in the perception 
of the problem. It may be that the same offenders are 
coming through both systems more often. 
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We analyzed next the relationship between the men- 
tal hospitalization records of the offenders and sub- 
sequent crimes committed by them. We could find no 
relationship. In 1968 3.5% of the state and local of- 
fenders without prior mental hospitalization were ar- 
rested for violent crimes and 4.296 of those with pre- 
vious mental hospitalizations were arrested for violent 
crimes. The proportion of offenders arrested for vio- 
lent crimes and released in 1975 increased to 16.196 of 
the offenders with prior mental hospitalizations and 
12.7% of the offenders without prior mental hospital- 
izations. Clearly, however, neither of these dif- 
ferences is of any consequence. There were no sub- 
stantial differences among the offenders rearrested for 
violent crimes based on their previous mental hospital- 
izations. There was also no relationship between a his- 
tory of state mental hospitalizations and subsequent 
arrests made within 18 months after the offenders were 
released. 

It is difficult to determine whether the psycho- 
pathology of inmates is increasing as a result of more 
restrictive civil commitment statutes or if correctional 
administrators have a new set of expectations about 
psychiatric contributions to correctional institutions. 
There is little empirical evidence to show that the men- 
tal health problems of inmate populations at local or 
state correctional institutions have changed, and in a 
very limited way the data presented here suggest that 
the changes may have occurred in the perceptions and 
expectations of the correctional staffs rather than in 
- the characteristics of the inmates. More empirical evi- 
dence is required before one can accept at face value 
the claims of correctional administrators and some cli- 
nicians about the radical changes in the mental health 
needs of U.S. jail inmates. 

It is unfortunate that often the introduction of a 
psychiatrist into the jail is seen by the correctional 


staff as the sole solution to a wide variety of social and. 
community problems. The limits of direct psychiatric. 


intervention for disturbed inmates must be communi- 
cated to the correctional staff so that inappropriate ex- 
pectations by the correctional staff will not doom the 
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psychiatric services to failure in their eyes and contrib-- 
ute to the truncated development of the full range of 
social support services that are needed. As stated by 
Nielsen (4), it is important to articulate Row the psy-. 
chiatric services are related to other community men- 
tal health services. Contrary to the expectations of the 
public and often correctional staffs, psychiatric treat- 
ment goals do not generally include lowering the recid- 
ivism rate. Nevertheless, if a former inmate is rear- 
rested, the failure is often attributed to the mental 
health treatment, which is usually incidental to the 
crisis intervention services that characterize the jail or 
prison treatment. | 

Thus, it is important that the goals and promises for 
mental health programs in jails and prisons be made 
very explicit. The character of the inmates' needs may 
not have changed to the extent that they have been 
perceived to have changed, but this fact does not di- 
minish the current mental health needs of inmates. It 
simply means that the mental health problems that 
were found in prisons previously still remain. 
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* Prolactin Changes in Major Depressive Disorders 


BY GREGORY M. ASNIS, M.D., R. SWAMI NATHAN, M.D., URIEL HALBREICH, M.D., 


According to current knowledge, prolactin secretion 
is controlled by the inhibitory effect of dopamine and 
the stimulatory effect of serotonin (1). Alterations in 
basal prolactin secretion may therefore indicate cen- 


tral neurotransmitter changes. There have been incon- . 


sistent reports about basal prolactin levels in depres- 
sion (during which hypothesized neurotransmitter 


deficits occur). Some researchers have reported no: 
change in prolactin levels, while others have reported - 


a small increase compared with levels in either normal 
subjects or in the same patients after recovery (2). We 
assessed basal prolactin levels in a group of depressed 
patients during illness and after recovery and found a 
small but significant increase in basal prolactin after 
recovery. 


Method 


We evaluated 19 medically healthy, depressed in- 
patients (15 women, 4 men), who gave informed con- 
sent to the research. Their mean age was 48.4 
уеагѕ + 11.4 years. All of our patients met Research Di- 
agnostic Criteria for major depressive disorder, endog- 
enous subtype (3) and had Hamilton Depression 
scores (4) of greater than or equal to 18 (mean Hamil- 
ton score was 28.3+6.5). We determined the patients’ 
basal morning plasma prolactin levels after at least 10 
days of drug-free hospitalization and again approxi- 
mately 6 weeks later after full clinical recovery (Ham- 
ilton score of less than or equal to 8). All but 3 patients 
were receiving antidepressant medication at the time 
of their clinical recovery. Seven patients received de- 
sipramine, 175-400 mg/day; 5 patients received imipra- 
mine, 109-375 mg/day; I patient received doxepin 150 
mg/day; and 3 patients received Mianserin (a tetracy- 
clic), 120 mg/day. | | 
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TABLE 1 
Comparison of Basal Prolactin Levels in 19 Patients During Depres- 
Sion and After Recovery 





Basal Prolactin Levels (ng/ml) 





During Major 








Depressive After 
Time of Disorder Recovery 
Blood Samples Mean SD Mean SD 
9:00 a.m. 8.7 3.2 12.58 7.2 
9:15a.m. 7.5 3.4 11.3" 4.5 
9:30 a.m. 7.0 32 10.7^ 4.5 





ар<.02, two-tailed t test. 
5р<.001, two-tailed t test. 


Our patients were awakened at 7:00 a.m. but contin- 
ued to fast from the previous night. A: 9:00 a.m. we 
inserted a cannula with a heparin lock into an antecu- 
bital vein and drew 3 blood samples at 15-minute inter- 
vals. We immediately centrifuged the samples at 4° C 
and stored the plasma at —20? C until it was assayed. 
We analyzed prolactin by homologous double anti- 
body radioimmunoassay (5). We analyzed all samples 
in duplicate and in one assay. The intra-assay and in- 
ter-assay variations were 4.9% and 9.6%, respectively.. 


Results 


Prolactin levels were significantly greater at each 
baseline point after patients had recovered than during 
their illnesses (see table 1). After we log transformed 
the data to equalize the variances, the Student's t test 
remained highly significant each time. However, even 
though there was a significant difference in prolactin 
levels during illness and after recoverv, at both of 
these times prolactin levels remained within normal 
range. In the male patients prolactin levels ranged 
from 3.3 ng/ml to 11.2 ng/ml; in the female patients 
prolactin levels ranged from 4.6 ng/ml to 20.0 ng/ml 
(except for 1 female patient who had a prolactin value 
of 36.2 ng/ml during illness after the initial insertion of 
the cannula, which was most likely a transient stress 
response). 


Discussion 


Since all prolactin values, before and after recovery, 
were in the normal range, and since all but 3 patients 
were receiving antidepressants at the time of recovery, 
we could interpret our results in two ways: 1) as a 
modest but significant reduction in prolactin secretion, 
associated with depressive illness or 2) as a modest but 
significant increase in prolactin secretion associated 
with antidepressant therapy. We are now conducting 
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further studies of recovered patients after antidepres- 
sant withdrawal or of patients before and after ECT- 
induced remission to clarify this issue. 

If we find that relative reduction in prolactin secre- 
tion is associated with depressive illness, current con- 
troversial knowledge of neurotransmitter regulation of 
basal prolactin levels would implicate increased do- 
paminergic tone or possibly decreased serotonergic 
tone. 

If we find that chronic antidepressant therapy mod- 
estly elevates prolactin secretion, we could attribute 
this to increased serotonergic tone or decreased do- 
paminergic tone. However, there is considerable con- 
troversy in the literature about the effect of chronic 
antidepressant therapy on prolactin secretion (2). Re- 
searchers who have assessed prolactin levels before 
and after chronic administration of tricyclic antide- 
pressants in the same patients noted that amitriptyline 
and imipramine had no effect on prolactin levels but 
that clomipramine, a highly serotonergic drug, in- 
creàsed prolactin levels (6, 7). We treated our patients 
with various agents that had widely different potencies 
on neuronal serotonin reuptake blockade and little 
known antagonistic effect on dopamine transmission. 
All 3 patients who were tested unmedicated after 
clinical recovery also had increased prolactin levels. 
The universality of the relative increase we noted in 
17 of 19 patients who received different forms of ther- 
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apy might suggest a relative reduction in prolactin 
secretion during depressive illness as the most likely 
interpretation. An underlying mechanism of reduced 
serotonergic tone during depression would then seem, 
to be the explanation most consonant with current 
biological concepts of depressive illnsss and with 
our incomplete knowledge of neurotransmitter regula- 
tion of basal prolactin secretion. · 
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Acetylcholinesterase and Pseudocholinesterase Activities in Anxiety 


BY ROY J. MATHEW, M.D., LOUISE L. HSU, PH.D., KAREN M. SEMCHUK, B.S.N., 


AND JAMES L. CLAGHORN, M.D. 


Cholinesterase, the enzyme responsible for metabol- 
ic degradation of acetylcholine, is presumed to exist in 
at least two forms: acetylcholinesterase (true or specif- 
ic cholinesterase) and propiono cholinesterase (pseudo 
or nonspecific cholinesterase). Acetylcholinesterase 
hydrolyzes acetylcholine faster than pseudocholines- 
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terase. Although the function of acetylcholinesterase 
is thought to be the hydrolysis of acetylcholine, no 
function has been ascribed to pseudocholinesterase (1). 

Anxiety is associated with autonomic imbalance in- 
volving both adrenergic and cholinergic systems. Ace- 
tylcholine serves as the neurotransmitter at the gangli- 
onic level for sympathetic and parasympathetic sys- 
tems, motor nerve endings, parasympathetic post- 
ganglionic terminals, and sympathetic postgangli- 
onic terminals to sweat glands and ad-enal medulla; all 
of these are involved in autonomic arousal. Seemingly, 
then, imbalances in the cholinergic system should oc- 
cur in anxiety (2). However, only a few'Ntudies have, 
been conducted in this area whereby inveMigators re- 
ported an increase in pseudocholinesteras i i 
anxiety (3-5). In this study we examined the 
true cholinesterase and pseudocholinesteras 
compared the levels of anxiety in anxious patients an 
¢ 
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. TABLE 1 


vf 


Comparison of Psychological Measures and Cholinesterase Levels in Patients with Anxiety Disorders and Healthy Volunteers Before and 


After Relaxation Training 











5 Patients (N15) Healthy Volunteers (N=15) 
Measure Mean, SD Mean SD e Signif cance 
Before relaxation training 2 
State anxiety 50.93 11.76 31.93 7.14 3.35 p=.001 
Trait anxiety 53.93 9.53 30.53 . 7.56 7.44 p=.001 
Acetylcholinesterase" 5.01 .96 4.94 1.50 .16 n.s. 
Pseudocholinesterase* 2.59 .68 1.79 .6l 3.35 p- 002 
After relaxation training 
State anxiety 34.40 8.54 33.66 13.24 .18 ns. 
Trait anxiety 40.93 11.86 32.53 10.80 2.03 p= 05 
Acetylcholinesterase® 4.90 1.04 5.19 .95 ‚79 ns. 
Pseudocholinesterase® 2.56 ‚92 1.74 56 2.92 p= 007 





"Two-tailed t test. 
‘Expressed as moles per milliliter of packed red blood cells per minute. 
*Expressed as micromoles per milliliter of plasma per minute. 


control volunteers before and after relaxation training 
sessions. 


Method 


A total of 15 outpatients, 6 men and 9 women (mean 
age+SD=38.26+12.03 years) with a diagnosis of gen- 
eralized anxiety disorder (6), took part in our project. 
Most of the patients were not receiving any medication 
when they first contacted our unit; 3 were taking ben- 
zodiazepines and none were receiving monoamine oxi- 
dase inhibitors. All of the patients underwent a 2-week 
washout period before their participation in the study. 
Control subjects, 7 men and 8 women (mean age= 
32.80+7.92 years) were healthy, drug-free volunteers. 

The procedures were fully explained to all potential 
subjects in lay terms, and we obtained written consent 
from each of them. At the initial visit physical exami- 
nations and routine laboratory tests were performed. 
The participants were instructed to avoid all forms of 
medication throughout the study. 

Before the relaxation training began, cholinesterase 
levels and psychological measures were determined at 
the second visit. During this visit the participants were 
asked to relax on a couch in a supine position for 35 
minutes in a semidark and quiet room. Then enzyme 
assay blood samples were drawn. At this time the par- 
ticipants also completed the State-Trait Anxiety Inven- 
tory (7), which is composed of separate self-report 
scales for measurement of two distinct anxiety con- 
cepts— state anxiety and trait anxiety. State anxiety is 
conceptualized as a transitory human emotional state 
or condition that is characterized by heightened auto- 
nomic nervous system activity and subjective, con- 
sciously perceived feelings of tension and apprehen- 
i ifanxiety refers to individual differences in 
roneness, that is, differences that exist 
poe, dividuals in their tendency to respond to situ- 

tions perceived as threatening with elevations in state 
anxaéty intensity. ` ` 

For the PERI 4 weeks the participants received 10 to 


p. ч 






12 biofeedback-assisted relaxation training sessions 
lasting 35 minutes each; they were instructed to prec- 
tice the exercises at home for 20 minutes per dey. 


"When the relaxation training was completed, the stb- 


jects returned to the laboratory for a posttraining 2val- 
uation, which was conducted according to the proce- 
dures used during the second visit. 

We collected 5-7 ml of whole blood from each sub- 
ject in a vacutainer containing EDTA; these samp.es 
were kept in crushed ice at 4? C for 1-2 hours. Then the 
sample tubes were centrifuged at 1,700 rpm for 5 min- 
utes at 40° C to separate plasma and red blood cells. 
Plasma layers were transferred to plastic tubes.for as- - 
say of pseudocholinesterase. After the platelets were 
removed from the interface, the red blood cell frac- 
tions were washed twice with 4 volumes of normal sa- 
line by gentle inversion and centrifugation at 2,000 гэт 
at 4° C for 5 minutes. The upper saline layers were сіѕ- 
carded by aspiration and aliquots of red blooc cell 
fraction were used for acetylcholine assay. All sam- 
ples were drawn at the same time of day. 

Enzyme activity of acetylcholinesterase in red blcod 
cells and pseudocholinesterase in plasma was deter- 
mined, with only slight modifications, according to ће 
method of Garry and Routh (8). The procedure is 
based on the liberation of thiocholine from the sab- 
strate acetylthiocholine by action of acetylcho.ines- 
terase in red blood cell or from the substrate prorio- 
nylthiocholine by action of pseudocholinesterase in 
plasma. The thiocholine then reacts with 5, 5'-ditFobis- 
(2-nitrobenzoic acid) to form the yellow anion of 5- 
thio-2-nitrobenzoic acid, which is measured at 410 mu 
in a Beckman DB-G spectrophotometer. 


Results 


The patient and control groups were compared by 
levels of anxiety dnd enzyme activity using values 
taken before and after the relaxation training sessions, 
as shown in table 1. The posttraining session values for B 
anxiety levels were compared with the pretraining ^d 


/ . 
iio dac AND RESEARCH REPORTS 
NV 


4 


sion values, and significant reductions were found af- 
ter the training sessions for the index group only 
(t=6.75 and t=5.89, p<.001, for state anxiety and trait 
anxiety, respectively). There were no significant dif- 
ferences between groups before and after the relaxa- 
tion training sessions in acetylcholinesterase and 
pseudocholinesterase activities: No meaningful corre- 


lations emerged when levels of enzyme activities were 


correlated against state anxiety and trait anxiety 
scores for the patient and control groups using pre- 
training and posttraining data. ' 


Discussion 


These findings of increased plasma pseudocholin- 
esterase activity and unaltered true cholinesterase 
activity in anxious subjects substantiate the findings 
of previous investigators (3-5). The failure of the 
enzyme levels to decrease with anxiety relief is in 
keeping with the report by Richter and Lee (5), who 
found no significant alteration in the enzyme levels fol- 
lowing administration of barbiturates. It must be noted 
that other conditions characterized by autonomic 
arousal (thyrotoxicosis and insulin shock) have been 
associated with increased pseudocholinesterase activi- 
ty (9, 10). Because no physiological function has been 
ascribed to the pseudo form of the enzyme, the patho- 
logical significance of our finding of increased activity 
in chronically anxious patients is unclear. 

These findings seem to suggest that increased 
plasma ‘pseudocholinesterase activity may be in- 
* dicative of a constitutional predisposition to anxiety. 
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This possibility is weakened by the absence of signifi- . 
cant correlations between trait ‘anxiety scores and 
pseudocholinesterase. activity. However, it must be 
noted that our finding of decreased trait awxiety scores. 
following relaxation training raises a question about 
the validity of the trait anxietv score, which is consid- 
ered a stable characteristic of the Inventory, as an 
index of constitutional predisposition. No firm con- 
clusions can be drawn about constitutional predisposi- 
tion to anxiety and plasma pseudocholinesterase based 


on the findings reported here. 
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: Clonidine for Opiate Detoxification: Outpatient Clinical Trials 


BY ARNOLD M. WASHTON, PH.D., AND RICHARD B. RESNICK, M.D. 


Recent studies (1, 2) have shown that a single dose 
of clonidine hydrochloride relieves signs and symp- 
toms of opiate withdrawal and that addicts can be suc- 
cessfully detoxified with clonidine under the close su- 
pervision of an inpatient setting. The rationale for test- 
ing clonidine's efficacy in opiate withdrawal was based 
on animal studies showing that increased brain norad- 
renergic activity associated with opiate withdrawal 
was markedly reduced by clonidine (1). 

The limited efficacy of standard detoxification meth- 
ods, such as gradual methadone dose reductions, and 
the fact that clonidine is the only nonopiate drug 
shown to have specific antiwithdrawal effects under- 
scores the need for further clinical investigation of 
clonidine's usefulness in opiate detoxification. If cloni- 
dine could be used not only for inpatient detoxification 
but also on an outpatient basis, it might become more 
widely available to patients and thus play a more sig- 
nificant role in addiction treatment. The inpatient 
clonidine dose regiment of 17 ug/kg used by earlier re- 
searchers (2) generated profound sedation and hypo- 
tension in patients, which necessitated keeping them 
supine at bed rest; therefore, determination of a safe 
and effective dose regimen for nonhospitalized am- 
bulatory patients must precede any further evaluation 
of clonidine's suitability for outpatient use. 

We have now administered clonidine to 70 out- 
patients addicted to heroin or methadone. We have 
found that clonidine is a safe and effective treatment 
for outpatient opiate detoxification when the dose regi- 
men is individualized and titrated according to each 
patient’s clinical course. 


Method 


Our subjects were 70 opiate-dependent outpatients 
who requested detoxification, had been addicted to 
opiates for at least 2 years, showed no evidence of se- 
rious medical or psychiatric illness, and gave informed 
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consent to participate in the study after receiving a full 
explanation of the experimental procedures. Of tne 70 
patients, 59 patients were taking clinic methadone 
doses ranging from 5 mg to 40 mg/day (average dose, 
20 mg/day) and 11 patients were using from $10 to $150 
worth of heroin a day (average, $45/day). Twenty of 
the methadone-dependent patients received clon:dine 
in conjunction with gradual methadone dose reduc- 
tions, and the remaining 50 patients received clon:dine 
after abrupt termination of methadone or heroin. 

On day 1 of the study, all patients were instructed to 
take a 0.1-mg tablet of clonidine every 4-6 hours as 
needed for withdrawal discomfort. The total daily 
clonidine dose was then increased on each succeeding 
day by 0.1 mg or 0.2 mg to a maximum of 1.2 mg ac- 
cording to each patient's blood pressure and symptom- 
atology. This was done to minimize the withdrawal 
discomfort without generating untoward side effects, 
such as oversedation and orthostatic hypotension. 
Clonidine doses were held or decreased in some cases 
to compensate for sedation or hypotension. Maximum 
daily clonidine doses averaged 0.8 mg and ranged irom 
0.3 mg to 1.2 mg. Patients who received clonidine dur- 
ing gradual methadone withdrawal were placed on a 
methadone dose reduction schedule of 5 mg or 10 mg ` 
week and later switched to placebo methadone upcn 
reaching a zero dose. Patients who switched abruptly 
to clonidine from heroin or methadone were placed di- 
rectly on placebo methadone on the first day hat 
clonidine was introduced. 

Patients who were able to remain opiate free on 
clonidine for at least 10 days after their last dose of 
methadone or heroin, as indicated by opiate-free 
urines and verbal report, received a naloxone cha:- 
lenge of 2.0 mg i.v. to confirm readiness to begin post- 
detoxification treatment with the narcotic antagonist 
naltrexone so that continued abstinence would be fos- 
tered (3, 4). 


Results 


Detoxification success rates, defined by the number 
of patients who were able to remain opiate free on 
clonidine for the 10 days necessary to initiate naltrex- 
one treatment, are presented in table 1 for the gradual 
and abrupt withdrawal procedures. These data show 
superiority of the abrupt withdrawal procedure as 
compared with the gradual procedure in helping pa- 
tients achieve an opiate-free state. The data also in- 
dicate that patients who switched abruptly from meth- 
adone to clonidine were more successful than these 
who switched abruptly from heroin to clonidine. In ` 
general, patients using large amounts of heroin, i.2., 


! Д 


rok d з 
ib CLINICAL AND RESEARCH REPORTS 


v A 


TABLE 1 : 
Detoxification Success Rates? with Clonidine for 70 Outpatients 








Patients 

Suc-  Unsuc- 

cessful cessful 
Withdrawal Procedure М % N % Significance? 
Gradual, from methadone(N=20) 10 50 10 50 <.05 
Abrupt (N=50) 35 70 15 30 PS 
Fror. methadone (N 239) 31 80 8 20 <0] 
From heroin (N=11) 4 36 7 64 PS 








* By chi-square analysis. 


$100 worth or more a day, and those taking more than 
30 mg/day of methadone, experienced the greatest dif- 
ficulty in completing detoxification. Clonidine reduced 
or eliminated most of the commonly reported with- 
drawal signs and symptoms, such as chills, lacrima- 
tion, rhinorrhea, restlessness, muscle pains, and stom- 
ach cramps. Lethargy and insomnia were the most fre- 
quent and persistent complaints. While taking 
clonidine most patients reported at least one episode 
of ligatheadedness or dizziness upon standing. Six pa- 
tients experienced unacceptable dizziness and/or seda- 
tion while taking only 0.3 mg/day of clonidine. Be- 
cause most patients developed a tolerance to cloni- 
dine's sedative effect after taking the drug for several 
days. they required additional nighttime sedation to al- 
leviaie persistent insomnia. 

Rapid decrements in the daily clonidine dose at the 
end of the study produced headaches and a reemer- 
gence of withdrawal symptoms. These ill effects were 
avoided by tapering the clonidine dose by 0.1 mg/day 
or 0.2 mg/day. 


Discussion 


This clinical study confirms clonidine's antiwith- 
drawal effects and demonstrates that outpatients can 
be detoxified with clonidine in a safe, acceptable, and 
effective manner. Our 8095 success rate following 
abrupt withdrawal of 5-40 mg/day of methadone sug- 
gests that clonidine might be superior to the usual 
methadone dose reduction procedures that bave typi- 
callv shown much lower success rates (5). However, 
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our rather high success rate in this study may have. 
been due in part to nonpharmacolbgic factors, such as 
patient selection, daily contact with a supportive staff, 
and expectations of success with a new weatment. In. 
order to obtain a more definitive assessraent of cloni- 
dine's efficacy as a detoxification treatment we are 


- now conducting a randomized double-blind outpatient 


study that compares clonidine and methadone detoxi- 
fication procedures. 

Our clinical experience in this study indicates that 
clonidine is a highly effective detoxification treatment 
for outpatients who are taking no more than 30 mg/day 
of methadone; however, no single clonicine dose regi- 
men is best for all patients. In order to achieve a safe 
and effective control of withdrawal symptoms with 
clonidine, the dose regimen must be individualized ac- 
cording to each patient’s blood pressure and symptom- 
atology. Some patients are acutely sensitive to cloni- 
dine’s hypotensive and sedative effects and cannot tol- 
erate dosages large enough to control withdrawal 
symptoms. In most cases, however, a dose regimen of 
0.1 mg or 0.2 mg every 4-6 hours with a larger dose at 
bedtime provides adequate relief of withdrawal symp- 
toms with little or no untoward side effects. 

Our evidence of clonidine’s efficacy in opiate detoxi- 
fication lends clinical support to the hypothesis (1) that 
noradrenergic hyperactivity is significartly involved in 
mediating the opiate withdrawal syndrome. This 10- 
day outpatient clonidine detoxification procedure may 
be extremely useful in allowing a rapid switch from 
opiate dependence to drug-free or opiate antagonist 
treatment without hospitalization. 
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Differences Between Psychologists and Psychiatrists in the Use of D$M-III 


BY LESLIE ets MOREY, M.S. 


The recent introduction of DSM-III has stimulated 
new debate among mental health professionals. Schact 
and Nathan (1), for example, expressed the concern 
that psychology as a profession was not much in- 
volved in the development of this manual. As a result, 
one might suspect that psychologists would see DSM- 
IIT as less valid than would psychiatrists. 

Other studies, e.g., that of Seegars and Miller (2), 

' have demonstrated that professionals from different 
menta] health disciplines conceptualize diagnostic cat- 
egories and the corresponding symptomatology in 
differing ways. From a theoretical standpoint, this is 
almost certainly true. However, DSM-III eschews 
theory to a large extent and relies heavily on the 
identification of specific symptoms and behavioral 
signs in making a diagnosis. Once the clinician has 
made this identification the rest of the diagnostic pro- 
cess is more or less automatic. Thus, an investigation 
of professional differences might best be done at the 
symptom level. 

This study attempted to assess whether psycholo- 
gists and psychiatrists differ in their perception of the 
validity of DSM-III defined signs and symptoms. If 
one assumes extreme professional differences in diag- 
nosis, the expectation would be that psychologists 
would see symptoms that were based on psychological 
research as highly valuable (e.g., ''constructional diffi- 
culty —inability to assemble blocks” as diagnostic of 
dementia) and that psychiatrists would rely on tradi- 
tional medical model symptoms. Although examining 
these possible differences was the primary focus of 
this study, another important clinician variable was al- 
so examined. This second variable, the level of experi- 
ence of the diagnostician, has been proposed to be a 
salient factor in diagnostic studies (3). 


Method 


Participating in this experiment were 30 clinicians: 
15 psychiatrists and 15 clinical psychologists. These 
clinicians ranged in level of experience from 1.5 years 
to 44 years (mean 13.6 years). Of the 30 clinicians, 6 
(20%) were .women. АП clinicians worked in and 
around Gainesville, Fla., in many diverse settings. In 
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total, 16 of the clinicians held full-time academic ap- 
pointments in a teaching or Veterans Administration 
hospital, and 9 worked primarily in the community. 
The remaining 5 clinicians were psychiatry residents 
or psychology interns. 

A card sort technique was used to obtain the clini- 
cians' ratings. The stimuli were index cards with one 
symptom typed on the front. A symptom was defined 
as the smallest subunit of a DSM-III criterion that 
could be retained without losing its meaningfulness. 
Thus, a list of symptoms joined by an ‘‘or’’ was sepa- 
rated into individual symptoms. For instance, one crite- 
rion in the DSM-III definition of schizophrenia was de- 
fined as follows (criterion А-6): ‘‘Somatic, grandiose, 
religious, nihilistic or other delusions without per- 
secutory or jealous content.” In this study, that crite- 
rion was divided into 6 separate symptoms. 

For the purposes of this study, three diagnoses were 
selected for intensive study: schizophrenia, mania, 
and dementia. In addition, symptoms were included 
from the personality disorder axis so as to present a 
less clear-cut diagnostic picture. In total, there were 47 
schizophrenic symptoms, 20 dementia symptoms, 22 
mania symptoms, and 15 personality disorder symp-_ 
toms in the card sorting task.! 

A high rate (94%) of all clinicians contacted agreed 
to participate in the study. At the time the study was 
undertaken DSM-III had not been officially put into 
use, and thus the clinicians were unfamiliar with the 
criteria from which the stimuli had been derived. 

Each clinician was given a shuffled stack of index 
cards and asked to sort the cards into five piles. They 
were to arrange the cards from the lowest (value= 1) to 
the highest (value=5) information/importance of a 
symptom they would use in making a particular diag- 
nosis. The clinician was not told the diagnoses in ad- 
vance. The categories used were (in random order) 
mania, schizophrenia, and dementia resulting from an 
organic brain syndrome. Hence, each symptom was 
rated on three disorders. 


Results 


To assure that profession and experience were not 
confounded factors, a test was performed to determine 
if the mean level of experience was different between 
the psvchologists (13.70 years) and the psychiatrists 
(13.47 years). This difference was not significant 
(t=.06, df=28, p>.95). 

An analysis of variance was then performed for each 


1A complete list of ell symptoms is available from the author. 
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symptom rating using profession and years of experi- 
ence as main effects and including the interaction term 
in the model. This resulted in a total of 314 analyses 
because all symptoms were rated on three diagnoses. 
À muliivariate analysis of variance would have been 
desirable, but this was contraindicated by the large 
number of variables relative to the number of subjects. 
By examining the number of significant analyses we 
may obtain an idea of the effect of these clinician vari- 
ables. Of the 314 analyses, only 18 analyses (5.7%) 
were significant at the a=.05 level, and 2 analyses 
(0.6%) were significant at the .01 level. These numbers 
are essentially the number of analyses that would be 
expected to be significant by chance alone. Because in 
general all the clinicians rated the symptoms similarly 
(median correlation between clinician=.55), this find- 
ing cannot be an artifact of entirely unreliable data. On 
the whole, the clinician variables of profession and ex- 
perience, as well as their interaction, were not signifi- 
cant factors in the rating of symptom validity. 


Discussion 


It is interesting that neither the profession nor the 
experience of a diagnostician had any effect on his or 
her perception of DSM-III symptom importance. Pri- 
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marily, these results indicate that when psychiatrists - 


and psychologists operate at a very specific level of 
evaluation, any global biases in their perspectives do 
not seem to have an effect. Thus, D$M-NI тау well 
have been effective in removing a possible source of 
diagnostic unreliability because it manda:es decisions 
at this specific level. In addition, these findings in- 
dicate that the study of the clinician in diagnostic re- 
search has utility, at least when considering specific 
symptom information, because at this level theoretical 
bias tends to be minimized. 

This study presents a new methodology for diagnos- 
tic research that might be very powerful if it were ex- 
panded beyond the somewhat limited sample of this 
study. Perhaps when the official diagnostic system is 
revised again, this model of studying the clinician’s 
use of specific information might be applied. 


. REFERENCES 


1. Schact T, Nathan PE: But is it good for the psychologists? Ap- 
praisal and status of DSM-III. Am Psychol 32:1017-1025, 1977 

2. Seegars JE, Miller JE: Concepts of schizophreria among mental 
health professionals. Journal of the South Carolina Medical As- 
sociation 69:292-297, 1973 

3. Beck AT: Reliability of psychiatric diagnosis: a critique of sys- 
tematic studies. Am J Psychiatry 119:210-216, 1962 


Am J Psychiatry 137:9, September 1980 





"LETTERS TO THE EDITOR 


a 
~ 


This section contains reactions to Journal articles, statements of opinion, brief research findings or ideas, short 
case descriptions, requests for information, etc. Letters should be submitted in duplicate to the Editor, who 
makes all decisions regarding publication. Letters must be typed double spaced throughout and should not con- 
tain more than 500 words and 5 pertinent references. Criticisms of published articles will automatically be sent 
to the author(s) for response. Letters will be edited for clarity and conformance with Journal style. We regret 
that we cannot inform writers of the disposition of letters or return those which are not printed. 


Propranolol, Chlorpromazine, and Tardive Dyskinesia 


Sır: The exciting results reported in " Low-Dose Propran- 
olol in Tardive Dyskinesia’’ (April 1980 issue) by Norman 
M. Bacher, M.D., and Harvey A. Lewis, M.D., warrant fur- 
ther investigation. However, we wish to alert the authors 
that chlorpromazine was recently demonstrated to signifi- 
cantly increase plasma levels and bioavailability of propran- 
olol in man (1). Chlorpromazine (50 mg given orally t.i.d. for 
5 days) significantly reduced intrinsic clearance and elevated 
steady-state plasma levels of propranolol (80 mg given orally 
t.i.d. for 3 days). There were no associated changes in liver 
blood flow, volume of distribution, half-time, or plasma 
binding of propranolol, and the investigators concluded that 
chlorpromazine inhibits the metabolism of propranolol. 

If this interaction occurs at an enzymatic level, it is also 
possible that propranolol, by competing with chlorproma- 
zine for enzymatic degradation, might increase plasma levels 
and bioavailability of chlorpromazine and other neurolep- 
tics. It is well known that symptoms of tardive dyskinesia 
may be temporarily improved by increasing neuroleptic dos- 
age, but that the symptoms may eventually worsen. Con- 
sequently, it will be important to monitor plasma neuroleptic 
levels in patients receiving combined neuroleptic-proprano- 
lol regimens, and to be aware that the combined administra- 
tion may increase the toxicity of both agents. 
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SAMUEL C. RiscH, M.D. 
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Drs. Bacher and Lewis Reply 

Sir: Dr. Risch and associates have provided important 
new information, postulating a possible mechanism of action 
of combined propranolol-neuroleptic in tardive dyskinesia. 
.Propfanolol may increase neuroleptic levels, thereby sup- 
: pre&íng tardive dyskinesia symptomatology, and Dr. Risch 


LANE issue a caution regarding toxicity. They point 
2 


out the importance of monitoring plasma neuroleptic levels 
in future studies using combined medications. 

We are continuing trials with low-dose propranolol in out- 
patients with tardive dyskinesia who are receiving neurolep- 
tics. In two resistant cases we have increased the proprano- 
lol dose to 80 mg/day, without side effects. Many of our 
psychiatric outpatients are seen for concurrent medical 
problems and receive neuroleptics combined with much 
higher propranolol dosages. We have not seen significant 
side effects or toxicity in these patients. 

One of our origiaal patients, who showed improvement in 
tardive dyskinesia with low-dose propranolol, was not re- 
ceiving neuroleptics; this suggests that the improvement 
may have been caused by propranolol alone. We agree that 
further investigation is warranted. 


NORMAN M. BACHER, M,D. 
Baltimore, Md. 

Harvey A. Lewis, M.D. 
Towson, Md. 


More on Suicide and Women Physicians 


Siri In "Suicide Among U.S. Women Physicians" (May 
1979 issue) Ferris N. Pitts, Jr., M.D., and associates calcu- 
lated the morbid risk for primary affective disorder in women 
physicians as 65.2%. This resembles a claim made bv Craig 
and Pitts (1) more than 10 years ago. It is based on Pitts and 
Winokur's conclusions that all suicides are the result of pri- 
mary affective disorder and that 1096 of the deaths of women 
with primary affective disorder result from suicide. Aside 
from the issue of the first conclusion's validity, we question 
the applicability of the second conclusion to this situation. 
The figure of 10% is based on a sample of psychiatric. pa- 
tients from the general population. Women physicians con- 
stitute a subgroup that differs considerably from the total 
group of women diagnosed as having primary affect:ve dis- 
order. For example, socioeconomic status and intelligence 
probably differ between the two groups, and these variables 
may be associated with psychological factors significant to 
suicidal risk, such as impulse control and variety of coping 
mechanisms. Within a subgroup that was homogeneous with 
respect to these variables and diagnosed as having primary 
affective disorder, the suicide rate might be quite different 
from that of the larger group of patients with primary af- 
fective disorder. As the authors suggested, the only valid 
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way of determining the rate of primary affective disorder 
among women physicians would be through structured inter- 
view studies. Until these are reported, claims that two-thirds 
of women physicians suffer from primary affective disorder 
can only be viewed as highly questionable. 

Women physicians have chosen to pursue professional ca- 
reers in an area that has been traditionally male dominated. 
These women may not display some of the as yet uniden- 
tified aspects of psychological functioning that have served 
in the past to render women less vulnerable to suicide than 
their male contemporaries. With this possibility in mind, it is 
striking to note that Dr. Pitts and associates reported no sta- 
tistically significant difference between the suicide rates of 
men and women physicians. 

Suicide research would benefit greatly from an under- 
standing of the factors underlying differences in suicide rates 
observed between men and women and between physicians 
and nonphysicians. 
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Jon ENNIS, M.D. 
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Migraine and Schizophrenia 


Sir: It is our clinical impression that patients with chronic 
schizophrenic illness do not suffer from migraine headaches. 
Vascular headaches occur in 4% to 15% of the population, 
and recently prevalence of migraine was reported at 7.3% in 
a general adult sample. The incidence of schizophrenia is 
generally estimated at 0.8% to 1%. On epidemiologic 
grounds, one would expect to occasionally see some schizo- 
phrenic patients with migraine. However, in our psychiatric 
clinics and our biofeedback laboratory we have yet to see a 
migraine headache sufferer with chronic schizophrenia, or a 
patient with schizophrenia who also has migraine headaches. 

If this observation of negative correlation between chronic 
schizophrenia and migraine turns out to be valid, it might 
have heuristic value. Both disorders, migraine and schizo- 
phrenia, occur in families, suggesting the possibility of a ge- 
netic component. Abnormal monoamine oxidase functioning 
has been reported in both disorders (1, 2). Both conditions 
show some response to propranolol, a beta-blocker (3, 4). 
Most psychiatrists would agree that chlorpromazine, a phe- 
nothiazine antipsychotic drug, is useful in the treatment of 
schizophrenic illness. Chlorpromazine has been reported to 
be dramatically effective in prophylaxis against severe par- 
oxysmal vascular headaches that are refractory to other 
measures. Methysergide, a 5-hydroxytryptamine receptor 
blocker, is useful in migraine prophylaxis, but reportedly ag- 
gravates symptoms in some chronic schizophrenics. 

This may be looking for the proverbial needle in the hay- 
stack, but biological psychiatry has recently produced some 
interesting insights into the complexity of the schizophrenic 
syndrome. Perhaps an alteration of biogenic amines protects 
patients with schizophrenia from migraine, a quite common 
disorder. Meltzer (5) suggests that there could be a signifi- 
cant relationship between indoleamine and the dopamine hy- 
potheses of schizophrenia. 
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We would be interested in the comments of Journal read-- 


ers on this subject, especially Dia large mi- 
graine clinics. И 
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DiNESH MEHTA, M.D. 
HowaARD WOODEN, PH.D. 
SHOBHANA MEHTA, M.D. 
Terre Haute, Ind. 


The Outlook for Children of Manic-Depressive Patients 


Sir: In "Children at Risk for Manic-Depressive Illness: 
Possible Predictors’’ (September 1979 issue) Clarice J. Kes- 
tenbaum, M.D., theorized that the children of bipolar manic- 
depressive patients may exhibit symptomatolcgy which does 
not take the form of classical primary affective disorder but 
reflects the "fundamental genetic liability" to the condition. 
This is an attractive hypothesis. Dr. Kestenbaum cited the 
report of McKnew and associates (1) and alladed to others 
(2) as support. However, after having interviewed or super- 
vised the interviewing of 67 offspring of patients with bi- 
polar manic-depression, I question Dr. Kestenbaum's prop- 
osition. 

I originally intended to focus on the children of bipolar 
patients in the type of prospective study Dr. Kestenbaum 
advocated. After interviewing 19 such children (6-15 years 
old), I found that the psychopathology of the 11 I jüdged to 
be disturbed was not distinctive in any wav from that of the 
rest of the patients in my clinical practice and did not appear 
to be definite primary affective disorder. 

I shifted the focus of the study to the olde- offspring (16 
years and older) who had entered the age of risk to primary 
affective disorder and for whom there were reliable primary 
affective disorder criteria. Of the 48 interviewed to date, rep- 
resenting the offspring of 16 bipolar patients (2 had com- 
mitted suicide and 1 refused to be interviewed), 18 met the 
Research Diagnostic Criteria (3) for primary affective dis- 
order and 8 for other psychiatric disorders. The mean age of 
the offspring was 27 years and the mean age bf primary af- 
fective disorder onset was 16 years (range, 10-31 years). 

Compared with their well siblings, those offspring with pri- : 
mary affective disorder did not show a decline in their 
achievement, before the onset of their illness nor were they. 
more likely to have previously come to the attention of psy- 
chiatrists or other mental health workers. " 

These results are in accord with those reviewed elsewhere 
(2). Thus, in answer to Dr. Kestenbaum's question, what / 
are the indications that a child with behavior disorder, hy-, 


peractivity, or neurotic symptoms may be ar risk foy Uy 
LI 
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' manic-depressive illness, may be exhibiting а manic-depres- 
sive variant, or the symptoms are evidence of manic- 


depressive finess per se?” опе may reply that although the 


-children of.bifolar patients may be at enhanced risk to psy- 


cltopathology and to school-related problems, unless the 
condition is clearly concordant with primary affective dis- 
order there is no substantial evidence it will evolve into frank 
primary affective disorder. 

Nevertheless, living with a parent suffering from Bisous 
manic-depression can in itself be a traumatic experience and 
may explain some of the symptomatology that younger off- 
spring exhibit, either as a reaction to, or an identification 
with, the sick parent. 
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B. WATERS, M.B.B.S., Dip. PSYCH. 
Ottawa, Ont., Canada 


Dr. Kestenbaum Replies 


Sir: Dr. Waters has observed that in his clinical evaluation 
of the offspring of bipolar manic-depressive patients, only 11 
ofthe 19 children interviewed (aged 6-15 years) were psychi- 
atrically disturbed; the type of psychopathology, moreover, 
was not found to be distinctive in any way from that of other 
patients in his clinical practice. My intention has been to 
search for possible biological markers before the appearance 
of clinical symptoms, which are usually manifest by late ado- 
lescence in those destined to have a manic-depressive dis- 
order. Thus I noted the finding that psychological test 
scores of children of bipolar probands had, to a significant 
degree, a substantial verbal-performance WISC differential 
in the direction of lowered performance scores. I agree that 
the clinical symptomatology itself was not distinctive, but 
coupled with positive family history and lowered perform- 


` ance scores, it suggested vulnerability to a manic-depressive 


disorder in adult life. 

I have noticed that many children of manic-depressive pa- 
tients. even when exhibiting some psychopathology, were 
not given psychological tests. Often these tests were omitted 
because the children were bright, verbal, and functioning 
well at school. A double-blind study currently under way 
should help to clarify some of these issues. I certainly agree 
with Dr. Waters about the traumatic effects of living with 
manic-depressive parents; psychopathological reactions in 
the face of intrafamilial stress cannot be ignored. 

. ` CLARICE J. KESTENBAUM, M.D. 
] New York, N.Y. 
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Горси Data and Insanity Acquittals 


51% Henry J. Steadman, M.D.'s call for empirical data to 
Peery legislative and administrative decisions in "Insanity 
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Acquittal in New York State, 1965-1978" (March 1980 issue) 
deserves: hearty support. Dr. Steadman showed that data 
from different states can add to our general understandiag of 
the effects of different legal procedures. However, data de- 
rived only from mental health files, correctional admissiors, 
or the judicial system cannot tell all that is needed to irace 
the operation of a statute. 

Comparing insanity acquittals with corrections admissions 
on the basis of sex and ethnic background could enhance the 
meaning of other cross-departmental comparisons within the 
same state. The value of data coordinated among several 
governmental departments may be further illustrated by 
questions that arise from review of Dr. Steadman’s tables. 

For data arranged by type of crime, the disparity between 
the relative frequency of offense and insanity acquittals is 
striking. Burglary, a frequent offense, leads to only 2.5% 
(1965-1976) or 7.3% (1976-1978) of insanity acquittals, while 
murder, a far less frequent offense, leads to 53.4% or 43.5% 
of insanity acquittals. New York criminal justice data on the 
frequency of different offenses, frequency of prosecutions, 
and frequency of insanity pleas, consideréd with Dr. Stead- 
man’s data, could tremendously enhance efforts to traze the 
workings of insanity defense statutes. 

Cross-departmental data would be indispensible in 5b:ec- 
tively analyzing whether the higher rate of insanity acquittals 
for murder results more from a murderer’s psychological 
condition (compared with a burglar’s psychological zoadi- 
tion), from underlying assumptions by trial participants 
(murder is insane. but burglary isn't), or from trial par-ici- 
pants’ contemplation of the severity of punishment should 
the defendant be found guilty. Judicial system information 
about the prevalence of both pleas and acquittals, ar-ar.ged 
by judicial district, by court, by prosecutors, by defense at- | 
torneys, and even by expert witnesses could also helo in 
analyzing the operation of such laws and local grounc rules. 

Dr. Steadman is more aware than most of us of the admin- 
istrative difficulties in attempting to collect systematic and 
comparable data from different state departments. However, 
if his call for more empirical foundations for policy decisions 
is to be adequately implemented, some central authority 
must mandate funding for studies that cross departmental 
lines within the same state. 


Davip W. Rose, PH.D. 
Pueblo, Colo. 


A Sterile Theory of Depression? 


Sir: Only with some trepidation would I criticize the work 
of Dr. Aaron T. Beck, who has contributed so much to our 
knowledge of depression; yet it would be a disservice to him 
to withhold a candid response. Despite the success cf nis 
cognitive therapy, Dr. Beck's view of depression as & prima- 
ry thought disorder is fallacious as discussed in Cognitive 
Therapy and the Emotional Disorders (reviewed by Mardi J 
Horowitz, M.D.. December 1979 issue). 

In response to Drs. Kovacs and Beck's "Maladaptive 
Cognitive Structures in Depression” (May 1978 issue) Mark 
T. Schreiber, M.D., pointed out that "the authors interpret 
in a causative role what others have considered to be merely 
the symptoms or effects of depression" (1). Drs. Kovacs апа 
Beck replied "that the cognitive mode: has a greater ex- 
planatory power of the phenomena of depression taan othe: 
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psychological models presented to date. The model, how- 
ever, does not address the ultimate etiology or cause of uni- 
polar depression; which may encompass hereditary pre- 
disposition, faulty learning, brain damage, biochemical ab- 
normalities, or any combination thereof’ (2). 

I agree that current theories of depréssion are limited. 
However, regardless of ultimate etiology or cause, the pri- 
mary level of psychopathology of depression is affective, not 
intellectual, although an intellectual approach in therapy 
may be successful. Unfortunately, the clinical sciences have 
a relatively minimal effect upon unipolar depression given 
the incidence of this syndrome in our society today. We ur- 
gently need a fresh approach to this ubiquitous problem. Per- 
haps something as simple as viewing depression as the ab- 
sence of pleasure might point us in a more positive direction. 
I do not mean to underestimate the complexity of the prob- 
lem but it does seem that current psychological theories of 
depression have been sterile. 
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EAnL CoHEN, M.D. 
- Marina Del Rey, Calif. 


Apartheid and Psychiatry 


. sir: Distance has shielded me for almost 18 years from 

having to grapple mentally with the complex political situa- 
tion in South Africa. However, the stirring Report of the 
Committee to Visit South Africa (November 1979 issue) de- 
marids that from my knowledge of my native land until 1962 
Т either agree with the observations, repudiate them, or com- 
ment constructively. 

Unfettered political comment in South Africa became in- 
creasingly difficult after 1948, when the current governing 
party first gained control on the strength of their apartheid 
policies. The battle lines were drawn and the crossfire be- 
tween white Afrikaner Christian nationalism and black Afri- 
can nationalism became a real threat to those who could not 
comfortably identifv with either group. For those like my- 
self, progressively extruded by a process which made little 
allowance for compromise or for shades of political dif- 
ference, the conscious choice to leave became more attrac- 
tive. After the 1960 Sharpeville event, the emigration of 
those who felt disenfranchized gained momentum, and the 
meager ranks of South African psychiatrists became more 
meager still. 

I believe I have some understanding of the conflict con- 
fronting my South African colleagues who attempt to present 
South African psychiatry in a favorable light. I personally 
have no knowledge of the Smith Mitchell operations, but am 
familiar with the "bachelor compounds” for the black mine 
laborers and completed part of my psychiatric training in 
both Weskoppies and Sterkfontein, two of the mental hospi- 
tals visited by the committee. In 1977, when the accusations 
were first levelled at South African psychiatry for in- 
carcerating political prisoners in mental hospitals and abus- 
ing ECT, and psychotropic drugs for political purposes, 1 
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knew them to be absurd, and I knew from my contact with - 
former colleagues that no major shifts еер pol- 
icy had occurred since my departure in 19822 s 4 PA com- 
mittee's findings confirmed that view. The АЗА committee | 
also confirmed that the psychiatrists and :he professional 
staff they interviewed were hospitable, gracious, and candid. 
They were not evil people. 

South Africa is unique in its intense contrasts and con- 
tradictions. Black domestic servants daily teuch on the most 
intimate aspects of their white employers’ lives, but genuine- 
ly share few experiences. The committee aptly described 
this paradox: '' We have tried to be as objeczive as we could 
be, as foreigners confronting for the first time a country - 
whose astonishing physical beauty and hcspitable people 
were in such stark contrast to the ugliness of its apartheid 
system." 

The South African ruling party has been consistently re- 
turned to power by the white electorate for more than 30 
years. It is driven by the long-standing Azrikaner fear of 
being overwhelmed not only by blacks but also by whites of 
any different ethnic or religious background. Despite the op- 
portunity to create a more comfortable racia. balance by en- 
couraging white immigration, when this governing party 
gained power in 1948 it immediately restricted the flow of 
immigrants from Europe. Having lost opportunities to 
change gradually, many membets of the governing party 
have become locked even more rigidly into their apartheid 
posture, believing any shift that increases the financial or 
political power of blacks will hasten black majority rule. 

Most of the APA committee's observations probably re- 
flect or approximate the true state of affairs. Apart from 
some exceptional facilities, hospitals for blacks provide less 
comfort and fewer amenities. If the medical records the com- 
mittee inspected reflected no physical examination before 
transfer from the mental hospital to the Smitk Mitchell facili- 
ties, one must assume that no such examination was done. 
This applied in larger measure to the black patients, yet the 
records of some white patients similarly lacked any refer- 
ence to a physical examination. An inspecticn of U.S. state 
hospitals and the medical plight of our deiastitutionalized 
mentally ill would give us little to crow about, but the dis- 
crimination here is against the mentally ill, not on the basis 
of race. 

The APA committee roundly condemned the policies of 
apartheid and the inferior care provided to black psychiatric 
patients. From their observations it would be difficult to 
draw other conclusions. However, I find myself unable to 
agree entirely that the committee's findings substantiated the 
allegations of social and political abuse of psychiatry. The 
absence of any evidence of the punitive use of psychiatric 
incarceration and treatment, of evil intent on the part of the 
caretakers, and the total disregard for political partv affilia- 
tions among the mental health professionals characterize the 
system as vastly different from that which exists in the So- 
viet Union. The committee's criticism focuses essentially on 
the fact that the policy of apartheid has infiltrated deeply into 
every aspect of living, including psychiatric care. The quar- 
rel is therefore with the official policy of aparzheid, not withe 
psychiatry or its practitioners who, sorely derleted in ranks, 
battle against great odds to provide what care they can in the 
best tradition of medicine. N 


FreD Н. FRANKEL, M.D., CH.B., О.М. „ 


Beston, үү 3 


* 


Am J Psychiatry 137:9, September 1980 


The Biochemistry of Panic and Depression 


SIR: а Prolapse Syndrome іп Agoraphobic 


. Patients" (Agril 1980 issue) Jerry Kantor, M.D., and associ- 


a 


ates described the high rate of mitral valve prolapse syn- 
drome (MVP) in agoraphobic patients. Like these authors 
and other clinicians, I have noted this in my patients and 
would like to comment on pharmacotherapy. Of a group of 5 
agoraphobic patients with MVP (diagnosed by auscultation 
and/or echocardiography), 3 responded to imipramine and 2 
to phenelzine after an unsuccessful trial on tricyclics. In all 
instances the drug response occurred within 1 week after ini- 
tiation of an appropriate dose of medication. Dr. Kantor and 
associates suggested a feedback loop in this syndrome, par- 
tially dependent on the hyperadrenergic state demonstrated 
by Boudoulas and associates (1). This feedback loop is anti- 
thetical to a therapeutic tricyclic or MAOI response if one is 
an advocate ofthe catecholamine hypothesis. If one does not 
"buy" the latter paradigm, the idea of an antidepressant 
drug inhibiting a hyperadrenergic state poses some fascinat- 
ing possibilities about the biochemistry of panic, depression, 
and the mechanism of action of antidepressant medication. 
How intimate is the relationship between panic and depres- 
sion? Do both include a hyperadrenergic state? Do antide- 
pressants exert a direct antiadrenergic effect? 
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ALLEN T. РАСК, M.D. 
Marina Del Rey, Calif. 


On Suing Psychiatrists 


Sir: I would be most grateful if members of the profession 
would share any information on suits filed or threatened 
against psychiatrists for a publication on litigation involving 
psychiatrists. 


RALPH SLOVENKO, M.D., PH.D. 
Professor of Law and Psychiatry 
Wayne State University Law School 
Detroit, Mich, 48202 


Failures of the Asylum or of Community Treatment? 


Sır: In The Death of the Asylum: A Critical Study of State 
Hospital Management, Services, and Care (reviewed by 
Robert L. Okin, M.D., January 1980 issue) John A. Talbott, 
M.D., wrote, ‘State hospitals as they are currently consti- 
tuted do not work, seem designed not to work, and have 
never worked.” i 

Igotthe book to see for myself the evidence for this state- 
ment. I found a thorough exposition of why mental hospitals 


shouid not work and seem designed not to work. They are - 


remoje and big, managed by crises instead of by plan. They 
‘are £^er-regulated, buried in paperwork, have poor press, 
poortleadership, and are beset by legal and political inter- 
ferente. The staff is untrained, employee incentive is low, 
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patients are lower class, budgets are insufficient, and the 
public and legislature are indifferent. 

However, I found no evidence in the book of a scientific or 
research nature to prove that mental hospitals do indeed not 
work. In the long life of a public mental hospital chronic 
stayers and frequent repeaters accumulate, but there are also 
thousands who pass through who are never seen again. 
There is also the question of what the patients who make up 
the chronic population would be doing, if they survived at 
all, in the absence of the asylum. During the 1960s it became 
a truism that mental hospitals created all those chronic pa- 
tients through mechanisms called dehumanization and insti- 
tutionalization; this remains a truism in the minds of many. 
One of the problems that has beset asylums over the years is 
lack of funding for outcome research (although anthropolo- 
gists and sociologists have come from academia to spend a 
few months looking at the cross-sectional picture). As far as 
1 can ascertain there is relatively little research evidence to 
prove or disprove a thesis about whether asylums work. 

Fort Logan Mental Health Center, one of the outstanding 
public mental health facilities in the 1960s, was designed to 
avoid the effects of institutionalization. Kraft and associates 
(1) documented the accumulation of hardcore, long-stay pa- 
tients at Fort Logan after 4'/2 years of operation. They found 
the diagnosis of these long-stay patients to be ‘е old famil- 
iar one of chronic schizophrenia." 

Dr. Talbott mentioned that the state hospital population 
decreased from a high of 558,992 in 1955 to 193,436 in 1976. 
This was largely due, Dr. Talbott implied, to an increased 
number of inmates in other kinds of institutions. No doubt 
there is an irreducible basic population of institutional de- 
pendents, but during the years 1955 to 1976 millions entered 


Why are those who do return considered failures of the asy- 
lum rather than failures of community treatment? 
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Intrapsychic Structural Effects of Psychiatric Research 


Sir: In "Intrapsychic Structural Effects of Psychiatric Re- 
search” (December 1979 issue) Samuel G. Siris, M.D., and 
associates presented a stimulating, humane approach to 
some major issues about inpatient psychiatric research. 
Although I am in almost complete agreement with them (1), 
I noticed several points that warrant further discussion. 

First, I thought that the authors tended to switch back and 
forth between the use of a phenomenologic model (capacity 
for delay) and the use of a psychoanalytic approach or model 
(relationship with the superego). I found the article to be par- 
ticularly interesting when the authors concentrated on thei- 
observations and on the clinical vignettes, e.g., the patien: 
who interpreted blood drawing as an act of rape. Did the 
authors feel that discussion of structural theory and super- 
ego constructs was needed to make their major points? Wh 
include the additional philosophical/structural constructs? 


‘and left the mental hospital system, some never to return. - 
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Second, the concluding paragraph stated that “many as- 
pects of the research may well be adopted into the patients’ 
reintegrating structures,” implying that this may well affect 
therapeutic outcome. It seems that such experiences mainly 
affect patients’ behavior in the hospital, which is important 
for day-to-day management and for the building of the thera- 
peutic alliance. To the extent that such alliance building is 
important and may affect outcome, the authors may be cor- 
rect. Yet, outcome and psychic reintegration are complex 
issues. Without more convincing evidence on either issue, 
Dr. Siris and associates' more far reaching arguments are 
fundamentally unsupported. In my experience, these re- 
search issues are of notable but minor importance and are 
almost always washed out” by such factors as individual 
medication response, family issues, and the availability and 
funding of adequate follow-up treatment. I am not convinced 
that the patients' intrapsychic structures and outcome are as 
strongly affected as the authors implied. 

Finally, patient-research subjects must be treated humane- 
ly and fairly. It is sad that these patients are sometimes 
treated as research tokens. Although academic pressure was 
not spec:fically discussed in the article, it may be an impor- 
tant factor contravening the adoption of the procedures that 
Dr. Siris and associates recommend. 
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Dr. Siris and Associates Reply 


Sir: We appreciate Dr. Braff and associates’ contribution 
to the literature on the interactions between inpatient care 
and psychiatric research, and his thoughtful comments on 
our article. We are happy to take this opportunity to rectify 
some misunderstandings that our article may have engen- 
dered. 4 ` 

We regret if we confused readers with our descriptive pre- 
sentation of clinical phenomenology within the conceptual 
framework of the psychoanalytic "structural" theory. We 
observed that this model of psychic functioning was quite 
valuable in understanding interactions between the reevolv- 
ing organ:zational structure of patients' minds and the organ- 
izational structure of the ongoing research. We intended no 
phenomenological model. Rather our intention was to pre- 
sent emp:rically observed phenomena within the structural 
model. In this, for example, "capacity for delay,” as an ex- 
ecutive mental operation, is an ego function (1). Similarly, 
"superego' is a set of executive mental operations con- 
stituting a related part of the psychic structure. We are stim- 
ulated by Dr. Braff's implication that other models of the 
mind may provide a fruitful conceptual background for un- 
derstanding the impact of constellations of external organi- 
zation, suzh as research, on the human mind. We found that 
the psychoanalytic structural model of the mind was particu- 
larly felicitous for this. 

In his second point, Dr. Braff generously extended the 
therapeutic impact of the phenomenon we described to the 
point of comparison with medication response, provision of 
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follow-up care, and the understanding of fanrilv interactions. * 
It certainly was not our intention to disci E influ- 
ence of the structure of research on man chiatric 
symptomatology was comparable quantitatively to those po- 
tent clinic modalities. Properly executed rescarch'is not sup- 
posed to be a clinical modality; it is supposec to be research. 
Nevertheless, the structure of aspects of research function- 
ing did seem to have a clear influence on the structure of 
aspects of patients' psychic functioning. This was a more 
qualitative observation, which we found instructive and 
which did suggest to us that a process was ir deed afoot that 
could potentially affect patients' adaptive caracities one way 
or the other. ' 

In respect to Dr. Braff's third point, we could not agree 
more that humane and fair treatment of patient-research sub- 
jects is intrinsically right. Although it was nat zentral to the 
specific thesis of our paper, we certainly join him in his con- 
cern that academic pressures may work to tae detriment of 
the best patient care. Since these pressures are, unfortu- 
nately, natural and to a certain extent unavcidzble, the judg- 
ment and expertise of every researcher stend to be chal- 
lenged. 
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Positive Experiences in Bipolar Patients 


SIR: As reported in **Clouds and Silver Linings: Positive 
Experiences Associated with Primary Affective Disorders” 
(February 1980 issue) Kay R. Jamison, Ph.D.. and associ- 
ates asked groups of euthymic or mildly depressed unipolar 
and bipolar patients if their mood swings hac effected such 
personality characteristics as overall psycholcgical sensitivi- 
ty, sexual enjoyment, productivity, creativity, and social 
outgoingness and ease. Although the two grcups did not dif- 
fer on the overall psychological sensitivity variable, bipolar 
patients reported significantly more positive experiences re- 
lated to the effect of their mood swings on personality and 
productivity than unipolar patients did. The only apparent 
explanation offered for these group differences concerns the 
scales used to assess the bipolar patients during periods of 
hypomania and mania. Since these scales were designed to 
assess positive rather than negative attributes of affective ill- 
ness, a possible positive response bias in the bipolar group 
may have existed. : $ 

Our research with depressed patients suggests that adapt- 
ive bipolar defense mechanisms provide an acditional ex- 
planation for the results we obtained. First social desir- 
ability (e.g., subscribing to those characteristizs that ax de- 
sirable in our society so as to appear in the most favdrable • 
light) and depression are significantly related ‘г= — 65) in 


) 
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-bipolar depressed groups but are not related (r=.07) in uni- 
polar groups (1). I ntrast, individuals with high anxiety 
(e.g:, п оу with the bipolar group [2]), 
seem to endogse socially undesirable response sets. Behav- 
іоҳаПу ratéd compared with self-reported assessments of 
unipolar and bipolar groups do not elicit significantly dif- 
ferent psychological characteristics (3). Second, bipolar de- 
fenses against the stress of depression appear to be consid- 
erably more adaptive than those of the unipolar group to the 
extent that self-reports of dysphoria and anxiety are attenu- 
ated in the former group (4). Thus bipolar groups are fre- 
quently described as ‘‘normal’’ when, in fact, this designa- 
tion should be strictly limited to comparisons with unipolar 
groups. Third, bipolar depressed groups give evidence of 
their acaptive defenses on tests of self-report through the 
mechanism of denial (5), a defense long associated with 
hypomania. It can be inferred, then, that the more successful 
adaptation to depression in bipolar depressed patients com- 
pared with unipolar depressed patients presents a more posi- 
tive, "normal," and healthy psychological picture. 
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Tips from a Chart Browser 


Sir: In this modern era, when we discharge psychiatric 
patients weeks or even days after they have been admitted 
and worked up, there is a need to assist trainees of all helping 
professions in writing up rapid case histories. To wit, I offer 
the following ‘‘tips’’—apologizing for a term more redolent 
of off--rack betting than of the medical model, although our 
passion for follow-up studies often makes us more interested 
in how our patients fare at the end of the race than how they 
presert themselves at the starting-post of our institutions. 

The following charting rules of thumb can be applied to all 
inpatients and to the vast majority of outpatients in a hospital 
setting: 

1. You can always say that the patient is "suffering from 
low self-esteem." You will be wearing your more analytic 
shat, however, if you factor out the most successful aspect of 
your patient's personality functioning and then say that "this 
area of apparent strength is used to cover over issues of low 
self-esteem.” This sort of statement is 100% safe to make in 
all cfes—almost as safe, in fact, as saying that a patient’s 
,condigon has ‘tan underlying affective component." This is, 
after dil, an age of intense affects. 
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2. Every patient should be said to have "constitutional 
factors contributing to (or predisposing to) the development 
of” an acute psychotic break, a major depression, et cetera. 

3. Attribute your patient's peculiar inability to weather the 
stresses of life that assault us all either to (but never to both) 
“deprivation” or "overindulgence," preferably some time 
during the first two years of life. This follows a long psvchiat- 
ric tradition of making use of opposites, albeit one at a -ime, 
to explain whatever phenomena one happens to be observ- 
ing. 

4. All patients are "ambivalent." Have you ever met any- 
one, your own analyst included, who didn't manifest `“ип- 
conscious conflicts," especially around “sexuality and ag- 
gression’? 

5. Ifthe patient hates all the staff on the unit but likes you, 
then he is ‘‘capable of good object relations, if given the op- 
portunity for a one-to-one relationship.” If he likes every- 
body else but hates you, then he is clearly "splitting." Simi- 
larly, if you like the patient but hate your fellow staff, you 
can blame your patient's regressions on “tensions among 
staff" that your sensitive patient is alertly "responding то,” 
and wow everyone by referring to these as "'Stenton- 
Schwartz phenomena.” 

6. In the prognosis section of your case history be s.ire to 
make some statement implying that "the prognosis is guard- 
ed” if your miraculous treatment plan cannot be established. 

7. If at all possible, look for and find: congenital stigmata, 
records of a low Apgar, soft neurological signs, abnormal 
reflexes, or a really loaded family psychiatric history. If you 
can't find these, call in anyone from a neurologist to a geneti- 
cist so he or she can find them. 

8. For God's (and Bob Spitzer's) sake, never use o` refer 
to or even dream about any diagnostic nomenclature other 
than the litany, DSM-III. E 

Now hop to it and catch up on that backload of charts 
you've been putting off for weeks; there's really nothing to 
it, once you've been around. 


RoN CHARACH, M.D. 
White Plains, N.Y. 


Telephone Contact and Questionnaire Response 


Sir: I am writing in response to Alvin A Rosenfeld, 
M.D., and associates’ request (1) for reports of experience 
with a questionnaire respondent recruitment techniqu2 simi- 
lar to the one they used in their study of Palo Alto families. 
Dr. Rosenfield and associates telephoned potential respon- 
dents to explain the purpose and design of their study before 
mailing questionraires. This step increased their response 
rate greatly over that which is usually reported for mail sur- 
veys. „©; 

Last year I used a similar method with similar good re- 


` sults. I solicited the participation of 117 clinical psychology 


graduate students for the first part of a longitudinal study of 
professional development. Sixty-three were contacted by 

telephone: the other 54 were sent letters explaining tre proj- 
ect with postcards to be mailed back if they were wi ling to 
participate. Ninety-eight percent of the graduate students 
contacted by telephone agreed to participate: 74% cf them 
returned the questionnaires. Fifty-two percent of the gradu- 
ate students contacted by mail agreed to participate; 79% of 
them returned the questionnaires. In Dr. Rosenfield and as- 
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sociates’ study 97% of those contacted by telephone agreed 
to participate, and 86% of them returned the questionnaires. 
The percentage of those agreeing to participate when con- 
tacted bv telephone is virtually identical to the figure report- 
ed by Dr. Rosenfield and associates; a far smaller percentage 
of those contacted by mail were willing to fill out the ques- 
tionnaire. However, once the decision to participate was 
made, those initially contacted by mail and by phone re- 
turned completed questionnaires at almost the same rate. 
This suggests that the crucial step in recruitment for such 
studies is securing the respondent's commitment to com- 
plete the questionnaire. Telephone contact is more effective 
in eliciting this initial commitment, perhaps because it allows 
the potential participant to ask questions and resolve any 
doubts he or she may have about the project. Telephone con- 
versations also set up a quasipersonal relationship between 
researcher and respondent that makes saying no difficult. 
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Correction 


On page 849 of "Haloperidol Excretion in Human Milk” 
by Ronald B. Stewart, M.S., Barry Karas, and Philip K. 
Springer, M.D., in the July 1980 issue, the fourth sentence of 
the last paragraph should read, **. . . an infan: could receive 
a maximum of 0.0075 mg/day of haloperidol.” 
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The Borderline Syndrome: Constitution, Personality, and Ad- 
aptation, by Michael H. Stone, M.D. New York, N.Y., 
McGraw-Hill Book Co., 1980, 530 pp., $27.50. 


During the past decade many American psychiatrists have 
shown considerable interest in the group of disorders sub- 
sumed under the borderline rubric. Although competing the- 
oretical formulations abound on the subject, very few empir- 
ical studies have been conducted. Some of these formula- 
tions, particularly those in the tradition of Melanie Klein, are 
not intelligible to many nonanalytical clinicians. Further, as 
Perry and Klerman (1) have cautioned, the concept is being 
used somewhat indiscriminately for an increasing number of 
heterogeneous patient populations. Neo-Kraepelinian psy- 
'chiatrists have generally voiced dissatisfaction with the con- 
cept, which they find too nebulous for formal diagnostic pur- 
poses. Many dynamically oriented psychiatrists, on the oth- 
er hand, point to the inherent clinical utility of a broad 
concept that identifies patients who are borderline in their 
suitability for psychoanalytic treatment. The views of the 
dynamic camp have been expressed more flámboyantly, but 
criticism by the neo-Kraepelinian camp has also sporadically 
appeared. The split of American psychiatrists on the subject 
of borderline patients is perhaps best portrayed by the No- 
vember 1978 issue of the Journal, in which the lead article by 
Shapiro was devoted to an extensive theoretical review of 
the developmental psychopathology of these patients and 
the last article was a scathing critique of the concept by 
Rich. 

Dr. Michael Stone has written a critical appraisal of the 
borderline concept that should satisfy both camps. Indeed, 
this is a unique book. The author, an analytically trained cli- 
nician, attempts to validate a concept developed largely 
within the analytical tradition by recourse to methods devel- 
oped by descriptive and biological psychiatry. Because of 
this methodological advance, Dr. Stone's monograph can be 
considered a landmark in American psychiatry. 

Beginning with Stern, analytical writers were concerned 
with the early identification of patients who were ‘‘falling 
apart on the couch.’’ Within a linear dynamic logic of de- 
compensation into psychosis, early discussions of borderline 
patients almost invariably referred to borderline schizophre- 
nia (chapter 1). This was in line with the broader Bleulerian 
concept of schizophrenia. Eventually, however, Knight and 
others (table 7-1, pp. 163-164) foresaw the greater affinity of 
these disorders to the affective psychoses. The major clinical 
accomplishment of Dr. Stone's work is the convincing argu- 
ment that psychostructurally defined borderline patients (ac- 
cording to Kernberg's schema) are on the genetic border of 
the affective rather than the schizophrenic disorders. By un- 
dertaking an extersive investigation of morbidity risks for 

affective and schizophrenic disorders in first-degree biologi- 
cal relatives of borderline probands (chapter 4), the author 


has shown a significant excess of affective but not of schizo- 
phrenic disorders. 

Most previous workers have attempted to delineate the 
genesis of borderline psychopathology in developmental dy- 
namic terms. Dr. Stone further traces this to its literal ge- 
netic origins: 


The suggestion of a hereditary factor is no new dis- 
covery. It was, if anything, taken for granted by the psy- 
chiatric and psychoanalytic communities until the sec- 
ond generation of psychoanalysts began to adopt a more 
linear and purely psychological model of causation. (p. 
7) ' | 


In his critique of unidimensional models of character for- 
mation, Dr. Stone attempts to reformulate dynamic theories 
within the larger frame of psychiatry. He thereby renders an 
invaluable service to the discipline of psychoanalysis. Fu- 
ture contributions by the dynamic schools will be more 
meaningful when evaluated by the same canons of research 
methodology that psychiatry at large is finally adopting. Dr. 
Stone's monograph can serve as a touchstone toward such 
efforts because it is explicitly based on the premise that dy- 
namic concepts— no matter how internally consistent —may 
eventually lose their heuristic value if not examined in the 
light of other approaches that can function as external vali- 
dating criteria. For that matter, without susceptibility to 
such external validation, all psychiatric concepts are tenta- 
tive at best. | 

The clinical popularity of borderline diagnoses in recent 
years has been disproportionate to their nosologic validity 
(1). Dynamic thinking on the characterological pathology 
may fascinate clinicians, but, unfortunately, it can also give 
them a sense of premature certainty about the origin and 
treatment of this diverse group of ‘‘primitive’’ personality 
disturbances. In defense of the clinician, it is only fair to 
mention that until recently borderline cases often could not 
be classified within traditional diagnostic categories. 

Now that operational criteria—largely based on Gun- 
derson's work—have been proposed by DSM-III, it is fea- 
sible to follow up such cases for eventual nosological clari- 
fication. In his review of recent nosological approaches 
(chapters 8-10), Dr. Stone concludes that only a small mi- 
nority of borderline patients fit into the schizotypal group 
(genetically on the border of the schizophrenias), while the 
majority constitute such early or ‘‘dilute’’ forms of affective 
disorder as dysthymia, cyclothymia, and bipolar II /geneti- 
cally on the border with affective disorders). Furtherniore, 
Stone's probands were at high risk for developing affective 
disorders—both depressive and manic decompensations— 
during psychoanalytic therapy (chapter 8). 

Thus, both phenomenological and genetic approaches 
seem to converge in placing borderline patients on the bor- 
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der of affective illness. (Other evidence that has appeared 
since the publication of this book and that supports this con- 
ceptualization is early escape from dexamethasone suppres- 
sion (2; and shortened REM latency (3) іп many borderline 
patients examined with the use of these biological markers 
for affective disorders.) The other two conceptualizations of- 
fered by the author iriclude conditions borderline to the ge- 
netic interphase between schizophrenic and affective illness 
and an intermediary character formation between neurosis 
and psychosis. The former viewpoint is at present only a hy- 
pothetical possibility because the nosological status of schiz- 
oaffective states themselves is unsettled at this time. The lat- 
ter viewpoint is not acceptable by contemporary nosologic 
standards (e.g., DSM- Ш), which find no evidence for the 
existence of a unitary ‘‘neurosis’’ or a ‘‘psychosis.”’ 

As the schizotypal disorders and the heterogeneous group 
within the affective spectrum—including the related sub- 
stance use disorders—are-more clearly delineated, the term 
“borderline” itself may become unnecessary (4). The bur- 
den of proof for sustaining the use of borderline as a distinct 
personality operation (on axis П of DSM-III) rests with au- 
thors who claim a more or less specific developmental psy- 


chopathology generic for this heterogeneous group of dis- 


orders. 

It would have been preferable to address the nosological 
and phenomenological issues (chapter 8) before the lengthy 
chapter on the genetics of affective and schizophrenic dis- 
orders, which are competently discussed but are abundantly 
available in other books. Furthermore, case material could 
have been introduced at appropriate junctures into the main 
text of the book, instead of being relegated to a terminal 
chapter. Redundancy could thereby have been avoided, re- 
sulting in a text two-thirds of the present size. Fortunately 
the auffhor’s concepts are condensed and illustrated through 
the medium of diagrams and tables, of which figure 8-9 is 
perhaps the best. 

Despite minor shortcomings in form, this is a very read- 
able book. It should be read, however, at multiple sittings. 
The author’s elegant style assists in achieving conceptual 
clarity. Indeed, both descriptive and dynamic psychiatrists 
who тау have been mystified by the plethora of publications 
on the subject will find this monograph both lucid and in- 
formative. This very clarification, which may eventually re- 
sult in the nosologic demise of the borderline concept as is 
happening with the dual parent concepts of ‘‘neurosis” and 
‘‘psychasis,’’ could paradoxically. prevent the book from be- 
coming a classic! 
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Fin de Siècle Vienna: Politics and Culture, by Carl E.- 
Schorske. New York, N.Y., Alfred A. Жор}, 1980, 378 pp., 
$15.95. 


Books which are both heavy and light reading dre a specjal 
breed indeed, but this book has both those qualities. It is an 
intensive exploration of the intellectual, social, and cultural 
life of Vienna at the turn of the century. It presents a con- 
vincing case that, much as tiny fifth-century Athens was the 
cradle of classical rationalism, fin de siécle Vienna was the 
Source from which the tormented and irratioral modern era 
was born. This book describes how that rather traumatic 
birth occurred. Its content is demanding; tut its very rich- 
ness and density also make it fascinating erd exciting read- 
ing. New ideas and insights sparkle all through the book. 

Its method is that of intellectuai and socizl history, focus- 
ing on a small slice of time and exploring it іг careful detail 
so that the grain and texture of the era become immediate 
and vivid. Schorske reconstructs the Vienna of Freud and 
his contemporaries as it existed during the final decades of 
the nineteenth century, showing how in one aspect of life 
after another an old order of tradition and discipline died and 
a new one emerged that emphasized individaality and rebel- 
lion. Schorske describes fin de siècle Vienna as perhaps the | 
last city in Europé to remain small enough for the intellectual 
elite to know one another well and to excharge and cross- 
fertilize one another's ideas. One senses the excitement that 
must have prevailed in this unique environment as revolu- 
tionary new ideas were presented in one field after another— 
in the art of Klimt, the psychology of Freud, and the music 
of Schoenberg. 

The book contains seven chapters, several of which were 
published initially in historical journals and which received 
wide recognition and acclaim among Schorske's peers. The 
first chapter sets the theme of the book by arguing that the 
crucial characteristic of our modern era is our [08$ of a sense 
of history, our lack of a sense of continuity with our past, 
even our desire to destroy the world that ou: fathers created. 
But our fragmentation has not only been lorgitudinal and 
chronological; it has also been cross-sectio1al and spatial. 
The various intellectual disciplines have become so inde- 
pendent of one another that art, sciénce, ard politics no 
longer aspire to communicate with one another. The age of 
the synthesizers and universal geniuses is gore, broken apart 
by an era of analysis and specialization. 

Subsequent chapters explore how these changes occurred 
in various fields. The second chapter examines two literary 
figures of late nineteenth-century Vienna, Hofmannsthal and 
Schnitzler, showing how they struggled with the problem of 
the loss of traditional liberal ideas and solved it by sub- 
stituting psycliological and aesthetic values. The third chap- 
ter explores the relationship between architecture and social 
change. It contains a fascinating description of the develop- 
ment of the Ringstrasse, showing how Viennese taste in pub- 
lic buildings and private apartments mirrored the changes 
that were occurring in social structure and va.ues. The chap- 
ter is liberally illustrated with photographs af the buildings 
described. It makes one long to walk through the. streets, 
look at the facades of buildings, and see and understand 
them with a perspective enormously enrichec by Schorske's 
insightful descriptions of how they came into existence. 

Subsequent chapters focus on politics, psychology, art, 
and music, weaving in new themes and ideas. The rgots of, 
anti-Semitism, Zionism, and demagoguery асе descrfbed in 
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- the careers of three politicians of the era: von Schönerer, 
Lueger, and Herzl. These themes are interwoven with a 
theme introduced earlier, the death of traditional liberal val- 
ues. All these themes lead naturally into the career and per- 
вала! crisis of Sigmund: Freud, passed over for academic 
promotion because of his Jewishness, struggling with his 
own father’s death and preoccupied with the subject of patri- 
cide, shocking his contemporaries with his revolutionary 
ideas about the importance of sexuality. The themes in- 
troduced by Freud’s crisis move naturally into the artistic 
revolution created by Gustav Klimt, leader of the Secession- 
ist School, which used his nuda veritas as its symbol, creator 
of a frankly provocative sensuousness in both subject and 
expression. Yet rebellion had its price, as Schorske points 
out: 


In ‘‘Watersnakes’’ (Plate ID, the woman's sensuality 
both gains a new concreteness and becomes more 
threatening. ... Klimt’s women-as-snakes overwhelm 
the male not so much with the temptation of the Garden 
as With a sense of his inadequacy in the face of their 
seemingly inexhaustible capacity for carnal bliss. In his 
exploration of the erotic, Klimt banished the moral 
sense of sin that had plagued the righteous fathers. But 
in its place arose a fear of sex that haunted many of the 
sensitive sons. 


The firal chapters explore further the theme of the garden, a 
traditional symbol of both order and destruction of order 
through rebellion. These chapters return again to literature 
through the figures of Stifter and Hofmannsthal and to art 
through the figure of Kokoschka. 

The book begins by viewing Ravel’s La Valse as symbolic 
of the dissolution of traditional Vienna, for in it the ordered 
waltz movement disintegrates before one’s ears. It con- 
cludes with the music of Schoenberg, who explored the 
themes of Liebestod and Angst in his content and who ex- 
ploded traditional concepts of harmony in the dissonance of 
the 12-tone scale. ; 

This book is a fine demonstration that synthesis can be 
achieved indeéd in the Age of Analysis. It is beautifully writ- 
ten and illustrated. Its breadth is exciting. Its appeal is 
broad. Both Freudians and patricides will find something in 
it to enjoy and to admire. 


N.C.A. 


BRIEF MENTION 





Medicine and Literature, edited by Enid Rhodes Peschel. 
New York, N.Y., Neale Watson Academic Publications, 
1980, 204 pp., $15.00. 


Medicine is sometimes called a healing art. Much to the 
*dismay- of humanistically oriented physicians, in recent 
years the artful and intuitive aspects of clinical practice have 
been minimized and the scientific aspects maximized. This 
book attempts to reunite medicine and the humanities by ad- 
dressing the subject of literature and medicine. 
e It dontains three types of essays. The first set deals with 
physician-writers such as Chekhov, Rabelais, William Car- 
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los Williams, and Richard Selzer. The second set of essays 
examines doctors as portrayed in literature, looking at works 
by Flaubert, Camus, and Shakespeare. The third set of es- 
says explores the experience of illness as portrayed in litera- 
ture. Some of these essays are interesting, and some are 
rather dull. Nearlv all are written by literary scholars who 
appear to have had little direct experience with the practice 
of medicine, a fact that sometimes gives the book a rather 
mandarin and esoteric quality. 


Biological Aspects of Mental Disorder, by Solomon H. Sny- 
der, M.D. New York, N.Y., Oxford University Press, 1986, 
253 pp., $13.95. 


The title of this book, written by one of psychiatry's most 
distinguished biological researchers, suggests that it will pro- 
vide a summary of recent explorations in the biology of psy- 
chiatric disorders. In fact, however, the title is misleading. 
The book provides a relatively simple summary of the entire 
field of psychiatry, including diagnosis and classification, 
psychological and biochemical theories concerning etiology, 
and a variety of treatments including both psychotherapy 
and drug treatments. Neurochemistry and neuropharmacol- 
ogy, which one would expect to be major strengths in this 
book, are discussed only briefly, and neurophysiology is 
scarcely touched on. All types of mental illness are dis- 
cussed, ranging from the major psychoses to the broad range 
of sexual disorders. Only the traditional neuroses and per- 
sonality disorders are left out. 

The book is directed at the level of the general reader or 
medical student. Its style is fresh and clear. Although Snyder 
is obviously trying hard to be comprehensive and to balance 
the biological with the psyckological, one wishes thafhe had 
dealt more fully with his own area of strength and had not 
been so eclectic and overinclusive. 


Experimental Design in Psvchiatry: Research Methods for 
Clinical Practice, by Walter W. Surwillo, Ph.D. New York, 
N.Y., Grune & Stratton (Harcourt Brace Jovanovich,, 1980, 
170 pp., $19.50. 


Psychiatrists who value rigorous and objective tainking 
sometimes find themselves handicapped or embarrassed by 
their lack of statistical skill. This book was written to remedy 
such handicaps. It is ostensibly addressed to psychiazrists at 
the residency level, and it would be quite suitable as a text 
for trainees who need to learn elementary to intermediate 
level statistics quickly. It would also be useful reading for 
psychiatrists who have completed their training and who are 
dismayed by their statistical illiteracy. 

The book is clearly written and includes many illustrative 
examples that clarify the practical uses and potential abuses 
of particular statistical techniques. More than half the book 
is devoted to a discussion of such nonparametric techniques 
as chi-square, Fisher's exact test, the Mann-Whitney U 
Test, Friedman :wo-way analysis of variance (ANOVA), 
Kruskal-Wallis one-way ANOVA, and the Spearman rank 
coefficient of correlation. Parametric techniques such as the 
t test or the Pearson product-moment correlation or linear 
and multiple regression are also discussed more briefly. The 
author includes enough mathematics to make these tech- 
niques clear, but not so much as to overwhelm or intimidate 
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the reader. Discussions of experimental design, hypothesis 
testing, and the appropriateness of particular statistical tech- 
niques to various designs or methods of measurement are 
also included. 

N.C.A. 


The Uses of Psychiatry in the Law: A Clinical View of Forensic 
Psychiatry, by Walter Bromberg. Westport, Conn., Quorum 
Books, 1979, 430 pp., $25.00. 


Walter Bromberg, M.D., a distinguished elder statesman 
in his field, has seen it all. One of the most moving passages 
in his new book, The Uses of Psychiatry in the Law, de- 
scribes the conditions at Manhattan State Hospital on 
Ward's Island, New York, when Dr. Bromberg first started 
working there in 1928: 


The buildings that housed the ‘Баск wards,” includ- 
ing the Inebriate Asylum built in 1854, appeared more 
antiquated as one moved away from the Administration 
Building. Here patients of all varieties—cases of de- 
mentia praecox, melancholias, manics—wiled away 
their years. The more disturbed were ordered to sit in 
straightback chairs, while the more compliant pushed a 
heavy wooden block across the hall for the obvious pur- 
pose of polishing an overpolished floor. There was no 
communication between patients and little with the 
nursing staff; some argued, with imaginary foes outside 
the windows; some sat in Rodinesque immobility; some 
giggled foolishly. During the nonwork hours, the halls 
looked like an old Hogarth print. Occasionally, a crack- 
ling4augh issued from an upstairs window, or a grunt 
from a restrained manic broke the empty hum. 

In the morning, long lines of ragtag patients filed from 
the halls under attendant-guards, en route to menial jobs 

. in the laundry or on the grounds. The men dressed in ill- 
fitting drab clothes, a cloth cap set at an idiotic angle, 
and talked and gesticulated to themselves. The women 
patients, in clumsy shoes and dun-colored dresses, gig- 
gled or mumbled to the morning air. Occasionally, one 
would depart from the file to emphasize a point to an 
imaginary persecutor or to lunge at a vexing enemy. The 
scene was dreary, hopeless, eternal. 


Just as he has witnessed the enormous changes in the care 
of the mentally ill that have taken place since 1928, Dr. 
Bromberg has also witnessed, at first hand, almost the entire 
recent development of psychiatry and the law. The great 
strengths of his book are its comprehensiveness and his abili- 
ty to illustrate his descriptions with so many examples from 


his long clinical experience, which includes being one of the . 


medical experts to examine Jack Ruby (we are treated to a 
lengthy account of the latter's mental state). The Uses of 
Psychiatry in the Law is not so much a theoretical work as an 
overview of almost every topic conceivable. It discusses, 
quite well, the shifting development of the insanity defense, 
the concept of diminished responsibility, competency to 
stand trial, the psychopathic personality and the law (empha- 
sizing the treatment difficulties that practically everyone ex- 
periences), and the relationship of drug addiction and violent 
crime. Perhaps because I have had some challenging cases in 
this area in my own private practice, I was especially in- 
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trigued by Dr. Bromberg's chapter on sexuel crimes and sex- . 
ual psychopathy. Often the general public is so revolted by 
such crimes and judges are under such Public and political 
pressure: to. put those unfortunates who jommit them 
"away" for long or indeterminate periods that itis no easy 
task for an examining psychiatrist to püt into perspective—. 
for judge and jury—the dynamics behind the offense. 

The topics noted so far represent only part of the book's 
range. Dr. Bromberg looks at the role of mental illness in 
divorce and annulment. He touches on custody, including 
the famous Painter v. Bannister case in which prejudice 
against the father's "Bohemian" lifestyle played more of a 
role in the decision making than any psychological unfitness 
to be a good father on his part. Competency to enter into 
contracts, to make wills, and to testify as a witness is dis- 
cussed (with an interesting analysis of Whittaker Chambers' 
testimony against Alger Hiss, especially the failure of the 
psychiatric expert witness for the defense to be adequately 
prepared). The increasingly strict safeguards that are re- 
quired before an individual can be civilly committed are ex- 
amined. Dr. Bromberg is candid about psychiztry's inability 
to predict ‘‘dangerousness’’ to self or others and how law- 
yers and the legal system hound psychiatrists into trying to 
make such predictions. The book considers psychiatrists’ 
roles in testifying in personal injury and workman's com- 
pensation cases. It concludes with a discussion of the psy- 
chiatrist when he or she is involved in a lawsuit—for mal- 
practice, failing to predict a suicide, or violating con- 
fidentiality. We learn that, after the California Supreme 
Court's ruling in the Tarasoff case, there is a Cuty to violate 
confidentiality to inform a potential victim that he or she may 
be at risk for harm by a particular patient. Indeed, one of the 
nice things about The Uses of Psychiatry in гле Law is the 
descriptive table of important cases at the end of the volume. 

The audience for this book is the general reader, lawyers, 
and psychiatrists. It is a survey, with a little bit on every 
topic, and would be a good addition to a medical library. 
Very few topics, however, are covered in much analytic 
depth—the book's size simply does not allow for it. But each 
chapter is a good starting point to get an overview of a partic- 
ular area, and the footnotes and bibliographv »oint the way 
to more detailed references. 

Rather than having each chapter written dy a different ex- 
pert in the given field, as is The Harvard Guide to Modern 
Psychiatry (1), Dr. Bromberg has attempted the whole task 
of this book himself, drawing from his many vears of prac- 
tice as a forensic psychiatrist. One might expect that a syn- 
thesized, thematic view of the interaction of law and psychi- 
atry might emerge, as it does in Dr. Alan Stone's Mental 
Health and Law: A System in Transition (2), bat it does not. 
Dr. Bromberg chooses, instead, to bring us up to date on the 
current course of development over a wide ranze of topics in 
these two fields. He leaves the working out of the future path 
of development to us. 
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* The Literary Freud: Mechanisms of Defense and the Poetic 
Will. Psychiatry and the Humanities, Vol. 4, edited by Joseph 
H. Smith’ M.D. New Haven, Conn., Yale University Press, 
1980, 379 ppe, $27.50. 


It is seldom noted and perhaps not widely known that 
Freud was awarded the Goethe Prize in 1930. This annual 
award was founded in 1927 by the City of Frankfurt for annu- 
al presentation to “а personality of established achievement 
whose creative work is worthy of an honour dedicated to 
Goethe’s memory.”’ It is also of interest that the first recipi- 
ent of this honor was Stefan George (1868-1933), the Ger- 
man poet who led the revolt against realism in German litera- 
ture through his aristocratic and esoteric lyric verse. 

Freud was not well enough to travel to accept the prize 
($2,500) and deliver the required address in person, so his 
daughter, Anna, read his ‘‘few sentences.” In his brief re- 
marks (1) he defended analysts against the reproach that 
"they forfeited the right to place themselves under the pa- 
tronage of Goethe because we have offended against the re- 
spect due to him by trying to apply analysis to him himself. I 
would dispute at once any degradation is intended or implied 
by this” (1, p. 211). 

In the volume of 12 evocative essays under review, there 
is no parallel apology for the attempt on tlie part of literary 
criticism to illuminate or clarify the Freudian text, presum- 
ably not open to clarification or amplification by psycho- 
analytic clinical methodology per se. What therefore 
emerges is a fascinating literary exegesis of some Freudian 
metapsychological texts, ‘іп the absence of clinical evi- 
dence.” 

This collection of essays is in line with a whole new con- 
cept of applied psychoanalysis, in which Freudian theory is 

` more likely to be employed by nonanalysts in elucidation of 
‘their own discipline. These applications in effect basically 
modify Freudian concepts themselves. These highly provoc- 
ative essays are introduced by the title paper of the volume, 
""Freud's Concept of Defense and the Poetic Will" by the 
eminent literary critic Harold Bloom. His discussion opens 
with the immediate equation of defense and troping, or the 

. use of figures of speech. (This sets the style of the paper, 
which is saturated with figures of speech and undoubtedly 
will send many readers to their dictionaries.) Bloom leads us 
through a discussion of Shelley's defense of poetry against 
Thomas Love Peacock’s characterization of it as ‘‘rubbish of 
departed ignorance" to an elaborate chapter-by-chapter 
analysis of Freud’s “Beyond the Pleasure Principle” (2), 
which he seeks to interpret as ‘‘a dialectical lyric—indeed, 
as a post-Romantic crisis lyric” (p. 11). It may be gratuitous 
to remind the reader that in *‘Beyond the Pleasure Principle" 
Freud introduced his most controversial and least accepted 
metapsychological concept, that of a death instinct, ‘ће 
urge inherent in organic life to restore an earlier state of 
things” (2, p. 36). | 

For example, chapter one of ‘‘Beyond the Pleasure Prin- 
ciple” is an allegory or irony in that it says the pleasure prin- 
ciple has priority over the constancy principle only to relieve 

* the amalyst of allegiance to nineteenth-century biology and 
physics. Bloom terms chapter two a ''tessera"' (a token or 
password), ‘‘an antithetical completion that fails to com- 
plete.” In this chapter Freud ‘‘tacitly and perhaps unknow- 
"ingly*. . . lets us understand that his own earlier synech- 

* doches were incomplete” (p. 14). The synechdoche Bloom 
refers to at this point is what he referred to earlier as 
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` “Freud’s highly characteristic synechdoche of neurosis as 


mutilated part and psychic health as macrocosmic unity” (p. 
14). Chapters one and two are discontinuous; the laiter is 
disjunctive in itself because it considers traumatic neurosis 
and children's play, which are antithetical. Chapter three 
is labeled Freud’s "kenosis" or “emptying himsel,” as 
Christ did on becoming a man. Bloom suggests that ''we 
can observe Freud defending his psychoanalytic strength by 
isolating too rigorously a crucial element in his prax.s: the 
transference.” : 

Chapter four is an "'indeliberate exercise in the grotesque, 
with much of its rhetoric a curious litotes [understatement], 
and with its argument colored by images of depth’’(p. 16). 
This chapter also reveals Freud's defense against biologism, 
“а repressed movement from scientism to speculaticn’’ (p. 
16). 

Chapter five is an ‘‘askess’’ or sublimation of the problem- 
atic theory of drives with Freud's new metaphor that drives 
are but ‘‘circuitous paths to death.” Chapter six is ‘Һа fi- 
nal movement I have named by the ratio of apophades, 
which in rhetoric is the modes of transumption and in poetry 
is manifested through images of earliness and lateness” (p. 
18). Chapter seven is an extension that reveals ‘‘the hidden 
Freudian metalepsis,’’ for example, the literal meaning being 
death while the fgurative one is Eros. Bloom at this point 
terms the death instinct formulation **outrageously specula- 
tive” although of unsettling originality, and he concludes 
that the drives ard defenses are modeled on poetic rhetoric 
whether or not one believes with Lacan that the unconscious 
is structured like a language. At one point in this literary and 
highly "speculative" exposition, Bloom lets the cat out of 
the bag, to use a trope. He writes, ‘‘Granting that I merely 
seem to be playirg with figurations, permit me to extend the 
play for a space” (p. 21). These examples from thé paper 
have been multiplied to give an adequate sense of its flavor, 
so to speak. Indeed, one cannot deny the intricazv, the 
wealth of allusions, the literary cleverness of the essay, but 
one can muse or be bemused over its clinical or scientific 
relevance. Of course, this in no way reflects on its merit as 
literary critique of a famous psychoanalytic text as litera- 
ture. 

The 11 other eminent contributors from major universities 
and psychiatric centers of learning range over a wide area of 
related topics from Blake and Freud to Freud and Hart to 
“Тһе Articulation of the Ego in the English Renaissance." 
Many reveal the current great interest in the revisionist 
French psychoanalyst Jacques Lacan. S.H. Brisman and L. 
Brisman, in their essay "Lies Against Solitude: Symbolic, 
Imaginary and Real," advance a revisionary idea of their 
own, namely, that Lacan's notion of the unconscious is 
structured like a language be restated that the unconscious is 
structured by language. 

Marshall Edelston, in ''Two Questions About Psychoanal- 
ysis and Poetry," suggests that analysts should read poetry 
because the same mind that produces dreams, parapraxes, 
and symptoms also writes poetry. Thus psychoanalysis must 
propound a theory of mind that also explains its poetic pro- 
clivities. 

There is no end to the interesting points these 12 essays 
offer the interested reader, replete as they are with "iterary, 
psychological, and psychoanalytic allusions and insights. I 
can only strongly recommend it as a literary and intellectual 
feast indeed. To do justice to all of the essays would require 
a lengthy review of each. 
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Individual and Family Therapy: Toward an Integration, by 


Fred M. Sander, M.D. New York, N.Y., Jason Aronson, 
1979, 235 pp., $20.00. i 


In The Structure of Scientific Revolutions Kuhn (1) re- 
marked that a new method of observation can initiate a para- 
digm shift without a crisis having developed in **normal sci- 
ence." Naturalistic observation of patients in their families 
is a very different vantage point from that of the psycho- 
analytic situation. The new data it produced led to new con- 
cepts, new theories, and new approaches to therapy. Early 
observers of families adopted contemporary models from 
neighboring hard sciences, as Freud had done in his era. The 
models aad changed to those of ecology, information ex- 
change, and contextual interactions: the systems paradigm. 
Family therapists are developing new concepts to convey 
the newly described phenomena they are working with. 

Fred Sander's book is an excellent introduction to the proc- 
ess of integrating the family perspective into general psy- 
chiatry for those therapists trained in traditional psvcho- 
analytically oriented psychotherapy. Dr. Sander's talents as 
a teacher and scholar illuminate the essential assumptions of 
psychoanalysis and family therapy, which he illustrates with 
discussions of several dramatic plays. He uses excerpts from 
Hamlet to characterize the psychoanalytic approach and to 
begin retlection on the paradigm shift involved in thinking 
about life from a family systems perspective: 


There is general agreement that Hamlet's internal 
oedipal conflict was complicated by a family situation 
that in reality directly mirrored his unconscious fan- 
tasies. Although, as we mentioned earlier, his conflicts 
were fairly well internalized, he was also embroiled in a 
rather severe ongoing pathological family system 
marked by denial, externalization, projection, and act- 
ing out. (p. 15) 


Dr. Sander remarks that psychoanalysis has ‘‘chosen not to 
deal directly with such external realities except to acknowl- 
edge that psychoanalytic treatment is usually not indicated 
at such t:mes"' (р. 16). 

In a fascinating chapter organized around Eliot's The 
Cocktail Party (in which he uses action from the play to illus- 
trate various family therapy ideas) Dr. Sander traces the 
emergence of the major trends in family therapy during the 
1950s and 1960s. Albee's Who's Afraid of Virginia Woolf and 
Eliot’s The Family Reunion serve to bind together. some 
ideas about ''Childlessness and the Family Life Cycle (chap- 
ter three) and ''Schizophrenia and the Family” (chapter 
four). 

Dr. Sander is a classically trained psychoanalyst who also 
has long experience in family therapy, and he is eminently 
qualified to survey both areas. He spends 70 pages in a schol- 
arly exegesis of Freud’s position on marriage and the family 
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and of recent psychoanalytic views, noting the lack of any 
systematic study of the problems of marriage or the interplay 
of the marital relationship with child development én the vast 
psychoanalytic literature. He then gives a toogbrief descrip- 
tion of the scope of the eclectic family therap¢ literature 
course he and Chris Beals originally taught at the Albert Ein- 
stein College of Medicine. The clinical practices of the lead- 
ing family therapists are touched on. In a set of clinical ex- 
amples, Dr. Sander gives his views on the usefulness of both 
the individual and the family paradigms. His concluding 
chapter uses both to analyze Wilde’s Salome. 
The underlying premise of the book is 


that the polarization of individual/intrapsychic and fam- 
ily/interpersonal approaches is an artificial one. We 
need to understand in what ways the individual ap- 
proach affects individuals and family systems as we 
need to know how the family systems approaches affect 
change in families and individuals. (p. 181) 


Dr. Sander’s style is clear and readable, and his bibliography 
is an excellent guide to the literature. His book is a valuable 
introductory text. 


REFERENCE 


1. Kuhn TS: The Structure of Scientific Revolutions, 2nd ed. Chi- 
cago, University of Chicago Press, 1970 


LEONARD J.. FRIEDMAN, M.D. 
Cambridge, Mass. 


Psychiatric Factors in Drug Abuse, edited by Roy W. Pickens, 
Ph.D., and Leonard L. Heston, M.D. New York, N.Y., 
Grune & Stratton, 1979, 372 pp., $19.50. 


One impressive feature of this book is the rapidity of its 
publication. It represents the proceedings of a conference 


_held at the University of Minnesota in March 1979. Grune & 


Stratton, through a process called Rapid Mznuscript Repro- 
duction, have brought us a book more up-to-date than most. 

There was a pleasant irony in the fact that I was asked to 
review this book. The conference, like many of the best con- 
tinuing medical education (CME) courses at the annual 
meeting of the American Psychiatric Association, attracted 
many people and was filled early. My application arrived late 
and was turned down. 

Thirty-five authors have contributed 17 review papers 
ranging from basic psychopathology to more esoteric sub- 
jects, such as alcoholism in anorexia nervosa. Each chapter 
has a good bibliography, the longest of whick is Ellinwood’s, 
with 122 citations on drug-induced psychosis. A computer 
search of the world literature on this subject alone would 
have cost more than the entire book, would have been much 
less selective, and probably would have been less complete. 

Although the book has a special interest for researchers 
and teachers, there is much that is relevant to the practicing, 
clinician. Jaffe and Kanzler’s chapter on ‘‘Smoking as a Psy- 
chiatric Disorder" provides a reasoned perspective to the 
acrimonious debate that took place when tobacco use dis- 
orders were first proposed for inclusion in DSM-II. ed 
begin with Sir Humphrey Ralston's 1926 statement that “ 
regard tobacco as a drug of addiction may be all very in. in 
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"а humorous sense, but it is hardly accurate.’’ Their review of 

the psychological, pharmacological, biological, and treat- 
ment datd"provides a beautiful conceptual overview of the 
main issues ir drug abuse. 

The opening chapter by Schuster, Renault, and Blaine on 
the “Relationship of Psychopathology to Non-Medical Drug 
Use" is a classic. It should be read by every physician 
whose medical education created the impression that alco- 
holism or drug dependence always represents severe psy- 
chopathology. The authors present a balanced, well-docu- 
mented review of both the animal arid human literature to 


point out the continuum of nonmedical drug use that exists | 


from normality through psychosis. They conclude that 
**drug taking is biologically normal and society must learn to 
live with that fact and to develop the necessary constraints 
to prevent unregulated drug use.’’ Their material has pro- 
vided a new introduction to my substance abuse course for 
second-year mediczl students. 

Of similar basic medical educational value is Schaefer’s 
article on ‘‘Ethnic Differences in Response to Alcohol." His 
review of the biocultural data effectively illustrates the com- 
plexity of the nature-nurture argument. In spite of the fact 
that ‘‘seven of twelve comparisons indicate American In- 
dians have faster rates of ethanol disappearance," the ''fire- 
water myth” continues to be used as a form of ethnic one- 
upmanship to prove that Indians cannot hold their liquor. 

There is a wealth of other useful information in this book, 
which illustrates bcth the depth and respectability of psychi- 
atric interest in drug abuse. There is little direct information 
on treatment, but the material provided will add knowledge 
and perspective to the efforts of those of us who treat alcohol 
and drug abuse. 


JOHN N. CHAPPEL, M.D. 
Reno, Nev. 


Delirium: Acute Brain Failure in Man, by Z.J. Lipowski, 
M.D. Springfield, Il., Charles C Thomas, 1980, 548 pp., 
$39.75. 


Surprisingly, as ће author points out, before this work no 
book about delirium has been published in English. **Delir- 
ium” derives from the Latin word for ‘‘furrow,’’ making the 
literal meaning сісѕе to the modern idiom “О the track.” 
The author defines delirium as a ''psychiatric syndrome 
characterized by a transient disorganization of a wide range 
of cognitive functions due to widespread derangement of ce- 
rebral metabolism.” 

The volume consists of two main sections. The first deals 
with clinical features and psychopathology of delirium and is 
followed by a chapter on etiology. This chapter provides the 
framework for the second part of the volume. A separate 
chapter addresses pathophysiology and provides an exten- 
sive and current review of cerebral blood flow, electroen- 
cephalography, and contemporary physiologic concepts of 
arousal and hypnogenic systems. The remaining chapters in 

' this seetion deal with the diagnosis and management of delir- 
iam. The second part of the volume deals with the various 
organic causes of delirium and provides an extraordinarily 
complete review of the wide range of diseases producing de- 
firium« 

« This is an excellent book that deserves a large audience. 
Residents and house officers will benefit from its systematic 


BOOK Yorum ' 4139 


approach to diagnosis and differential diagnosis. Family 
practitioners, internists, and surgeons will find the second 
section of the book useful because of its encyclopedic review 
of the causes of delirium. 1 

Neurologists and organically oriented psychiatrists will 
find much to learn in the review of pathophysiology and 
pathogenesis. The bibliography is extensive and current, 
with citations as recent as 1978. The merits of this book 
should give it a long half-life and justify the enormous effort 
that Dr. Lipowski has put into it. 


Davip D. DALY, M.D. 
Dallas, Tex. 


Exhibitionism: Description, Assessment; and Treatment, edit- 
ed by Daniel J. Cox and Reid J. Daitzman. New York, N.Y., 
Garland STPM Press, 1980, 392 pp., $27.50. 


The title of this volume is somewhat misleading. 1t does 
deal solely with exhibitionism, but it would more aptly be 
titled The Behavioral Assessment and Treatment of Exhibi- 
tionism. Although there is one chapter each on psycho- 
dynamic group therapy, psychoanalytic theory and treat- 
ment, and the integration of behavioral and psychodynamic 
approaches, the remaining 10 chapters are entirely from a 
behavioral perspective, with two on forensic considerations. 

The foregoing is not meant to detract from the book's val- 
ue. It contains some of the best written, fully described, 
well-documented, and carefully followed up expositions of 
behavior therapy for exhibitionists I have seen. With respect 
to assessment, several of the chapters, especially those by 
Brownell and by Murphy and associates, are explicit and in- 
formative about the various aspects of exhibitionism that 
must be separately assessed, and how these distinguishable 
facets variably affect treatment. 

Various individual and combined forms of behavior modi- 
fication therapy, along with available follow-up data, are de- 
scribed in separate chapters. Although there is some inevi- 
table unevenness, in general they meet the essential test of 
leaving even the nonbehaviorist reader with the confident 
sense of having understood the procedure and the rationale. 
An outstanding chapter is Maletsky's lengthy, elegantly 
written summary of about a decade of clinical research and 
therapy, including detailed descriptions of techniques, with 
186 exhibitionists. Even more impressive is the careful fol- 
low-up indicating a failure rate of only 12.4%. 

The two chapters on legal considerations are concise. 
practical, and reasonably comprehensive. The chapter by 
Rhoads on psychodynamic and behavioral integration is ad- 
mirably well balanced but, unfortunately, far too simplified 
He offers some useful suggestions and illustrations of a com- 
bined approach. Mathis' chapter on group therapy is solic 
and practical. Allen's psychoanalytic chapter is a sound re- 
view of psychoanalytic theory and the psychodynamics o? 
exhibitionism, but it is badly obscured by the jargon of psy- 
choanalytic metatheory, which invariably compromises both 
comprehension and credibility. 

There are three matters with which I take issue. First, the 
chapter on exhibitionists’ victims seems carelessly rea- 
soned. Exhibiticnism is a common behavior, and the very 
small percentage of women who report being significently dis- 
turbed by the experience translates into a sizable numter. 
The fact that some women are psychologically vulnerable to 
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this experience is conceptually very different from regarding 
the act as intrinsically damaging. This is not to dismiss the 
offensiveness of exhibitionism but to emphasize that the real 
victim of this perversion is almost always the exhibitionist. 
. Second, the point is repeatedly made that exhibitionists 
seldom escalate to more serious or violent sexual offenses. 
True, but the fact that many violent sexual criminals report 
‘exhibitionism before becoming sexually violent is ignored. 
These аге not statistically inconsistent facts, nor is the mat- 
tet academic. It is crucial to explore carefully and explicitly 
for violent sexual fantasies, dreams, or thoughts when one is 
evaluating an exhibitionist, to help differentiate those few 
who may need far more careful management and surveil- 
lance and whose treatment plans may need to be especially 
tailored to prevent violence. 

Finally, the description of exhibitionists is thin to the point 
of uselessness in understanding these people when it fails to 
include a description of what is going on intrapsychically, 
dynamically, and developmentally. | 

The data presented are convincing that behavioral therapy 
is the treatment of choice, by any criterion, for symptomatic 
relief in the great majority of exhibitionists. Within its scope, 
‘this is a good book, to be confidently recommended. One 
might wish only that its scope were broader. The ultimate 
relief of a pathological condition is its prevention, which re- 
quires exquisite understanding of its etiology and develop- 
ment. Behaviorism cannot suffice in this task regarding exhi- 
bitionism as well as it can in devising effective therapy. 


WARREN J. GADPAILLE, M.D. 
Englewood, Colo. 


Health and the Family, edited by Clive Wood. London, Eng- 
land, Academic Press, 1979, 235 pp., $27.00. 


This slim volume reports the proceedings of a conference 
sponsored jointly by the Royal Society of Medicine and the 
Royal Society of Medicine Foundation held at the University 
of Cincinnati Medical Center in 1978. The contributors in- 
clude eight distinguished scientists and educators from the 
United Kingdom as well as 19 notable scientists, educators, 
and administrators from the United States. There is a broad 
spectrum of presentations dealing comprehensively with the 
changing role of the family in contemporary life, some of the 
dramatic advances in medicine in modern times, and the in- 
terface of the two phenomena. Is the family disintegrating in 
a setting of greater social, sexual, and economic freedom for 
women, along with a mounting divorce rate? Are new or oth- 
er forms of human relationships superseding the role of the 
family? Are the health professions providing adequate serv- 
ices to individuals and families? Can the health professions 
enunciate more clearly the role of intrafamilial stress in so- 
cial and physiological disequilibrium, and can they intervene 
in a preventive or therapeutic fashion? What are the 
strengths and weaknesses of current training programs for 
physicians? 

These are some of the issues to which the contributors 
address themselves. A well-known sociologist once noted 
that he was much more interested in raising the right ques- 
tions than in trying to formulate the correct answers. The 
present volume provides even-handed responses from both 
sides of the Atlantic, but in the sense of searching for solu- 
tions rather than providing final answers. 
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Many of the presentations are most relevant to health - 
educators, primary care physicians, and рї Ыс health spe- 
cialists. Also, there is imiportant information for health care 
students in terms of "the shape of things tc сше.” 

In view of the continuing neglect of the. мү sgi- 
ences in medical school ahd residency training, psychiatrists 
may be increasingly called on to round out the trainees’ 
views of individuals and families. From that perspective, 
they would derive significant benefit from the whole book, 
which cannot be reviewed in detail Here. 

I have chosen to focus on a few areas o? unusual stress 
that are common in many families and may be of particular 
interest to psychiatrists. Christopher Е. Clu:ow of the Insti- 
tute of Marital Studies, Tavistock Institute of Human Rela- 
tions, London, and his colleagues have been engaged in a 
study of the first baby and stress. The changes attendant on 
the coming of the first child can so disrupt a couple's pat- 
terns of living as to be a major life crisis. During pregnancy 
and following birth, the father may feel neg ected and seek 
solace with another woman, the mother may become de- 
pressed, marital satisfactions may diminish, and there may 
be deterioration of family income and Lousing accom- 
modations. Either spouse may develop somatic symptoms, 
and sexual problems often occur. Antenata: and subsequent 
classes for parents usually focus on the physical and superfi- 
cial social aspects of the situation. The wife may feel the sole 
responsibility for the husband's perception that he is being 
neglected. Actually, little attention is given to the effect of 
the advent of the baby on the marriage unti. one spouse or 
the couple reach the breaking point. 

Dr. Clulow and his associates initiated a two-pronged proj- 
ect to study and possibly rectify some of these deficiencies. 
Small groups of couples were seen by two project workers 
and a visiting nurse for a period beginning late in the preg- 
nancy. and continuing for six sessions, terminating about 6 
months after the baby was born. Attention was directed to 
the couple's talking about their preoccupatiots, their becom- 
ing aware of feelings about the changes recuired by preg- 
nancy and birth, and discussion of means of coping with 
these. The rationale for this approach was that by making 
time available for such reflection, the couples would be bet- 
ter prepared to face anxiety and contain stress. 

In addition, project members initiated workshops for vis- 
iting nurses to help them perceive and evaluzte the effect of 
the first baby on the marriage relationship and to delineate 
the role of the visiting nurse. This 18-month project had not 
been entirely completed at the time of the presentation, but 
on the surface it seems to have a great deal of merit. 

Family-centered birth is presented in considerable detail 
by Edward J. Quilligan, Professor of Obstet-ics and Gyne- 
cology, University of Southern California, Los Angeles. Of 
interest to psychiatrists is the finding that family-ceritered 
birth in a hospital setting can improve the r2lationship be- 
tween the spouses and increase the process of bonding be- 
tween mother and infant and father and infart. 

Donald С. Langsley, Professor of Psychiatry, University ` 
of Cincinnati, reviews the literature on the, physician and 
family crises. Death of a spouse has been rated as the most» 
severe stress, followed by divorce and then by marital sepa- 
ration. According to current trends, 3595-4095 of all mhr- 
riages end in divorce, and this does not include those who 
have formal or informal separation. Of people seeking. psy- 
chotherapy, 50% complain of marital difficultizs and another » 
25% report problems related to marriage. Despite these find- 
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* ings and despite the fact that 60% of patients with emotional 
problems are cared for by primary physicians, the latter of- 
ten deny that marriage problems are in their area of responsi- 
bility. ° 

Langsley reviews several classifications of marriages from 
a dynamic as well as from a developmental point of view. 
The axes in these configurations include power, intimacy, 
and boundaries. He refers to the work of Cuber and Harroff 
(1), which focused on intimacy. In the conflict-habituated 
marriage, there is constant tension and the marriage persists 
only through fear of loneliness. In the devitalized marriage, 
overt problems are barely evident and numbness and apathy 
hold sway. In the passive congenial marriage, there is some 
sharing of interests, but a lack of intense emotional in- 
volvement. The vital marriage is described as exciting and 
rewarding arid marked by enthusiasm. Finally, the total mar- 
riage has even greater intensity and involvement and each 
partner sees the other as indispensable. 

Langsley goes on to invite the primarv ИТА to use 
some of the classifications to define the problems in a given 
troubled marriage, including communication problems and 
role performance. Then he speaks of developing a therapeu- 


tic alliance in brief-treatment marriage therapy. He encour- - 


ages the primary physician to engage in this kind of treat- 
ment rather than referring couples to specialists. This can 
facilitate continuity of care and promote the diminution of 
stress and chronic crisis. I am confiden: that some physi- 
cians may be able to function well in this role. However, I 
wonder whether ongoing workshops as described by Clulow 
for visiting .nurses might be relevant with primary physi- 
cians. In' addition, psychiatrists to whom couples are re- 
ferred for treatment might profit by Langsley's suggestions 
and by greater familiarity with the studies he mentions. 
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Object Relations and the Developing Ego in Therapy, by Al- 
thea J. Horner. New York, N.Y., Jason Aronson, 1979, 341 
pp., $20.00. 


The increasing psychoanalytic interest in preoedipal psy- 
chopathology and the development of object relations theory 
has led to a burgeoning literature that attempts to relate early 
childhood development to adult phenomena. In her careful 
descriptions of the subphases of the separation-individuation 
process, Margaret Mahler has offered clinicians a way to 
help their patients put into words their often inchoate anx- 
iety, which interferes with the development of trusting inter- 
changes in the therapeutic process. In this book Dr. Althea 
Horner attempts to bring together Mahler’s ideas, object re- 
lations theory, and attachment theory with elements of self- 

sychology and Piagetian thinking in a formulation of the ori- 
x: of preoedipal difficulties and their reflections in the in- 
tensive psychotherapy of adults. This integrative task is a 
‘difficult one; with some reservations, I think she succeeds 
rather well. 

Dr. Horner reviews the early formation of attachment 
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bonds between mother and infant and the process of gradual 
separation and formation of a cohesive self, suggesting very 
specific correlates of these stages in the clinical material of 
her adult patients. Although her certainty about her ccrzela- 
tions is somewhat troublesome, she does take clear posi- 
tions, and her clinical material is rich, varied, and wall se- 
lected to illustrate the sources of her formulations ‘п the 
transference observations. She makes complex and clinicai- 
ly useful distinctions between the pathology of schizoid, psy- 
chopathic, masochistic, false-self, borderline, narcissistic, 
and ‘‘preneurotic’’ personality disorders. 

There is considerable controversy in the literature about 
the origin of narcissistic and borderline phenomena in infan- 
cy. Using Kohut's formulations of the origins of narcissistic 
transferences in the childhood phases of the grandiose self 
and the idealized object, Horner relates these structures to 
specific subphases: the grandiose self to the elation of the 
“practicing” period and the idealized object to the panic and 
dependency of the "rapprochement crisis." Her complex 
descriptions of the interpersonal, intrapsychic, and affective 
details of these stages and of the patients’ defensive use of 
the related intrapsychic structures provide useful guidelines 
for therapeutic intervention. 

Horner suggests that both, borderline and narcissistic pa- 
tients experience major trauma during the rapprochement 
crisis and that borderline patients retreat to their preéxisitng 
self-fragmentation, derived from the symbiotic phase, while 
narcissistic patients, with more cohesive selves, can use the 
grandiose self of :he practicing phase. She differentia:es cer- 
tain patients’ use of grandiosity as a regressive defense 
against the shame of oedipal failure (in the preneurotic pa- 
tient) from the more primitive narcissistic patients’ use of 
grandiosity to defend against the anxiety and shame of de- 
pendency when there is a less differentiated self and the ab- 
sence of object constancy. 

The book requires work and saphisticaton on the part of 
the reader. The rather spare index is not helpful to the reader 
who might be confused by the welter of concepts. M etapsy- 
chological concepts are freely used and tend to be reified. 
One statement, for instance, reads, 


A significant aspect of being the designated good object 
is to function as proxy for the rage that the good self 
must not experience lest it become the bad self and 
therefore subject to the hate directed at the bad object 
with whom it is still symbiotically bound and identified. 


Despite my own familiarity with these concepts, riv mind 
begins to fade and lose touch with the clinical experience 
when faced with such abstruse language. Too often, I think, 
the patient's experience appears to be colored by these thec- 
retical constructs (e.g., one patient reports, ‘I never had the 
correct merger experience as a child"), and it is not always 
clear whether the patient's experience is being correctly un- 
derstood or whether a new language is being taugat. Dr. 
Horner is, however, quite sensitive to the dangers of the 
therapist's "knowing too much” and impinging on the pa- 
tient’s privacy and autonomy. Her descriptions of the thera- 
peutic task with these patients and of the patient's need to 
use the therapist as ‘‘mediator of organization" are clear and 
concise. 

Despite the drawbacks of the book, Dr. Horner presents 
rich and useful ideas for formulating and working dynamical- 
ly with severely limited patients. Her integrative formulation 
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of preoedipal pathology is both useful and practical, and I 
can recommend the book (with the above reservations) for 
the practicing clinician. 


EDWARD R. SHAPIRO, M.D. 
Belmont, Mass. 


And They Took Themselves Wives: The Emergence of Patri- 
archy in Western Civilization, by David Bakan. San Fran- 
cisco, Calif., Harper & Row, 1979, 179 pp., $10.00. 


In this book David Bakan has produced a succinct, schol- 
arly, and rather timely work. Based on the author's 1976 
Terry lectures at Yale University, the book is both an ex- 
plication of the historical development of Judeo-Christian 
patriarchy and a defense of the familial values established by 
that tradition. Leaving room for some disagreement, Dr. 
Bakan, a professor of psychology and a Talmudic scholar, 
maintains that the Bible is associated with “what is perhaps 
the most important step toward the reduction of male-female 
sex-role differences in the history of civilization." The step 
alluded to refers to a transition from an ancient Semitic’ ma- 
triarchal society, characterized by the absence of a patrilineal 
incest taboo and organized geographically by matrilineal 
clan, to the relatively recent patriarchal structure. Why did 
this change occur? According to Bakan the ideology of patri- 
lineality was necessary for both the stability of family life, 
since it established male responsibility for children, and for 
the survival of the greater society, since it allowed unifica- 
tion of geographically dispersed tribes. Christianity is seen 
as the natural sociologic outgrowth of patrilineality, since it 
extends unification still further in allowing brotherhood to 
exist through faith. The book's scholarship contributes in 
part to cne of its faults. Requiring extensive reference to pri- 
mary Biblical sources and frequent use of a consonantal 
text, the book becomes difficult to read. Still there are di- 
versions. Vance Packard is quoted in an analysis of cake 
symbolism and Kate Millett is in the index along with Ovid, 
Abraham, and Punch and Judy. 

Elaine Pagels' recent book The Gnostic Gospels (1) sug- 
gests that one of the most striking differences between the 
orthodox sources used by Bakan and the heretical ones is 
that the latter often described God in both feminine and mas- 
culine but still specifically Christian terms. One wonders 
what Dr. Bakan would make of this, since the unorthodox 
texts would support the existence of a viable extended kin- 
ship structure organized along more than simply patrilineal 
lines. This points to an additional concern for the reader. As 
noted in the previous quotation and as is summarized in the 
book's conclusion, the author uses Judeo-Christian history 
to discuss the nature of the male-female role differences, the 
future of the family, and ‘е welfare of the total society” of 
man. It is difficult to rationalize engaging in these broader 
statements without reference to the contributions of non- 
Western civilizations. Similarly, a study of family structure 
in primitive societies creates some doubt as to the logic or 
universality of the progression that the author outlines. Er- 
nest Crawley, in his classic work The Mystic Rose (2), point- 
ed out that even in the most primitive tribes studied, paternal 
descent is nearly as common as maternal. These are small 
points, however, and should not distract the reader from the 
real worth of this book. It is thoughtful, has a sense of his- 
tory, and should interest a broad audience of readers. 
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Psychedelic Drugs Reconsidered, by Lester Grinspoon and 
James B. Bakalar. New York, N.Y., Basic Books, 1979, 334 
pp., $15.95. 


This book is the third of what appear to be the authors’ 
attempts to provide the nonspecialist with -nformation nec- 
essary to informed public policy conceming ''drugs of 
abuse." (Previous volumes dealt with marijuana and co- 
caine.) After a first semitechnical chapter concerning 
sources, botanical and otherwise, chemical structure, dose, 
mode of action, and effects, Grinspoon and 3akalar go on to 
describe psychedelic use in pre-industrial society and its 
more recent history from Priestley (nitrous oxide) through 
Weir Mitchell, William James, Klüver, Hotman, Leary, and 
finally to legal controls and seeming disinterzst. Other chap- 
ters present the phenomenology of the response to psy- 
chedelic drugs in exquisite detail, the infrequent adverse re- 
actions, and the drugs' questionable therapeutic effects. Fi- 
nal chapters deal with implications of the drug-induced 
response and a plea for continued or, more accurately, re- 
newed research. An appendix describes the current legal sit- 
uation regarding psychedelic drug use; the bcok ends with an 
excellent, interesting, but not exhaustive b bliography and 
an index. 

Although as a former active participant in some of the con- 
troversies concerning their free use in the cammunity I may 
not bring objectivity, I certainly bring interest and, presum- 
ably, knowledge. The facts seem accurate, the semifacts ac- 
curately stated. Curiously, even for an interested reader, as 
William James (and the authors) pointed out, the phenome- 
nology of ''phantasms"' is "*intolerably dull.'' It is not easy 
to pay close and critical attention to some»ody else's in- 
effable or ecstatic experience. To my mind, the authors (de- 
spite their own caveats) take too literally the reports of birth 
experiences as possibly reflective of real, specific memory 
traces rather than personal or cultural retrcspective inter- 
pretation of something of the commonality of being human. 
They potentially mistake metaphoric for material connec- 
tions. The surface similarity of some psychedelically in- 
duced mystical experiences and the Heisenberg uncertainty 
principle does not suggest a possible underlying world order; 
while analogous, they are unlikely to be homologous. 

Our science does, however, need to pay attention to these 
phenomena. The ineffable needs to be accouated for rather 
than dismissed. William James said, ‘‘No account of the uni- 
verse in its totality can be final which leaves these other 
forms of consciousness quite disregarded... They forbid a 
premature closing of our accounts with reality'' (1, p. 388). 
Now that the flower children have faded and the political» 
uproar is past its peak, Grinspoon and Bakalar do us а sery- 
ice by redirecting our attention to important usb ra - 
sues: what do these drugs do, how do they do it, and how 
may their effects be used as a tool of science. as treatment; | 
and as a mechanism to help us enlarge our v. ew of our hu- e 
manity? 
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Sexual Excitement: Dynamics of Erotic Life, by Robert J. 
Stoller, M.D. New York, N.Y., Pantheon Books, 1979, 271 
pp., $11.95. 


In this, his fifth book on sexuality, Dr. Stoller serves the 
reader a rich and highly seasoned feast for the mind. Like 
most psychoanalytic writing, the book fits into no neat cate- 
gory but falls somewhere between the technical and the pop- 
ular, the scientific and the poetic. Unlike much analytic writ- 
ing, however, it is free of the turgidity, circumlocution, and 
jargon that afflict so many contributions to that troubled 
field. Even when he is discursive and tangential, and in this 
book he sometimes is, Dr. Stoller maintains a vigorous style 
that carries the reader with him. In fact, the self-confident, 
direct, even exuberant tone of the book, which gives it its 
engaging quality, sometimes loosens its argument. 

What we have here are two or three books in one: 1) an 
erudite discourse on sexual arousal and gender identity, re- 
flecting Dr. Stoller's own clear expertise in these matters, 2) 
an analytic case study of a high-functioning hysterical pa- 
tient called Belle and of her sadomasochistic fantasy, and 3) 
an essay on mind, self, consciousness, will, and morality. 

This is a book that is chock-full of ideas. Even when the 
writing wanders far afield, it remains rich in content and 
stimulating in style. One finds insights, observations, and vi- 
gnettes strewn like nuggets throughout the text, the foot- 
notes, and the appendixes. 

Dr. Stoller's central thesis is that fantasy is an essential 
component of most people's erotic life and that hostility is a 
ubiquitous element in most people's erotic fantasy. The hos- 
tility is not inborn, nor is it inevitable. It is a device to undo 
childhood humiliation and to turn defeat into triumph. It is so 
common because childhood trauma is so common. The es- 
sence of therapeutic healing is achievement of such self-un- 
derstanding and acceptance that one can give up the need for 
revenge and remove the element of hostility from one's cher- 
ished relationships. Rather than a defense of or an apologia 
for hostility in sexual activity, the book is an elaborate ex- 
planation of it and describes at least one method, psychoan- 
alysis, to overcome it. Stoller is not a Sade in analytic cloth- 
ing. 

Belle, the subject of the book, is vividly portrayed as a 
woman of much grace, beauty, and wit. Obviously, Stoller 
likes her—and so will the reader. The evolution of her per- 
sonality and her sexual life and the course of her therapy are 
well documented and flow with forceful logic. Through de- 
tailed illustration and description one comes to see her as the 
paradigm of all neurotic patients, maybe of all people, and as 
a three-layered creature: an outward shell of rationality that 
conceals a middle layer of irrational, primitive, and vindic- 

ve fantasy, which in turn encloses an inner core of sanity 

d integrity. The emergence of that inner core into the full 
light of day is the aim of successful therapy and of successful 

e personal development. 

As mentioned above, this is really more than one book. 

The reader with limited time and endurance is advised to 
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skip part three, Theories of the Mind, and proceed from part 
two, Data: Belle, to part four, Conclusion, In doing so, he or 
she would get the full account of Belle’s analysis and a great 
deal more about sexuality and therapy (the discussion of sa- 
domasochism is particularly outstanding and illuminating). 
What he or she will miss is a lively, even bold discussion of 
certain profound psychological-philosophic-existential is- 
sues. The author does not shrink from tackling head-on such 
knotty matters as the meaning of "I," the reality of the self, 
the mind-brain dichotomy, the role of conflict in personality 
development, the primacy of aggression, and the question of 
free will. In doing so, he takes the unusual step of inviting 
commentaries on these matters from two people who have 
given much thought to them: M.F. Basch and K.M. Colby. 
Their contributions appear as Appendix A—a gem of lucid 
discourse on extremely complex subjects. In fact, part three 
of the text and this appendix, along with references and an- 
notations pertaining to them, can be viewed as a separate 


‘and worthy document in themselves. 


Some of the style and content of the book can best be con- 
veyed through quotations: 


Psychoanalysis is the subjective study of subjectivity' 
struggling to become the objective study of subjectivity. 
(p. 193) 


Analysis, with astonishing speed, went from revolution 
to respectability to outdated mythology. I do not think 
that a free society can easily bear the loss. (p. 223) 


Considering how appalling existence is for most hu- 
mans, we in our society are lucky to be able to wring our 
hands over flawed sexual pleasure. (p. 4) 


My theory makes sexual excitement just one more ex- 
ample of what others have said for millennia: that hu- 
mans are not a very loving species—especiallv when 
they make love. Too bad. (p. 35) 


Although it is old-fashioned to say that they exist, it is 
no secret that there are women with richly textured and 
complex femininity who meet anyone's criteria for psy- 
chic health. Their femininity is a product of a solid core 
of gender identity, permanent and non-conflict-laden 
identifications ‘with feminine women, and successful 
grappling with and mastery of oedipal conflicts in which 
they participated with their mothers and fathers. We 
need not doubt it; they unthinkingly, comfortably ac- 
cept having female bodies that are sources of physical 
pleasure. Should they marry and have children, they 
draw from their femininity a capacity for mothering in 
which there is so little hostility that, with the help of 
their masculine husbands, they raise their sons to be 
masculine and their daughters feminine. (pp. 55-56) 


Let us call her Belle, for that suggests how she felt she 
was when analysis began: old-fashioned femininity; a 
touch of exhibitionism; gentle masochism; a slightly 
addled yet refreshing innocence; soft, round, dreamy 
erotism; an unbounded focus on males, romance, silken 
garments, flowers and beads, bosoms, bare behinds and 
babies. (p. 59) 


More and more 1 think success in analysis depends on 
the patient's need to be honest. (p. 65) 


Sadomasochism is, I think, a central feature of most 
sexual excitement. My hunch is that the desire to hurt 
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others in retaliation for having been hurt is essential for 
most people’s sexual excitement all the time but not for 
all people’s excitement all the time. (p. 113) 


Perhaps the perversion of masochism is a hungry search 
for skin and mucuous-membrane stimulation in people 
who got too little in infancy and who have decided, as 
have ‘‘moral masochists," that any attention, even if 
painful, is better than none. . . . Bak makes the sugges- 
tion that sadomasochistic fantasies, especially those of 
being immobilized, represent the wish not to be sepa- 
rated from mother. . . . I find the involved and uncon- 
‘scious dynamics of sadomasochism more clever, more 
intelligent, and more sly than is suggested by the sacri- 
ficial ego model: we inflict punishment on ourselves in 
order to avoid having to change. ... Guilt is not the 
price paid for being bad but the price paid for the privi- 
lege of continuing to be bad. The megalomania of guilt: I 
fool everyone. . . . I do not think people become maso- 
chistic because they truly believe they deserve to be 
punisked. Rather, I think they trick themselves and us 
into believing that that is what they do, while secretly, 
they are busy with their foxy little sadisms. (pp. 118- 
124) 


With what, would Colby ask, does consciousness pro- 
vide us that could not be accomplished without con- 
sciousness? My answer is the same, I think, as Freud's. 
The vzlue of consciousness is pleasure and pain, an ef- 
fective motivating system: the present models for be- 
havior, such as computers and their programs, will be 
closer approximations when they can itch as well as 
scratch. (p. 181) 


We still go on living convinced at bottom that we make 
our ówn choices. No one, not even a madman, knows 
he is just a machine. No scientist really believes in the 
determinism he reveals in his laboratory. . . . In these 
gentle and liberal times, it is the style in some circles to 
call off the moralists and to see us all as victims free 

' from the accusation of sin because our. behavior is deter- 
mined: choice is an illusion. But take the battering fa- 
ther. We know it was predetermined he would batter his 
child, in part, because he too was battered when little. 
Yet even at the hottest point of his rage, when he lifts 
his arm to bash in his baby's skull, there is a moment 
when, were he not indulging himself, he would hold 
back h:s hand. Most parents take advantage of their 
children because the poor things are little. . . . In other 
words, though it may nowadays be in bad taste, it may 
nonetheless be scientifically accurate to go back to— 
even assign responsibility to—parents for what they do 
to their children. (pp. 200-201) 


When cne considers how often the subject of sexuality is 
given such dull treatment in the literature, it is both fortunate 
and appropriate to find an exciting book on sexual excite- 
ment. That it is two books in one need not detract from its 
value to the reader who is duly warned; in fact, he or she can 
look upon it as a bonus and a bargain in these inflated times. 
Good printing, an eye-catching dust jacket, references, gen- 
erous annotations, and an index round out a happy publish- 
ing event. 


JOHN Racy, M.D. 
Tucson, Ariz. 
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Electroshock: Its Brain-Disabling Effects, oy Peter Roger. 
Breggin. New York, Springer Publishing Co., 1979, 237 pp., 
$17.95. А 


In this book Dr. Breggin sets out to prove tfauECT is not 
therapeutically effective and that, instead, it produces severe 
brain damage and irreversible mental dysfunction in most, if 
not all, of those who have received it. He bases his "proof" 
on what the dust jacket correctly describes as an "'original" 
analysis of the ECT literature along with some anecdotal re- 
ports of dissatisfied patients. After admitting that his con- 
clusions are not shared by most others in the psychiatric 
community (1), Dr. Breggin attempts to explain this discrep- 
ancy in terms of some sort of vague conspiracy on the part of 
"ECT advocates," who he insinuates have misled both pa- 


. tients and colleagues for some presumably nefarious purpose 


that is left unclear to the reader. Unfortunately, a true reso- 
lution of these differences is beyond the scope of Dr. Breg- 
Bin's book, since, both quantitatively and qualitatively, fac- 
tual inaccuracies and notable absences ensure an ex- 
ceedingly biased presentation. 

In actuality, the issue of persistent CNS side effects with 
ECT, currently under active investigation in this country and 
abroad, is certainly not as simplistic as Dr. Breggin would 
have it. Although there is some evidence that persistent 
subtle deficits, chiefly in the area of persona. memory, may 
in fact occasionally occur in individuals follcwing ECT, the 
vast bulk of both clinical and experimental evidence suggests 
that the picture of profound, irreversible impairment pre- 
sented by Dr. Breggin is clearly not a common occurrence. 
For a more accurate view of what ECT does and does not 
do, the interested reader is referred to the report on ECT by 
the American Psychiatric Association (1), the proceedings of 
an NIMH-sponsored multidisciplinary conference (2), and 
the encyclopedic text by Fink (3). 
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Understanding and Helping the Schizophrenic: A Guide for 
Family and Friends, by Silvano Arieti, М.Г. New York, 
N.Y., Basic Books, 1979, 228 pp., $10.95. 


This clearly written and sensible short book from the pen 
of an eminent writer, clinician, and teacher is admirably suit- 
ed to its purpose. The families and friends of schizophrenic 
patients will find here the facts, perspective, and tempered . 
optimism they need while striving for balance in the face 
psychosis. Some patients will profit from reading it also. 

Too often treatment plans for schizophrenic illnesses mini- 
mize the importance of family support and educatiop. Dr. 
Arieti has produced a therapeutically useful tool in this , 
book, readily understandable by any intelligent person with 
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- ahigk school education. The clinician may recommend it to 

patients' families and friends with confidence. It will not take 
the place of case work or family therapy, but it will provide 
useful orienjation. 
. The mbjor clinical types, patterns of breakdown, and 
schizophrenic logic and language are all described in such a 
way as to invite empathy with the patient's experience while 
acknowledging the helpless distress of those close to him or 
her. There are vivid clinical examples throughout the book 
that throw a kindly and instructive light. The interplay of 
genetic, developmental, family, and social factors in produc- 
ing a schizophrenic breakdown is presented fairly and lu- 
cidly. Dr. Апей is sympathetic to the problems of the ‘‘nu- 
clear family” in an urban society, writing nothing here that 
will needlessly burden already overburdened mothers and 
fathers. He nevertheless acknowledges the importance of in- 
heritance and parenting. 

One chapter on treatment emphasizes the combined use of 
psychotherapy and psychoactive drugs. Dr. Arieti explains 
what happens in the former and discusses the uses and limits 
of the latter. There is another chapter on hospital care in 
which the importance of a fully supportive milieu is empha- 
sized. The indications for and against hospitalization are re- 
viewed. 

One might wish for a fuller discussion of ECT than Dr. 
Arieti gives us. Although it is not usually employed, it is 
sometimes lifesaving. Popular hostility to this measure 
would make a more explicit mention of its indications and 
safety desirable. I was also troubled by a statement on page 
190: “I support the abolition of psychosurgery."' Is there any 
other effective treatment for the rare but wretched individual 
completely imprisoned in a compulsive-obsessional system, 
unresponsive to psychotherapy, drugs, shock, or anything 
else? 

The importance of early case finding and intervention is 
appropriately emphasized throughout, and supportive coun- 
seling for prospective parents is recommended when schizo- 
phrenia is present in a grandparent. There is an interesting 
chapter on ‘‘special situations’’ in which crises are dis- 
cussed. Because it is all too true that ‘‘many psychiatrists 
are very reluctant to make home visits” the discussion main- 
ly addresses the use of hospital emergency rooms and police. 
Dr. Arieti implies the importance of the therapist's immedi- 
ate availability to the family when suicide or assault seems 
imminent, but he does not spell it out. This chapter also in- 
cludes a discussion of the religious cult problem. 

No book of such scope reduced to this length could satisfy 
every clinician, but this book is for families and friends. It 
should be useful to them and thereby helpful to schizophren- 
ic patients and their psychiatrists. 


JOHN T. MALTSBERGER, M.D. 
` Belmont, Mass. 


The Psychodynamic Approach to Drug Therapy, edited by 

Mortimer Ostow, M.D., Med.Sc.D. Riverdale, N.Y., Psy- 

* фе" Research & Development Fund, 1979, 344 pp., 
18.50. 


In the introduction of this book the authors state, ‘‘Psy- 

' choanalysis can no longer afford to ignore organic treatment 
modalities, especially drug therapy.” I agree. The contrib- 
utors to this interesting volume have succeeded in describing 
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how drug therapy can be effectively combined with in-depth 
psychoanalytic approaches in dealing with many difficult 
clinical problems. In the first part of the book an overview of 
clinical pharmacclogy, psychoanalytic psychiatry, and prob- 
lems with the combination of the two are condensed and re- 
viewed on the basis of the five cases that are presented in the 
remainder of the book. 

The editor of the book, the individual participants, and a 
staff assistant have managed to condense into about 300 
pages a monumental amount of case material and diszussion 
without diluting or compromising their aims. Eight tc twelve 
experts joined together eight or nine times per year Zor four 
years to review process case material of patients in psycho- 
analysis or psychoanalytic psychotherapy who also receivec 
psychoactive drugs. The case material is reported with day- 
to-day summaries and excerpts, and the group discussion o7 
the participants is interspersed with the case material. Ir 
reading the material, I obtained a sufficient sense of the dy- 
namics, the drug effects, and their interaction with each oth- 
er to allow me to make observations of my own about the 
cases and to speculate on what was happening and how : 
might have intervened—psychotherapeutically and'or psy- 
chopharmacologically. The cases and discussion also ab 
lowed me to make valuable comparisons with my own clint 
cal experiences. 

This book suffers at least one serious shortcoming or dis- 
advantage. The majority of the selected case material was 
taken from the early 1960s, when there was a limited exper - 
ence with and selection of psychopharmacologically active 
drugs. Thus it is probably significant that it is not until the 
fifth and last treated case (spanning 1969-1971) tha: a more 
precise identification of target symptoms and corresponding 
selection of drug therapy is evident. The enabling power of a 
sophisticated, multimodality approach is most obvious in 
this case, where effective drug therapy combined with skill- 
ful ward management and sensitive psychoanalytic psycho- 
therapy produced a remarkable and salutary treatment ouz- 
come. 

All of the reported cases are about very sick patients. My 
reactions alternated between profound respect for :he cliri- 
cian’s heroic efforts in treating such patients and uneasinezs 
and impatience with what at times seemed more like trial ard 
error approaches that produced more complications and sice 
effects for the patient than benefits. In either event. this is a 
compelling book because the reader is afforded a ve-y grapn- 
ic opportunity to follow, over time, evocative and con- 
pelling case mzterial. The reader also has a chance to w:t- 
ness the thoughtful (but at times, highly speculative) e«- 
changes and discussions of a group of knowledgeable 
psychoanalyst/clinicians who are experienced in both psy- 
choanalysis and psychopharmacology. 

There is a tendency in this book to emphasize anc focus on 
the unconscious meaning of the effects of drugs, motivation- 
al states, and the influences of psychoactive druzs on i- 
stinctual drives and to pay relatively little attention to the 
influences of ego and self structures and/or impairments to 
account for psychopathology and the effects of drug therapy. 
It is not surprising, then, that some of the participaats in оле 
of the group discussions provocatively (and I believe errone- 
ously) conclude that one of the unsalutary consequences of 
symptom relief with drug therapy is that the patient often 
abandons treatment because he or she feels better. They of- 
fer that perhaps this is desirable from the public health/case 
reduction point of view but undesirable if one wishes to wcrk 
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longer psychotherapeutically with such patients. I believe it 
is on a similar basis that they also conclude that drug therapy 
has little to offer in the management of personality disorders. 
I disagree that drugs reduce motivation for psychotherapy, 
and I also disagree that drug therapy has no place in the 
treatment of personality disorders. 

When it is argued that drug treatment might cause pre- 
mature termination of treatment, it could be argued equally 
strongly that our sicker patients' fears and distress about hu- 
man cortact and closeness drive them away from psvcho- 
therapy and that the permissive effect of psychotropic drugs 
often helps to keep affects optimal and in turn makes psvcho- 
therapeutic work more possible. Similarly, many of the ob- 
served behavioral problems associated with personality dis- 
orders are related to warded-off, painful affect states. As 
therapeutic interventions begin to contain behavioral ex- 
pressions of personality disorders, it is not uncommon to ob- 
serve the surfacing of depression, anxiety, and panic states, 
which are treatable with drug therapy, which may then fur- 
ther facilitate psychotherapy. 

Although 1 disagree and find myself at variance with some 
of the emphases and conclusions of this book, I believe it 
represents a very important contribution and approach. The 
contributors to this volume have effectively drawn attention 
to and instructively.described how drug therapy can be com- 
bined with psychoanalytic approaches. I would recommend 
and I bel:eve others would welcome similar future efforts by 
the contributors to this book and others, with the ex- 
pectation that even more meaningful insights and practical 
clinical help would be forthcoming given recent advances in 
psychoanalytic theory and technique and a more sophisti- 
cated appreciation of the action, use, and side effects o? the 
many psychoactive agents we currently use in clinical prac- 
tice. ° 


E. J. KHANTZIAN, M.D. 
Cambridge, Mass. 


Temperament Styles in Adult Interaction: Applications in Psy- 
chotherapy, by Jane Burks, Ph.D., and Melvin Rubenstein, 
M.D. New York, N.Y., Brunner/Mazel, 1979, 205 pp., 
515.00. 


Burks and Rubenstein present an approach to psychother- 
apy that is based on identification by the patient of his or her 
temperamental style and of its effects on his or her relation- 

ships. Their thesis, arising from the 20-year longitudinal 
study of temperament in children by Thomas, Chess, and 
Birch, is straightforward: temperament, a ‘‘biopsychological 
sub-system,” is an inborn dimension of ‘‘reactivity and ac- 
tivity”; although influenced by family and social forces, it 
persists essentially unchanged throughout life and is an im- 
portant determinant of behavior. 

In their work with adult patients, the authors have identi- 
fied six temperamental styles based on such characteristics 
as level of activity, mood, responsiveness, and adaptability. 
Thus the withdrawer is cautious, thorough, and realistic; the 
persister is intolerant of interruption and proud of his per- 
fectionism; the intenser is forceful in his feelings and the way 
he expresses them; the approacher is quick to respond and 
adapt to new situations; the adapter is a pleasing person and 
easy to get along with; and the doer is highly active and pre- 
occupied with achievement and success. 
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In therapy, the patient is made aware of his temperament - 
through a process of self-identification (this is achieved in 
part by his completion of a simple questionnaire) and of its 
manifestations in various forms of relationship, such as with 
parents, spouse, and workmates. The patient theh comes,to 
accept that his temperament is inherent and learns how to 
use it in his relationships, particularly by making it known to 
others. According to the authors’ experience. these goals are 
better achieved in group therapy than in individual therapy. 
The therapeutic approach also has applicaticn in family and 
marital therapy as well as in nonclinical sett ngs. 

This form of treatment, and the theory underlying it, are 
certainly replete with good common sense, tut many thera- 
pists will no doubt find it overly schematic and some will 
even find.it facile. The authors seem to concede this by em- 
phasizing that temperament is only one aspect of personality 
and then not even the most important; yet thzir approach in 
practice appears to deny these additional aspects. 

The book is irritatingly cluttered with jargon: manipulative 
intentionality, individuate, oppositionality, ar.d occupational 
system are but a few examples. Although it is less than 200 
pages long I also found it rather repetitive; for example, we 
read at several points about the immutability of temperament 
and about therapeutic goals. 


SIDNEY В осн, PH.D. 
Oxjard, England 


The Family: Evaluation and Treatment, edited by Charles K. 
Hofling, M.D., and Jerry M. Lewis. M.D. New York, N.Y., 
Brunner/Mazel, 1980, 313 pp., $17.50. 


This book contains the presentations given at the 1979 
meeting of the American College of Psychiatrists; as such it 
is a mixed bag. In it are a number of absolutely first-rate 
papers containing material not available elsewhere and re- 
flecting original thinking of a high caliber. Jerry M. Lewis’ 
chapter, titled ‘The Family Matrix in Health and Disease,” 
is a fine review of the systems approach to families and of his 
and his colleagues’ own work. The chapter by David Reiss, 
“Pathways to Assessing the Family: Some Choice Points 
and a Sample Route,” is outstanding both in its review of the 
current state of the diagnostic assessment of families and its 
discussion of the work of his group. For those who are not 
familiar with the sociobiological perspective on the family, 
the chapter by David P. Barash, ‘‘Evolutionary Aspects of 
the Family," is a good introduction. 

Also in the book are a number of useful and sensible con- 
tributions that do not add to the field but reviev aspects of it. 
Theodore Lidz's summary of his thinking is one such, as is 
the sensible discussion of ‘‘family interviewing" as opposed 
to ‘‘family therapy” contributed by Saul L. Erown. Brown 
emphasizes that family interviews can contribute to a treat- 
ment program even if they are not the central therapeutic 
modality and how this can be accomplished. Similarly, the 
discussion of “Тһе Family as a System" by James Grier 
Miller and Jessie L. Miller is a competent introduction.tg this . 
approach to families. 

Finally, there are in this volume : a number o slighter c 
tributions that may have been interesting as an ШОН 
to family therapy and how to do it for the avdience,at the 
meeting. For instance, Marshall D. Schechter and Harold I. 
Lief discuss a case involving both family and marital treat- 
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* ment that shows a high level of clinical competence. This 
chapter, "Indications and Contraindications for Family and 
Marital Therapy: An Illustrative Case," and several others 
like it do notadd to our knowledge and will probably be of 
interest ойу to those who have read little or nothing in the 
field of the family. 

The paper by Yrjó О. Alanen titled “In Search of the In- 
teractional Origin of Schizophrenia" deserves separate com- 
ment. Alanen is a major contributor to our understanding of 
schizcphrenic patients and their families. This chapter does 
not do his work justice, probably because he did not have 
enough tíme and space and because the issues in this field, 
where family influences and genetic endowment interact, are 
so complicated 'that they are not easily summarized. Ala- 
nen's chapter stands alone, somewhat out of place in the 
book because the current state of this area deserves both a 
comprehensive review and a clear exposition of Alanen's 
own work and views. This chapter accomplishes neither task 
while attempting both. : 

It is unclear for whom this book, and many like it, ar 
intended. It is appropriate for neither the beginning student 
of the family nor for the advanced practitioner. Perhaps it 
belongs in libraries. The chapters by Lewis and Reiss added 
to my personal understanding and knowledge, and some of 
the chapters, such as the one by Brown, would be useful to 
give to residents beginning their work on an inpatient ward. 
It is unclear, however, that there are readers who will find 
most of this volume useful or interesting. Much of the book 
is redundant or available in- better form elsewhere. For in- 
stance, Lidz should be read at greater length than the 20- 
some pages his chapter occupies, and Donald Bloch has 
much more to say than he does here. | 

In conclusion, editors of collections must be more ex- 
acting in whom they will and will not include in the final pro- 
ceedings of a meeting because much of what sounds inter- 
esting in person is not valuable in print. They will also have 
to consider more carefully for whom the volume is intended. 


HENRY GRUNEBAUM, M.D. 
Cambridge, Mass. 


Methods of Biobehavioral Research, edited by E.A. Serafeti- 
nides, M.D., Ph.D. New York, N.Y., Grune & Stratton 
(Harcourt Brace Jovanovich), 1979, 213 pp., $19.50. 


Research in psychiatry suffers from many ills, not the least 
of which is the relative lack of emphasis on rigorous research 
training. The Seminars in Psychiatry series attempts to stim- 
ulate interest in biobehavioral research by publishing re- 
views and updates of the technical advances that are being 
made in various areas. As a volume in this series, Methods 
of Biobehavioral Research is intended to be an introduction 
to research methodology, a basic primer emphasizing defini- 
tions of terms and techniques and/or describing the rationale 
for a dozen different research areas. There is no special or- 
ganization or logical sequence in the material offered (or for 

* thiseparticular selection), but the reader will have no diffi- 
quity discriminating between the ''hard" and ''soft" re- 
starch areas—not only in terms of the useful information 
provided but in the extent to which they fulfill the ostensible 

*goalsyof the volume. 

The two opening chapters on neurobiochemistry by A. 

Yuwiler cover the basic methods of research in biochemistry 
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and then provide an overview of neurochemical approaches 
in the diagnosis, treatment, and etiology of disease. W.J. 
Dixon deals with issues in the design of experiments and 
analysis of research data in a well-organized introductory 
lecture describing the content of a course in statistics. Dixon 
provides an excellent reading list covering general texts, 
mathematical statistics, data analysis, statistics in medical 
research, and putlications in psychiatric research. 
Oldenfeld contributes a highly readable review of the pros 
and cons of several neurodiàgnostic procedures for eval- 
uating organicity, emphasizing computerized tomography 
(CT scanning), the newest of the imaging techniques used for 
the investigation of brain function. "Methods in Elec- 
trophysiological Research” by R. Coger, A. Dymond, and 
E.A. Serafetinides discusses ongoing electrical activity in 


'the CNS and peripheral measures of autonomic and skeletal 


muscle activity and includes a section on instrumentation in 
electrophysiology. 

Although it is not a description of methods, Colby's chap- 
ter is an excellen: statement of the goals, limitations, under- 
lying concepts, and assumptions of computer simulation ap- 
proaches to research in psychiatry. The chapter on psycho- 
pharmacology by Van Putten, May, and Jarvik is also not a 
discourse on methodology so much as a discussion that 
ranges from issues in the design of clinical pharmacologic 
research to the interpersonal interactions that are required to 
implement such interdisciplinary research. Rounding cut the 
“hard” chapters is an introductory lecture by D. Shapiro 
dealing with the definitions of relevant features of psycho- 
physiology and biofeedback research and their background 
in the study of conditioning phenomena. 

The chapter on clinical and psychotherapeutic methods of 
research by M. Straker is a description of the problems of 
research and researchers in psychiatry. The author does, 
however, define and illustrate a variety of approaches, point- 
ing out their strengths and weaknesses. The perspective of à 
biopsychosocial approach to research is offered by J. Cohen, 
and McGuire’s chapter on ethological methods is actually 
devoted to a definition and justification of ethology. The 
chapters on family therapy by M. Lansky and nursing re- 
search by J. Messick contain some substantive material but 
also fail to address methodology as such. 

In terms of subject matter and content, Methods of Bio- 
behavioral Research is a heterogeneous collection of ‘‘in- 
troductory chapters.” The editorial rationale for attempting 
to cover so much of biobehavioral research rather than de- 
voting a volume to a single area of research is not clear. Per- 
sonally, I woulc have preferred the latter. In some areas, of 
course, such introductory texts are available. There would 
seem to be a need for more extensive coverage in other 
areas, and, based on the content of some of these chapters, 
there are still otaer areas where there is not yet enough accu- 
mulated experience to have developed and evaluated meth- 
ods and techniques appropriate to the phenomena of primary 
concern. Be thzt as it may, several of these chapters are ex- 
cellent introductions to their respective subjects and are 
aimed, I would judge, at the novice or undergraduate stu- 
dent. They would make comprehensive introductory lec- 
tures summarizing the content of a course or seminar —and, 
I suspect, many of them are just that. However, there is of- 
ten a need for iust that! The professional investigator often 
finds it difficult to return to the most basic tenets of his or her 
approach. The serious beginner is likely to be sent some- 
place else for the basics in the methodology of the field in 
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which he or she may be interested. However, if this small 
volume does not provide everything, it may contain some- 
thing you wanted to know about a particular area but were 
afraid to ask. 


ROBERT ADER, PH.D. 
Rochester, N.Y. 


Mental Health Issues in Grief Counseling. Summary of Pro- 
ceedings: National Conference on Mental Health Issues Re- 
lated to Sudden Infant Death Syndrome, edited by Stanley E. 
Weinstein, Ph.D. Rockville, Md., U.S. Department of 
Health, Education, ana Welfare, 1979, 133 pp., no price list- 
ed (paper). : 


Sudden infant death syndrome is a confrontation with the 
absurd. Most people have at least some cognitive awareness 
of their vulnerability, lack of control, and finitude, but at the 
same time, as parents they maintain a comfortable illusion 
that their infants can be loved, cradled, and protected from 
the world—and from death. If babies are not safe, who is? 
Sudden infant death syndrome is a violent cognitive and af- 
fective assault on the immortality fantasy of the parents. I 
recommend this collection of papers for all those who work 
with grief and loss in any form, and for both those who have 
an inkling of their own finitude and those who do not. 

The сспѓегепсе on which this book is based offered expe- 
riences that stimulated both the minds and the feelings of the 
participants. George Engel involved his audience at the con- 
ference in a film made by the British Broadcasting Company 
on the Aberfan slag heap disaster in which 120 people were 
killed, most of them children. His chapter, titled “Teaching 
and Learning About Grief,” is an affect-laden and instruc- 
tive exchange between the conference participants and him- 
self after they watched the film together. This and other con- 
tributions remind us that the catastrophe of sudden loss in- 
spires anger and helplessness in those whose efforts to be of 
help seer puny when contrasted to the event. 

Albert Cain contributes an excellent chapter on ‘Тһе Im- 
pact of Sudden Infant Death on Families," and Lois Murphy 
offers another on ‘‘Early Attachments and the Effect of 
SIDS on Parents,"' particularly the mother. The severity of 
grief reactions and their enduring nature coupled with the 
ripple effect on other family members, even through the gen- 
erations, is emphasized. Cain offers the timely reminder that 
the verbal, open, shared, and tearful expression of grief is 
not the one and only true way, and that territoriality often 
leads to helping people believe that they are the only ones 
with the knowledge and know-how required to be of help. 
Murphy points out that sudden infant death syndrome usual- 
ly occurs in the first six months of life in a ‘honeymoon 
phase” during which many parents find their babies ''pure 
jov." The parents experience the bewildering traumatic loss 
as loss of part of self. The loss of self-confidence, physical 
distress, guilt, anger, denial, emptiness, aloneness, and loss 
of meaning of life are all well described. Cain also empha- 
sizes the need to give attention to siblings as well as to both 
parents. 

The role of the counselor and the impact of the work on 
her or him receives attention in several papers, particularly 
those of Arthur Rosenbaum and George Engel. There is need 
for support from colleagues and for awareness that burnout 
. will occur if there is a great imbalance in the counselor's life 
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between giving and receiving. Rosenbaum gives many useful - 
observations about the tasks of counseling, but his is not a 
“how to" chapter, which would be approprizte only if coun- 
seling were a technology rather than an art. ' 

Donald Klein offers wisdom in "Selecting the Mental 
Health Consultant," and Michael Rothenberg summarizes 
the conference with great'sensitivity. The spiritual dimen- 
sion receives very little attention and needs -o be included in 
any review of matters of life and death. 

I wish that I had been at the conference to experience the 
affective components, but the 10 contributozs have done a 
great service to us all in sharing their wisdom through the 
written word. 


N. MICHAEL Murpuy, M.D. 
Albany, N.Y. 


Specialized Techniques in Individual Psychotherapy, edited 
by Toksoz B. Karasu, M.D., and Leopold Bel'ak, M.D. New 
York, N.Y., Brunner/Mazel, 1980, 490 pp., $25.00. 


Twenty-two authors contribute 25 chapters focused on 
clinical case material that is bound to capture the interest of 
a wide variety of psychotherapists. Although zach chapter is 
the product of an authority in the field, the final product re- 
veals an uneven quality of excellence. The title led me to 
anticipate that the focus would be on the details of various 
strategies in psychotherapeutic activity. What is offered in- 
stead is a feast of interesting clinical situations, clinical prob- 
lems, and diagnostic entities that provide opportunity to 
discuss recommended specific styles of psychotherapeutic 
intervention. The clinical entities include ambulatorv schiz- 
ophrenia, borderline personality, obsessive states, alco- 
holism, stress response syndrome, pathological mourning, 
sexual dysfunction, psychotherapy of the dep-essed patient, 
and others. Marmor (1) has pointed out that we must contin- 
ue to strive toward a unified science of psychotherapy that 
will enable us to fit the patient, the therapist, and the tech- 
nique together in a way that will most effectively, economi- 
cally, and humanely achieve the desired objec-ives of mental 
health. 

In the introductory overview, Dr. Karasu states that the 
task for the future is the achievement of greater specificity 
for particular kinds of intervention. In reviewing the current 
plethora of psychotherapies, he suggests three major topog- 
raphies for clustering in relation to basic themes. These in- 
clude the dynamic, behavioral, or experiential themes. He 
describes psychotherapy as a mutual therapist-patient en- 
deavor to investigate and understand the nature of the pa- 
tient's distress and for treatment of same. He points out that 
the therapeutic relationship is the dynamic ba.ance between 
real object relationship, the therapeutic alliance, and trans- 
ference, and he comments that a good clinician calibrates the 
use and the timing of the therapeutic techniques. Dr. Karasu 
also contributes a chapter dealing with the psychotherapy of 
the physically ill patient. He discusses the dynamic inter- 
actions between external stressors, characterologieal.de- . 
fenses, and coping problems and cautions that countertra 
ference responses, which are reflected by premature cen- 
frontation, or interpretations about the patient's use of 
denial or affective blocking, are a major contributor tanen 
peutic failure in this clinical situation. 

І found Dr. Kernberg’s chapter on the psy chotherapy of | 
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* borderline patients both interesting and helpful. The contri- 
bution by Dr. Horowitz on brief treatment of stress response 
syndromes is also excellent. The chapters on hypnotherapy, 
sexual theragy, the suicidal patient, the elderly patient, and 
ambulatory patients with severe anxiety are less successful. 
The laiter article recommends the use of neuroleptics for se- 
vere neurotic anxiety and ambulatory ECT under related cir- 
cumstances. These comments are not congruent with cur- 
rent concepts about somatic management of anxiety states. 

Several ‘chapters are unusual in that the topics concern 
common clinical conditions that somehow escape dis- 
cussion. These include racial issues in psychotherapy (Hugh 
Butts, M.D.), family and marital therapy combined with in- 
dividual therapy (Stephen Fleck, M.D.), and combined psy- 
chotherapy and pharmacotherapy (Gerald Sarwer-Foner, 
M.D.). . 

Throughout the book the major psychotherapeutic stance 
is provided by psychoanalytic and psychodynamic formula- 
tions. The flexible adaptive variations of this basic hypothe- 
sis are useful in providing an underlying theoretical and 
structural support for psychotherapeutic work in a wide vari- 
ety of clinical settings. However, this book shares the short- 
coming of many others on psychotherapy in that process is 
described but data on outcomes are lacking. 

Whether the practitioner's interest lies in private practice, 
the general hospital, community clinic, or institutional psy- 
chiatry, this book provides good reading and useful clinical 
clues and can be a guide to better psychotherapy. The edi- 
tors’ hopes and objectives are fulfilled in this volume. 
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Nourishing the Humanistic in Medicine: Interactions with the 
Social Sciences, edited by William R. Rogers and David 
Barnard. Pittsburgh, Pa., University of Pittsburgh Press in 
cooperation with the Institute on Human Values in Medicine 
of the Society for Health and Human Values, 1979, 325 pp., 
$10.95. 


We are in a time when the pertinence of the medical model 
to psychiatry is passionately defended and attacked. This 
volume usefully expands the definition of that model in di- 
rections that should somewhat mute the controversy over its 
applicability in psychiatry. Those who want psychiatrists to 
reidentify themselves with other physicians and medical 
practices will find it easier to persuade psychiatrists who see 
their role and skills as encompassing the pathogenic and 
therapeutic elements in society at large. Those who promote 
a broader, more varied view of illness, health, and the physi- 
cian will find their dimensions more comfortably capacious 

. as herein tailored. 
f The book insistently and correctly turns our attention to 
values, an area sadly neglected in medical and psychiatric 
education. Values, in my view, are the specific human adap- 
tation device. That which works (to some end or other) be- 
сой vated Values become organized into value systems. 
Value ‘systems then develop momentum and inertia, which 
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may then foster or frustrate all human endeavor, especially 
the understanding of health and unhealth and provision for 
their care. 

The tendency of both social scientists and physicians to 
subdivide their zoncerns and approaches into hyper- 
specialisms that ignore the needs of whole human beings is 
diligently and successfully countered by this book. 

This group of essays by individual authors grew out of dia- 
logues initiated by the Institute on Human Values in Medi- 
cine, partly funded by the National Endowment for the Hu- 
manities. The participants from medicine and social sciences 
were provided five two-day retreats over the course of two 
years in which to -eflect, reveal, and stimulate one another's 
thinking, so the results are illumined by these efforts and op- 
portunities for the contributions to affect one another before 
reaching outside readers. Particularly impressive to me in 
this imaginative plan to humanize was the exchange among 
participants about their personal and professional ''rilgrim- 
ages," including encounters with tragedy, illness, medical 
care, and healing. This process, plus the debate and dis- 
cussion by the group at preliminary presentations, lend the 
finished chapters a degree of integration and mutual honing 
uncommon in contributions to an edited volume. 

Theologian/psychologist William B. Rogers competently 
reviews and interprets for medical educators the dual factors 
of helplessness and power as they are experienced, taught, 
and learned by doctors, patients, and society. 

Psychiatrist Robert J. Lifton urges the replacement of 
what he calls psychic numbing” and the ‘‘technicist’’? mod- 
el of professional intervention with a renewed emphasis on 
value advocacy and personal openness in dealing with criti- 
cal ethical questions in medical education. 

Anthropologist Anthony Oliver-Smith sensitively exam- 
ines the role of the fit between the basic assumptions of twc 
parties in a "'crisis dyad,” trying to construct a helpful con- 
text of meaning for suffering. 

These three papers contributed most to my understanding, 
but historian Barbara Sicherman’s analysis of the cyclicad 
nature of the "*progressive" medicine propounded ty Rich- 
ard Putnam and Henry Cabot is also valuable, as are the oth- 
er eight chapters. 

All this being said, I found the book lacking in a zredible 


unifying view of humankind that would optimize the utility 


of other concepts presented. The role of intraspecific coop- 
eration in the survival and well-being of all species, particu- 
larly our own, should have been prominently unde-scored. 
Some such humanizing formulation as that of Ashley Mor- 


· tagu should have been incorporated: the purpose o? human 


life is to live as though to live and love were the same thing. 

That the authors have nevertheless been faithful latently 
to such understanding is revealed by my wish to heve been 
present in order to more explicitly give it tongue. 


Roperic Gorney, M.D., PH.D. 
Los Angeles, Calif. 


Adaptation in Schizophrenia: The Theory of Segmental Set, by 


"David Shakow, Ph.D. New York, N.Y., Wiley-Intevsciencz 


(John Wiley & Sons), 1979, 232 pp., $19.95. 


Ever since his early days as Chief Psychologist and Direc- 
tor of Psychological Research at the Worcester State Hospi- 
tal, David Shakow has been interested in schizophrenia as a 
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clinician and as a researcher. When he writes on the subject, 
therefore, it behooves us to listen. The present volume sets 
forth his theory of segmental set. Generalized set is de- 
scribed as ‘‘the kind of adjustment (conscious, pre- 
conscious, and unconscious) that disposes a person to per- 
ceive a situation objectively and to respond equally objec- 
tively, in an autonomous fashion.” Segmental set typical of 
schizophrenia ‘‘is disclosed by an inconsistency within an 
aspect cf the response (as in cognitive dispersal) or in the 
incongruous combination of the cognitive, affective, and 
conative aspects into a spontaneous unit." The result is 
schizophrenic thinking. 

Shakow draws heavily on his earlier work at Worcester 
and later at NIMH. As he states in his preface, he eschews 
the ideal task of integrating the enormously complex body of 
clinical and experimental literature bearing on the subject. 
The result is a somewhat disappointing volume that gives the 
impression at times of being thrown together hastily without 
adequate reference to the other literature, particularly of the 
later decades. 

The book is introduced by a well-deserved tribute to Shak- 
ow from his colleague David Rosenthal. The beginning chap- 
ters on set theory and on the stimulus-response process that 
Serves as context for it are clear and explicit, although one 
regrets Shakow's frank avoidance of any detailed integration 
of set theory with modern psychopharmacology, linguistics, 
decision theory, and cognitive psychology. There follow, 
however, a series of brief 3-5-page chapters on research, de- 
velopmental aspects, coping behavior, symptoms, and diag- 
nosis that promise more than they fulfill. The 3-page treat- 
ment of developmental aspects (actually about 2 pages of 
text) might better have been left out. The 5-page chapter on 
the therapeutic aspects of segmental set has little that is new 
and spécific to set theory. | 

The relative neglect of the background of the set concept 
in historv is corrected by an appendix by Ann Masten on 
"Set and Schema Theory in Twentieth Century American 
and British Psychology," which, however, relates to Shak- 
ow's work only incidentally. The appendix also has a 21- 
page description of the Worcester State Classification Sys- 
tem for Schizophrenics, which although interesting in the 
light of the appearance of DSM-III is of little pertinence to 
the explanation of set theory. In summary, Shakow has 
much to cffer in his clinical-descriptive treatment of segmen- 
tal set but is disappointing in his theoretical and integrative 
development of it. 

The volume has a detailed author and subject index and an 
adequate bibliography. 


WILLIAM A. Номт, PH.D. 
Chicago, Ill. 


Basic Intensive Psychotherapy, by William H. Reid, M.D. 
New York, N.Y., Brunner/Mazel, 1980, 126 pp., $12.00. 


This succinct, clearly written book is specifically aimed at 
all beginning psychotherapists and their supervisors, not on- 
ly residents in psychiatry. It has a strong psychoanalytic bias 
(for instance, the phenomena of psychic energy and ego de- 
fense mechanisms are repeatedly dealt with). 

In his preface Dr. Reid explicitly hopes to follow in the 
tradition of Dr. Kenneth Colby’s Primer for Psycho- 
therapists (1). He succeeds admirably in this ambitious task. 
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The book deals with everyday realities and problems en- 
countered in intensive psychotherapy, both those of the pa- 
tient and those of the therapist. Most of the book deals with 
three distinct phases of therapy: 1) the openipg phase, in- 
cluding building the therapeutic alliance, 2) the middle 
phase, dealing with resistance, working through, transfer- 
ence, countertransference, and specific psychotherapeutic 
techniques, and 3) the third phase, termination. 

The longest section is that on the crucial middle phase of 
therapy. It deals with the actual, often painful and difficult 
work done to minimize the patient’s symptoms. Dr. Reid dis- 
cusses ''the two basic forms” the transference may take— 
“а source of nourishment and love . . . or a figure of consid- 
erable authority." Working with important resistances, such 
as repression, projection, and denial, is discussed briefly and 
with a minimum of jargon. 

The section on termination is especially helpful in its ideas 
about different types of termination—natural, forced, and 
premature. Trainees need much help in dealing with these 
issues and the guilt often stirred up within the therapist 
when he or she rotates onto another service and must termi- 
nate or transfer patients. 

Scattered throughout the book are brief clinical vignettes 
dealing with the process of treatment and various therapeu- 
tic techniques. The book might be strengthened by increas- 
ing the frequency and length of excerpts from interviews, 
along with more examples and discussion of poor or in- 
appropriate therapeutic interventions. 

Overall, however, this book achieves its goal of briefly 
presenting basic concepts of psychodynamic, psycho- 
analytically oriented psychotherapy. The author’s implicit 
skills as a therapist and supervisor make it a welcome addi- 
tion to the literature. I recommend it to beginning therapists 
and their supervisors as a valuable aid in learning how to 
approach this subtle and fascinating form of psychotherapy. 
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Schizophrenia: A Biopsychosocial Perspective, by Andrew 
Crider. Hillsdale, N.J., Lawrence Erlbaum Associates (New 
York, N.Y., Halsted Press, John Wiley & Sons, distributor), 
1979, 194 pp., $16.50. 


This small volume is of interest to psychiatrists because it 
condenses and evaluates major up-to-date research and con- 
cepts of schizophrenia. Most valuable is the use of bridging 
concepts between descriptive psychiatry, biochemistry, ge- 
netics, and previous life history to arrive at a plausible amal- 
gamation. 

The book opens with a brief overview of changing con- 
cepts of schizophrenia from Bleuler and Kráepelin through 
DSM-III, including the problems that still remain in makinda 
reliable clinical diagnosis of schizophrenia. ‚ 

The second chapter, ‘Тһе Schizophrenic Psychosis,” am- 
ply illustrates the author's view of the development of the 
schizophrenic psychosis from its onset, marked w] mood 
shift toward euphoria, to early schizophrenia, marked by in- 
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creased perplexity because of the inability to control atten- 
tion and ideation. This is followed by the schizophrenic psy- 
chosis, complete with primary and secondary delusions, hal- 
lucinations, $ language disorder, and a variety of dissociative 
phenomera characteristic of the full-blown psychosis. The 
author supports these three phases by a much needed sum- 
mary and synthesis of well-known research studies on reac- 
tion time and attention dysfunction. 

The third chapter, on major biochemical hypotheses, is 
well suited for students of psychiatry and includes a parsi- 
monious presentation of the way neurotransmitters function 
at synapses. The transmethylation hypothesis, the dopamine 
hypothesis, and the amphetamine hypothesis are clearly pre- 
sented, as is the evidence for and against each. The section 
on the orthomolecular hypothesis at best provides a basis for 
refuting the outrageous pseudoscientific claims made for this 
approach. It is unfortunately given too much space for its 
importance. More important, Crider makes it abundantly 
clear that any single biochemical model at this time cannot 
be definitive because of the vast complexity of the brain and 
the possibility that there are myriad unknown and only 
partially known biochemical processes remaining to be 
studied. 

In the economical review of genetic factors in schizophre- 
nia, the fourth chapter, the author tends to prefer the poly- 
genic over the modified dominance inheritance theory. He 
concludes that inherited predisposition is necessary but not 
sufficient to produce schizophrenia and reasons that genetic 
studies provide the best single source of evidence for the role 
of environmental factors in its etiology. 

The chapter on life history contains a tightly reasoned re- 
view of three major retrospective developmental studies and 
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illuminates the scientific limitations to their findings as hav- 
ing significance in the etiology of schizophrenia. In a similar 
way, Crider finds that predictive studies on high-risk popu- 
lations are faced with very complex problems of selection of 
subjects, diagnostic criteria, and the number of decades 
necessary to do such a study. 

In the section on developmental studies the author con- 
cludes that both uncontrolled clinical observations and con- 
trolled laboratory studies of interactions and communication 
patterns of families with schizophrenic children fail to dem- 
onstrate a specific developmental or life history event that 
characterizes preschizophrenic children or that can be isolat- 
ed as being necessary for later psychosis. 

The chapter on patienthood deals with the social impact of 
schizophrenia as demonstrated by epidemiological studies 
and includes the significant demographic correlates of so- 
cioeconomic status, age, and race. The next section sketches 
the decline of the mental hospital as the primary place to 
treat psychotic patients. The section on deinstitutionaliza- 
tion and patient care summarizes the mental health legisla- 
tion, the litigation regarding human rights of mental patients. 
and the role of antipsychotic medications in the development 
of patient care in the community. 

The book closes with a knowledgeable survey of the unful- 
filled promises of deinstitutionalization and the myth of reha- 
bilitation, the myth of reintegration, and the myth of continu- 
ity of care. Except for a few small sections meant for stu- 
dents this is an excellent review of schizophrenia fo- 
psychiatrists. 


STANLEY Н. ELDRED, M.D. 
Belmont. Mass. 
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of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Symlog: Case Study Kit with Instructions for a Group Self 
Study, by Robert F. Bales. New York, N.Y., Free Press 
(Macmil'an Publishing Co.), 1980, 17 pp., $5.95 (paper). 


Doing Psychotherapy, by Michael Franz Basch. New York, 
N.Y., Besic Books, 1980, 181 pp., $15.00. 


Friendship: How to Give It, How to Get It, by Joel D. Block, 
Ph.D. New York, N.Y., Macmillan Publishing Co., 1980, 
226 pp., $10.95. 


Competence and Coping During Adulthood, edited by Lynne 
A. Bond and James C. Rosen. Hanover, N.H., University 
Press of New England, 1980, 365 pp., $20.00. 


Drug-Free Therapeutic Community: An Evaluation, by Rob- 
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York, N.Y., Human Sciences Press, 1980, 149 pp., $14.95. 
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ness in Interpersonal Relationships, by Gordon J. Chelune 
and associates. San Francisco, Calif., Jossey-Bass, 1979, 
: 374 pp., 516.95. 


Freud: The Man and the Cause, by Ronald W. Clark. New 
York, N.Y., Random House, 1980, 617 pp., $19.95. 


The Evolution of Human Consciousness, by John Hurrell 
Crook. Oxford, England, Clarendon Press (Oxford Universi- 
ty Press), 1980, 431 pp., $39.00. 


Psychology and Psychiatry in Courts and Corrections: Con- 
troversy and Change, by Ellsworth A. Fersh, Jr., Ph.D., J.D. 
New York, N.Y., John Wiley & Sons, 1980, 353 pp., $23.95. 


Toxicological and Pathological Studies on Psychoactive Drug- 
Involved Deaths, by Louis A. Gottschalk, M.D., and Robert 
H. Cravey. Davis, Calif., Biomedical Publications, 1980, 467 
pp., $42.00. 
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rie S. Greiff, M.D., and Preston K. Munter, M.D. New York, 
N.Y., New American Library, 1980, 201 pp., $10.00. 


Psychotherapy Supervision: Theory, Research and Practice, 
edited by Allen K. Hess. New York, N.Y., John Wiley & 
Sons, 1980, 530 pp., $33.50. 


Am J Psychiatry 137:9, September 1980 








The Medical Casebook of Adolf Hitler: His Illnesses, Doctors 
and Drugs, by Leonard L. Heston, M.D., and Renate Hes- 
ton, R.N. New York, N.Y., Stein and Day, 1979, 176 pp., 
$12.95. 


Assessing Schizophrenic Thinking: A Clinical and Research 
Instrument for Measuring Thought Disorder, by Mary Hollis 
Johnston and Philip S. Holzman. San Francisco, Calif., Jos- 
sey-Bass, 1979, 301 pp., $15.95. 


Helping People Change: A Textbook of Methods; 2nd ed., ed- 
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York, N.Y., Pergamon Press, 1980, 578 pp., $27.50; $13.95 
(paper). 
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Oakley. New York, N.Y., Schocken Books, 1980, 346 pp.. 
$12.95. : 
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1980, 156*pp., $9.95 (paper). 


. © 
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Unpopular Essays on Technological Progress, by Nicholas 
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M.D. Philadelphia, Pa., Saunders Press (W.B. Saunders 
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Learning After College, by Nevitt Sanford, edited by Craig 
Comstock. Orinda, Calif., Montaigne, 1980, 277 pp., $14.50; 
$9.95 (paper). 


The Childhood Emotional Pattern and Psychodynamic Thera- 
py, by Leon J. Saul, M.D. New York, N.Y., Van Nostrand 
Reinhold Co. (Litton Education Publishing), 1980, 589 pp., 
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General Psychopathology: An Introduction, by Christian 
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(paper). 
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day Life, by Berthold Eric Schwarz, M.D. New York, M.Y., 
Van Nostrand Reinhold Co. (Litton Education Publish‘ng), 
1980, 299 pp., $14.95. 


The Journal of the Absurd, by Jules Siegel and Bernard Gar- 
finkel, with illustrations by Diana Bryan. New York, N.Y., 
Workman Publishing, 1980, 180 pp., $3.50 (paper). 


Read Your Child's Thoughts: Pre-School Learning Piaget's 
Way, by Mary Sime. New York, N.Y., Thames and Hudson, 
1980, 139 pp., $13.95. 


Coed Prison, by John Ortiz Smykla, Ph.D. New York, N.Y., 
Human Sciences Press, 1980, 300 pp., $19.95. 


Cocaine Users: A Representative Approach, by James V. 
Spotts and Franklin C. Shontz. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1980, 506 pp., no price listed. 


The First Interview with the Family, by Helm Stierlin, Inge- 
borg Rücker-Embden, Norbert Wetzel, and Michael Wirsch- 
ing; translated by Sarah Tooze. New York, N.Y. Brunner/ 
Mazel, 1980, 229 pp., $17.50. 


The Social Causes of Husband-Wife Violence, edited by Mur- 
ray A. Straus and Gerald T. Hotaling. Minneapolis, Minn., 
University of Minnesota Press, 1980, 253 pp., $20.00; $8.95 
(paper). 


The Social Psychology of Childhood Disability, by David 
Thomas. New York, N.Y., Schocken Books, 1980, 160 pp., 
$14.95. 


Spiritual Well-Being of the Elderly, edited by James A. Thor- 
son, Ed.D., and Thomas C. Cook, Jr., M.A., M.Div. 
Springfield, Ill., Charles C Thomas, 1980, 229 pp., $22.50. 


Handbook of Biological Psychiatry, Part II: Brain Mecha- 
nisms and Abnormal Behavior-Psychophysiology, edited by 
Herman M. Van Pragg, Malcolm H. Lader, Ole J. Rajael- 
sen, and Edward J. Sachar. New York, N.Y., Marcel Dek- 
ker, 1980, 454 pp., $46.50. 


A Primer in Family Therapy, by William M. Walsh, Ph.D. 
Springfield, Hi., Charles C Thomas, 1980, 126 pp., $12.50. 
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Child Abuse: An Annotated Bibliography, compiled by Doro- 
thy P. Wells in consultation with Charles R. Carroll. Metu- 
chen. N.J., Scarecrow Press, 1980, 426 pp., $20.00. 


A Practical Guide for Making Decisions, by Daniel D. Wheel- 
er and Irving L. Janis. New York, N.Y., Free Press (Macmil- 
lan Fublishing Co.), 1980, 272 pp., $12.95. 


Mental Health for the Non-Professional, by Arlene Wood Wie- 
ner, A.C.S.W. Springfield, Ill., Charles C Thomas, 1980, 67 
pp., $8.75; $4.95 (paper). 


Recording: Guidelines for Social Workers, by Suanna J. Wil- 
son. New York, N.Y., Free Press (Macmillan Publishing 
Co.). 1980, 241 pp., $9.95 (paper). 


Am J Psychiatry 1373, September 1980 


The Overeaters: Eating Styles and Persorrality, by Jonathan 
Wise, M.D., and Susan Kierr Wise. Nev? York, N.Y., Hu- 


man Sciences Press, 1980, 209 pp., $10.95. 
e 


Medical Aspects of Adoption and Foster Care: Clinics in: De- 
velopmental Medicine 74, edited by Stepaen Wolkind. Lon- 
don, England, spastics International Medical Publications 
(Philadelphia, Pa., J.B. Lippincott Co ), 1979, 102 pp., 
$14.00. 


Handbook of Short-Term Psychotherapy, by Lewis R. Wol- 
berg, M.D. New York, N.Y., Thieme-Stratton, 1980, 261 
pp., $29.50. 


Encyclopedia of Clinical Assessment, Vols. I and II, edited by 
Robert Henley Woody. San Francisco, Calif., Jossey-Bass, 
1980, 1122 pp., $65.00 for two-volume se. 














Prio» available 


ie question of dependence and tolerance 


What does the scientific literature say about 
3se drugs causing physical or psychological depen- 
nce? Is tolerance a genuine problem? 


John Marks, M.D., Fellow and Director of Medi- 
| Studies of Girton College, Cambridge (England) 
5 reviewed the enormous worldwide medical litera- 
'e on the benzodiazepines to determine whether 
d to what extent dependency and tolerance are 
oorted problems with these agents. His findings, 
lineated in a new monograph, are quite enlighten- 
з. And their practical implications are further 
plored in a videotaped interview with Dr. Marks that 
ur local Roche representative will be pleased to 
ow to you and your staff or organization. 

‘To obtain a copy of Dr. Marks’ important mono- 
aph highlighting his findings or a showing of his inter- 
AW, o» uoa the coupon on the right and mail to: 


, 


АМ EXHAUSTIVE REVIEW - 
OF THE WORLDWIDE MEDICAL - 
LITERATURE ON BENZODIAZEPINES 





r 
La 
@ Nutley, New Jersey 07 


! 

| г 

А 07110 

) Please send me copies of the monograph The Ben 

| Zodiazepines: Use, overuse, misuse, abuse by Dr. John Marks 
АЁ Check here if you wish a Roche representative to arrange а 
! group showing of the videotaped interview of Dr. Marks 


Dr. À E 
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Street Tori eT 








Bruce H. Medd, M.D., Director, Professional Services, 


Roche Laboratories, Division of Hoffmann-La Roche 
Inc., Nutley, New Jersey 07110. 


PLAN AHEAD! 

Order Your 1901 
Appointment Dooks 
Now!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies are available July 1980 


DESK: $13.00 

POCKET: $7.00 

BOTH: $17.00 

1096 Discount for 10-99 copies 

1596 Discount for 100 copies or more 
No discount available on set 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is$ . for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-1 
Appointment Book Set order #141-2 


(All domestic orders amounting to $35.00 or less 
must be accompanied by payment; all foreign or- 
ders, regardless of dollar amount, must be ac- 
companied by payment. Orders over $35.00 will 
be invoiced with shipping/handling charges in- 
cluded.) 
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Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinalor 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psyfhoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles,.and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months 
Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/ day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10тд/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associateo with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


(Ativan 0 


for, lorazepam) 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given б.і.а. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient. situa- 
tional stress, 2-Amg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 5 


Wyeth Laboratories J 


í | Philadelphia, PA 19101 


Tu 


Copyright © i979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights Aeserved 


An age for anxiety. The aging process all 


too frequently is accompanied by anxiety states. When anxious older 
patients do not respond to your sympathetic counseling, 
a benzodiazepine may be the next logical step. 

But which one? Here, more than in many other patient groups, the 
metabolites of the available compounds may make a decisive difference. 
Unlike diazepam, clorazepate and chlordiazepoxide, 

Ativan (lorazepam) has no long-acting metabolites, and its simple 
metabolism is less readily impaired with advancing age. Steady-state serum 
levels are rapidly achieved and disappear rapidly once you decide to 
discontinue therapy. For these reasons, residual effects are not likely to 
present problems. (The pharmacokinetic profile of a drug can define such 
characteristics as its absorption, distribution, metabolism and elimination 
but cannot, at present, be directly related to its therapeutic effectiveness.) 

Proved effective in many nationwide, double-blind studies 
(including patients in older age groups), Ativan is compatible with a 
wide range of commonly prescribed drugs. (The benzodiazepines produce 
CNS depressant effects when 
administered with such 
medications as barbiturates or 
alcohol.) Patients who have 
trouble swallowing solid 
medication appreciate the small 
Ativan tablet, which is tasteless 
and disintegrates within seconds 
in water or fruit juice. 





See important information on preceding page. 
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When the path 
to therapeutic success is beset 
by certain problems... 





Start antidepressant therapy with ' 
Norpramin 


(desipramine hydrochloride tablets NF) 
25, 50, 75,100, 150 mg. 


to ease the patient's path 


Helps relieve the sleep disturbances 
that often accompany depression. 


e Improvement in sleep patterns may begin within one week in some patients.! 

eAs the depression is relieved, difficulty in falling asleep, restlessness, and early morning 
awakening diminish. 

eThe patient is helped to remain calm yet active, although the physician should caution the 
patient about driving or operating machinery if drowsiness occurs. (See Warnings, Precautions, 
and Adverse Reactions overleaf.) 


Less anticholinergic activity 


e Studies of animal tissues? and normal human subjects?:^ have shown that desipramine has 
less anticholinergic activity than amitriptyline or doxepin. 

eThe single-bond side chain of desipramine may be associated with less anticholinergic activity 
than is the double-bond side chain of amitriptyline or doxepin. 

e This may mean less dry mouth, less blurred vision, less urinary retention, less constipation. 





(See Warnings in Brief Summary overleaf.) 


== Potent blocker of 
=" a norepinephrine 
Te) . N| re-uptake 


Current evidence*:6 suggests depression 
results from inadequate levels of 
norepinephrine or serotonin here, at the 
synaptic cleft . 


If your patient is unresponsive to 
treatment with one tricyclic, consider 





Electron micrograph of human synaptic Laboratory evidence suggests that switching to a tricyclic that blocks the 
cleft, postulated site of tricyclic desipramine blocks the re-uptake of re-uptake of a different neurotransmitter. 
antidepressant activity. norepinephrine at the presynaptic nerve 
. . terminal,’ ensuring increased cleft and 
receptor site neurotransmitter (Please read the Brief Summary overleaf 
concentration. before prescribing Norpramin.) 
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О Norpramin offers improved sleep patterns 
beginning within one week in some patients. 
C1Norpramin provides less anticholinergic activity 
than amitriptyline or doxepin, as shown in studies of 
animal tissues and normal human subjects. (See 
Warnings section of Brief Summary.) 


О Norpramin is a potent blocker of norepinephrine 


re-uptake. 


Norpramin 
(desipramine 
hydrochloride 
tablets NF) 


AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests 
that many depressions have a biochemical basis in the 
form of a relative deficiency of neurotransmitters such 
as norepinephrine and serotonin. Norepinephrine de- 
ficiency may be associated with relatively low urinary 
3-methoxy-4-hydroxypheny! glycol (MHPG) levels, 
while serotonin deficiencies may be associated with 
low spinal fluid levels of 5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tri- 
cyclic antidepressants is unknown, a leading theory 
suggests that пиу restore normal levels of neuro- 
transmitters by blocking the re-uptake of these 
substances from the synapse in the central nervous 
system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have 
greater activity in blocking the re-uptake of norepine- 
phrine. Tertiary amine tricyclic antidepressants, such 
as amitriptyline, may have greater effect on serotonin 
re-uptake. 

Norpramin (desipramine hydrochloride) is not a 
monoamine oxidase (MAO) inhibitor and does not act 

rimarily as a central nervous system stimulant. It has 

een found in some studies to have a more rapid onset 
of action than imipramine. Earliest therapeutic effects 
may occasionally be seen in 2 to 5 days, but full treat- 
ment benefit usually requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) 
is indicated for relief of symptoms in various depres- 
Sive сао, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride 
Should not be given in conjunction with, or within 2 
weeks of, treatment with an MAO inhibitor drug; 
hyperpyretic crises, severe convulsions, and death 
have occurred in patients taking MAO inhibitors and 
tricyclic antidepressants. When Norpramin (desipra- 
mine hydrochloride) is substituted for an MAO inhibitor, 
at least 2 weeks should elapse between treatments. 
Norpramin should then be started cautiously and 
should be increased gradually 

The drug is contraindicated in the acute recovery 
des following myocardial infarction. It should not 

e used in those who have shown prior hypersensitivity 
to the drug. Cross sensitivity between this and other 
шоор паз is a possibility. 

WARNINGS: 1. Extreme caution should be used when 
this drug is given in the following situations: a. In pa- 
tients with cardiovascular disease, because of the 
possibility of conduction defects, arrhythmias, tachy- 
cardias, strokes, and acute myocardial infarction. 
b. In patients with a history of urinary retention or 
glaucoma, because of the anticholinergic properties of 
the drug. c. In patients with thyroid disease or those 
taking thyroid medication, because of the possibility of 
cardiovascular toxicity, including arrhythmias. d. In pa- 
tients with a history of seizure disorder, because this 
drug has been shown to lower the seizure threshold. 2. 
This drug is capable of blocking the antihypertensive 
effect of guanethidine and similarly acting compounds. 
3. USE IN PREGNANCY: Safe use of desipramine hydro- 
chloride during pregnancy and lactation has not been 
established; therefore, if it is to be given to pregnant 
patients, nursing mothers, or women of childbearing 
potential, the possible benefits must be weighed against 
the possible hazards to mother and child. Animal re- 
productive studies have been inconclusive. 4. USE IN 
CHILDREN: Norpramin (desipramine hydrochloride) is 
not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that 
this drug may impair the mental and/or physical abili- 
ties required for the performance of potentially hazard- 
ous tasks such as driving a car or operating machinery. 
6. In patients who may use alcohol excessively, it 
should be borne in mind that the potentiation may 


"n 


increase the danger inherent in any suicide attempt 
or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dis- 
pensed in the least possible quantities to depressed 
outpatients, since suicide has been accomplished with 
this class of drug. Ordinary prudence requires that 
children not have access to this drug or to potent drugs 
of any kind; if passio this drug should be dispensed in 
containers with child-resistant safety closures. Storage 
of this drug in the home must be supervised responsi- 
bly. 2. If serious adverse effects occur, dosage should 
be reduced or treatment should be altered. 3. Norpramin 
(desipramine hydrochloride) therapy in patients with 
manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates. 4. The 
drug may cause exacerbation of psychosis in schizo- 
phrenic patients. 5. Close supervision and careful ad- 
justment of dosage are required when this drug is given 
concomitantly with anticholinergic or sympathomimetic 
drugs. 6. Patients should be warned that while taking 
this drug their response to alcoholic beverages may be 
exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is 
limited. Thus, if such treatment is essential, the possi- 
bility of increased risk relative to benefits should be 
considered. 8. The sedative effects of Norpramin and 
benzodiazepines (eg. chlordiazepoxide or diazepam) 
are additive. Both the sedative and anticholinergic ef- 
fects of the major tranquilizers are additive to those of 
Norpramin. 9. This drug should be discontinued as 
soon as possible prior to elective surgery because of 
the possible cardiovascular effects. Hypertensive 
episodes have been observed during surgery in 
patients taking desipramine hydrochloride. 10. Both 
elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts 
should be performed in any patient who develops fever 
and sore throat during therapy; the drug should be 
discontinued if there is evidence of pathologic neu- 
trophil depression. 12. Norpramin 25, 50, 75, and 100 
mg. tablets contain FD&C Yellow No. 5 (tartrazine), 
which may cause allergic-type reactions (including 
bronchial asthma) in certain susceptible individuals. 
Although the overall incidence of FD&C Yellow No. 5 
(tartrazine) sensitivity in the general population is low, 
it is frequently seen in patients who also have aspirin 
hypersensitivity. 

ADVERSE REACTIONS: NOTE: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the phar- 
macologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
Sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general). drug fever, 
cross sensitivity with other tricyclic drugs. 
Hematologic: bone marrow depressions including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 
tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; 
alopecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 





Р therapy may produce nausea, headache, and malaise. 


Convenient 
choice of 5 tablet 
strengths and 


Dosage Flexibility 


once daily or 
divided dosage 
schedule allows 
titration to individual 
response. 





DOSAGE AND ADMINISTRATION: Not recommended for 
use in children. Lower dosages are recommended for 
elderly patients and adolescents. Lower dosages are 
also recommended for outpatients compared to hos- 
pitalized patients, who are closely supervised. Dosage 
Should be initiated at a low level and increased accord- 
ing to clinical response and any evidence of intoler- 
ance. Following remission, maintenance medication 
may be required for a period of time and should be at 
the lowest dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased ашу to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower leve! and in- 
creased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits Ra the physician, skilled nursing care, and fre- 
quent e ENTE (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of 
the QRS or QT intervals on the ECG. Prolongation of the 
PR interval is also significant, but less closely corre- 
lated with plasma levels. Clinical symptoms of intoler- 
ance, especially drowsiness, dizziness, and postural 
hypotension, should also alert the physician to the 
need for reduction in dosage. Plasma desipramine 
measurement would constitute the optimal guide to 
dosage monitoring. 

Initial therapy may be administered in divided doses 
or a single daily dose. а 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent 
and geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and in- 
creased according to tolerance and clinical response to 
a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a dis- 
cussion of symptoms and treatment of overdose. 
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Order Your Copy 
of the 1980 Membership Directory Now! 



























The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Approximately 300 pages. Order #151. $13.00. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
Please send me copy(ies) of the 1980 APA Membership Directory, 
order #151, © $13.00 ea. 





ENCLOSED IS TOTAL PAYMENT OF $ 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All 
' foreign orders, regardless of dollar amount, must be accompanied by payment. Non- 

prepaid orders (over $35.00) will be invoiced with shipping/handling charges included. 
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24-hour blood level curve of 10-mg oral dose of diazepam 
in a single healthy subject. 






















Smooth-out 


Smooth: Avoids sudden symptom 
breakthrough Because of its fast and 
complete absorption, peak blood levels of 
Valium (diazepam/Roche) are achieved in 
60 to 90 minutes after a single dose for a 
rapid initial calming effect. Typically, with an 
appropriate dosage regimen (e.g., 5 mg 
tid.) Valium builds in a uniform and pre- 
dictable way to a steady-state level within 
5-7 days, without accumulating beyond. 
With Valium the excretion rate is similarly 
consistent and predictable. When pharma- 
cologic support is no longer needed, the 
overlapping half-lives of diazepam and its 
metabolites insure a gradual elimination 
process, Because metabolites of short- 

acting benzodiazepines are inactive, 
blood levels of these drugs decrease 
more rapidly without benefit of a 
tapering effect. 


Consistent therapeutic effect 
even when an occasional dose 
is omitted Once steady-state is 
achieved, sudden symptom breakthrough 
is highly unlikely, even if a dose is forgotten 
or skipped. Thats because the half-life 

of Valium— 27-37 hours— provides the 
advantage of self-tapering action, com- 


Before prescribing, please see summary of product information on following page. 


plementing your gradual reduction of the 
patients dosage and smoothing his transi- 
tion to independent coping. 


To discontinue smoothly... Gradual 
discontinuation of medication—while rarely 
necessary after short-term therapy—is good 
medical practice in patients who have 
received high doses for extended periods. 
When dosage is tapered, untoward side 
effects can be avoided. Throughout therapy, 
in fact, side effects are infrequent with 
Valium and are seldom more serious than 
drowsiness, fatigue and ataxia. 
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Smooth transition to 


88 2-mg, 5-mg, 10-mg scored tablets 
Va liL I independent coping 


diazepam / Hoche € 





Valium 


diazepam / Aoche 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 
Indications: Management of anxiety disorders, or 
short-term relief of symptoms of anxiety; symptomatic 
relief of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunc- 
tively in skeletal muscle spasm due to reflex spasm 
to local pathology: spasticity caused by upper motor 
neuron disorders; athetosis, stiff-man syndrome; con 
vulsive disorders (not for sole therapy) 
The effectiveness of Valium in long-term use, that is 
more than 4 months, has not been assessed by 
systematic clinical studies. The physician should 
periodically reassess the usefulness of the drug for 
the individual patient 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate 
therapy. 
Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in 
frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant 
medication, abrupt withdrawal may be associated 
with temporary increase in frequency and/or severity 
of seizures. Advise against simultaneous ingestion 
of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and 
alcohol have been observed with abrupt discontinua- 
tion, usually limited to extended use and excessive 
doses. Infrequently, milder withdrawal symptoms 
have been reported following abrupt discontinuation 
of benzodiazepines after continuous use, generally at 
higher therapeutic levels, for at least several months 
After extended therapy. gradually taper dosage 
Keep addiction-prone individuals under careful sur 
veillance because of their predisposition to 
nabituation and dependence 
Usage in Pregnancy: Use of minor tran- 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma- 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: |f combined with other psychotropics 
or anticonvulsants, consider carefully pharmacology 
of agents employed; drugs such as phenothiazines 
narcotics, barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. Usual 
precautions indicated in patients severely depressed 
or with latent depression, or with suicidal tendencies 
Observe usual precautions in impaired renal or 
hepatic function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia 
or oversedation 
Side Effects: Drowsiness, confusion, diplopia 
hypotension, changes in libido, nausea, fatigue 
depression, dysarthria, jaundice, skin rash, ataxia 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremor, vertigo, urinary 
retention, blurred vision Paradoxical reactions such 
as acute hyperexcited states, anxiety, hallucinations 
increased muscle spasticity, insomnia, rage. sleep 
disturbances. stimulation have been reported; should 
these occur. discontinue drug. Isolated reports of 
neutropenia, jaundice: periodic blood counts and 
liver function tests advisable during long-term 
therapy. 
Dosage: Individualize for maximum beneficial effect 
Adults: Anxiety disorders, symptoms of anxiety, 2 to 
10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. orq i.d 
in first 24 hours, then 5 mg t.i.d. or q i.d. as needed 
adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d ; adjunctively in convulsive disorders 
210 10 mg b.i.d. to q.i.c. Geriatric or debilitated 
patients: 2 to 2/2 mg, 1 or 2 times daily initially, 
increasing as needed and tolerated. (See Precau 
tions.) Children: 1 to 2/2 mg t.i.d. or q.i.d. initially 
increasing as needed and tolerated (not for use 
under 6 months) 
Supplied: Valium? (diazepam/Roche) Tablets 
2 mg. 5 mg and 10 mg—bottles of 100 and 500 
Tel-E-Dose® packages of 100, available in trays of 4 
reverse-numbered boxes of 25, and in boxes con 
taining 10 strips of 10; P'escription Paks of 50 
available in trays of 10 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
® Nutley, New Jersey 07110 











Не has 
five years 
to fight for 

your life 


He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of tHe 1,400. 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the . 
American Heart Association Ф) 


WE'RE FIGHTING FOR YOUR LIFE 


Introduces 


Anessential program for clinicians 
learning to incorporate and utilize DSM-III 


THE DSM-III 
INSTITUTIONAL 
INSTRUCTION KIT 


THE DSM-III INSTITUTIONAL 

INSTRUCTION KIT acquaints physicians 

and their staff with: 

a the multiaxial evaluation method used 
to report the official DSM-III diagnosis 


п the use of new diagnostic categories 
in making a differential diagnosis 


п the use of criteria as guides in making 
psychiatric diagnosis for the most 
significant disorders in: 


Affective Disorders 

Schizophrenia and Related Psychotic 
Disorders 

Anxiety, Dissociative, and Somatoform 
Disorders 

Personality Disorders 

Disorders Usually Arising in Childhood 
or Adolescence 


PROGRAM COMPONENTS: 

The Instructor's Kit for workshop leaders 
contains: 

п videotape of nine clinical case simulations 
п loose-leaf binder containing: 


— 4 audiocassettes plus transcripts of 
original faculty presentations 

— 39 slides complementing audiotaped 
presentations 

— course syllabus, patient histories, 
worksheets, references 

— DSM-III diagnosis for each of 30 patient 
histories . 


The Participant's Kit for individual 
workshop members includes: 

п course syllabus 

и patient histories 

m worksheets 


CONTINUING MEDICAL EDUCATION (CME) CREDIT: 
These learning materials can be used by educational organizations or institutions in the development of, or 


as an adjunct to, a variety of learning programs for CME Category 1, 2, or 5. 


ORDERING INFORMATION 
Fill in the form and mail it with your check to: 


American Psychiatric Association 

c/o DSM-III Institutional Instruction Kit/AV MD 
850 Third Avenue, 11th floor 

New York, NY 10022 


Name 





Title 
- Address 








City 





DSM-III INSTITUTIONAL INSTRUCTION 
KIT— $250.00 * 

PARTICIPANT'S KIT—available only with the 
Institutional Kit at an additional charge of 
$12.50 each 


Video component 
purchased separately—$150.00 each 


*Shipping and handling charge—$8.00. 


For additional information, call (800) 221-4468 
In New York, call (212) 421-6900 








WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN НСІ) 


Artist Leonard Leff uses ANTI DEPRESSANT 
EE EFFECTIVENESS 
Колу af ine flame of life. with convenierft 


My energies ebbed, 


my will to live decreased, once -a-day 


and I found myself retreating 


from the activities of life to a h С) * 
more introverted existence.” С. osage 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 





See Drief Summary on next page for information on 
contraindications, warnings, precautions and adverse e 
reactions. x 





ANTIDEPRESSANT 


CONVENIENT ONCE-A-DAY А. s. DOSAGE 


which may improve patient compliance. The total 


EFFECTIVENESS 


daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- ` 


tiveness. Sinequan may also be given on a 


SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 


divided dosage schedule, up to 300 mg per day. 
PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIEF SUMMARY 

SINEQUAN* (doxepin НСІ) Capsules/Oral Concentrate 
Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This 15 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinuedat least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered anc the dosage involved 

Usage with Alcohol: It should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively 
Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug 

Patients should also be cautioned that their response to alcohol! may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among fhe tricyclics, the reactions should be considered when prescribing 
SINEQUAN 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised сг lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects 


aco 


Dosage and Administration. For most patients with illness of mild to moderate severity, г 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased o 
decreased at appropriate intervals and according to individual response. The usual optimun 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase tc 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding i 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organ 
disease, lower doses may suffice. Some of these patients have been controlled on doses as lov 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin НС!) may be given on a divided or once-a-da' 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose i: 
150 mg/day This dose may be given at bedtime. The 150 mg capsule strength is intended fo 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effec 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias anc 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus) 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressivt 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions t 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed 
The use of activated charcoal has been recommended, as has been continuous gastric lavagt 
with saline for 24 hours or more. An adequate airway should be established in comatose patient: 
and assisted ventilation used if necessary EKG monitoring may be required for several days 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with tht 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine i: 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond ti 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosagt 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent tc: 10 mg, 75 m 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg an 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 х 10's). 150 m 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Or 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrate: 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each mi contains doxepin HC! equivalent to 10 m 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should'be diluted wit 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible witn a number 
carbonated beverages. For those patients requiring antidepressant therapy who are ој 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixe 
together with Gatorade*, lemonade, orange juice, sugar water, Tang”, or water; but not wil 
grape juice. Preparation and storage of bulk dilutions is not recommended 


More detailed professional information available on request. 


ROeRIG > 


A division of Pfizer Pharmaceuticals New York, New York 10017 





ALABAMA MENTAL HEALTH INSTITUTE 


ibama Mental Health Department is currently recruiting 
neral Primary Care Physicians and Psychiatrists. Positions are 
allable in 11 locations, including Montgomery, Mobile and 
scaloosa. We offer competitive salaries, 40 hour work week, a 
ral benefits package, free health package and paid interviewing 
1 relocation expenses. Alabama, with year round good 
ather, offers excellent recreation advantages, including theatre 
i the arts. Alabama is the place where good living and gracious 
nners are still the lifestyle. Our consultants can provide more 
yrmation on interviewing qualified candidates. To find out more 
yut these exciting opportunities, call our toll-free number listed 
ow: 





PSYCHIATRISTS 


Join us in fulfilling a new initiative in 
correlated mental health services. 
Clinical Treatment Centers 
Community Partnership 
Uniform Accessibility 
Comprehensiveness: 
Prevention 
Treatment 
Rehabilitation 


We need the professional 
collaboration of innovative, 
energetic, and well-qualified 
psychiatrists. We offer a choice of 


Alabama Mental Health Instititue 
JACKSON og COKER 
4488-PA N. Shallowford Road 


Suite 1040 
Atlanta, Georgia 30338 
404 -393 -1210 


Call Toll Free Outside of Georgia 1-800-241-3971 










E locations and programs, competitive 
E salaries, full benefits, and the 

e advantages of the interdisciplinary 
DY team. For complete information 

E mail resume or call collect: 


Stan Nielsen, Director 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 


їп Equal Opportunity Employer 


Psychiatric Associateships at 
National Institute of Mental Health 


The National Institute of Mental 
Health Associate Program at the 
National Institutes of Health offers 
Associateships for two or three 
years of intensive training in 
virtually all areas of clinical and 
basic psychobiological research in 
adult and child psychiatry. 
Excellent facilities are available at 
the Clinical Center on the 306 
acre NIH campus in Bethesda, 
Maryland, and at nearby St. 
Elizabeths Hospital in 
Washington, D.C. During the first 
year, Clinical Associates usually 
are assigned clinical responsibility 
for adults or children who are 
admitted for both therapeutic and 
research purposes; in the second 
and subsequent years they 
usually work full time on clinical or 
research projects, according to 
their interests. Research 
Associates engage in fulltime 


An. NIH Associate Training Program. 


laboratory research under the 
preceptorship of one of the senior 
staff. All associates may 
participate in tutorial seminars and 
other teaching programs. 


Clinical Associates usually begin 
their appointments at the 
completion of residency training. 
Exceptionally well qualified 
individuals, however, can be 
appointed earlier in their training. 
The Clinical Center is approved 
for 1 year of psychiatric residency 
training at the PGY4 level. Since 
selections for these positions will 
be made in the spring of 1981, 
PGY2 or PGY3 psychiatric 
residents may now apply. 
Applications are due by January 
30, 1981 for appointments which 
begin July 1982. Both U.S. 
citizens and noncitizens can 
apply. 


An Equal Opportunity Employer. 


A competitive salary is available 
for candidates qualifying for 
appointment in the Commissioned 
Corps, United States Public 
Health Service. A portion of the 
salary is tax exempt. Moving and 
travel expenses are paid and 
health care is free. Appointment 
as a Staff Fellow or a Visiting 
Associate is also available. 


For a detailed catalog about the 
program, write or call collect: 


Associate Program 

The Clinical Center 

Bldg. 31, Room 4B04 
National Institutes of Health 
Public Health Service 
Bethesda, Maryland 20205 
Phone: (301) 496-2427 
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lithium carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 


can occur at doses close to therapeutic levels. Facilities for 
prompt and accurate serum lithium determinations should be 
available before initiating therapy. 








INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 

of subsequent episodes in manic-depressive patients with a history 

of mania. 

WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 
Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. The relationship between such 
changes and renal function has not been established. 

Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles 

or machinery). 

Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. Except in 
rare and unusual circumstances, nursing should not be undertaken while 
a patient is on lithium therapy, since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases. administer supplemental 

fluid and salt. 

Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 
Where hypothyroidism exists, thyroid function should be monitored 
during lithium stabilization and maintenance; where hypothyroidism 
Occurs during stabilization and maintenance, supplemental thyroid 
treatment may be used. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack 
of coordination may be early signs of toxicity and may occur at levels 
below 2.0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred 
vision, and a large output of dilute urine may be seen. Serum levels 


above 3.0 mEq./1. may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 
mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 

including levels within the therapeutic range: Neuromuscular—tremor, 

muscle hyperirritability (fasciculations, twitching, clonic movements of 

whole limbs), ataxia, choreo-athetotic movements, hyperactive deep $ 
tendon reflex; Central Nervous System—blackout spells, epileptiform 

seizures, slurred speech, dizziness, vertigo, incontinence of urine or 

feces, somnolence, psychomotor retardation, restlessness, confusion, 

stupor, coma; Cardiovascular—cardiac arrhythmia, hypotension, 

peripheral circulatory collapse; Gastrointestinal—anorexia, nausea, 

vomiting, diarrhea; Genitourinary—albuminuria, oliguria, polyuria, 

glycosuria; Dermatologic—drying and thinning of hair, alopecia, l 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, f 
xerosis cutis; Autonomic—blurred vision, dry mouth; Thyroid 
Abnormalities—euthyroid goiter and/or hypothyroidism (including à 
myxedema) with lower Ts and Ts. I?! uptake may be elevated; rare | 
cases of hyperthyroidism; EEG Changes—diffuse slowing, widéning of 

the frequency spectrum, potentiation and disorganization of background 

rhythm; EKG Changes—reversible flattening, isoelectricity or inversion 

of T-waves; Miscellaneous—fatigue, lethargy, transient scotomata, 

dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 

changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 

without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or 

wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 

metallic taste. A single case of a syndrome resembling Raynaud's has 

been reported. 


HOW SUPPLIED: 300 mg. capsules in bottles of 100. 
300 mg. scored tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 





Now 
also 
available 
in 300 mg 
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Mómnmyy entered the hospital 
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A НАДО 


(haloperidol) 


tablets/concentrate/injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
more responsive to therapy 


tapid onset of 
herapeutic effect in 
. wide range of 
isychotic symptoms:* 


Ielps avoid long-term 
ospitalization:" 


Ainimal risk of 
\ypotension, oversedation, 
r troublesome 
nticholinergic effects.'*^'^" 
ransient hypotension occurs 
rely; severe orthostatic hypo- 
'nsion has not been reported. 
lthough some instances of 
rowsiness have been reported, 
arked sedation is rare. 


Permits aggressive titration 
to effective dosage levels 
for optimal control‘ 


Often leaves patient with 
improved insight, 

with a renewed interest in the 
environment, and more likely 
to participate in therapeutic 
efforts!” 


References: 1. Ауа, FJ., Jr.: Med. Sci. 18:55 (Oct.) 
(Feb.) 1970. 3. Rubin, R.: Ala. J. Med. Sci. 8:414 ( 


Common side effects 
easily controlled:^^*? 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


1967. 2. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 
Oct.) 1971. 4. Abuzzahab, F.S., Sr.: Psychosomatics 


11:188 (May-June) 1970. 5. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 6. Howard, J.S.: Dis. Nerv. 
Syst. 35:458 (Oct.) 1974. 7. Sugerman, A.A., et al.: Am. J. Psychiatry 120:1190 (June) 1964. 8. Darling, 
H.F: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 9. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 10. Snyder, 
S.H., et al.: Science 184:1243 (June 21) 1974. 11. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


*Not an actual case history, this situation illustrates the action of HALDOL haloperidol as 


reported in various clinical studies (available on request). 
Please turn page for summary of prescribing information. 









injection 

A rapid-acting injection for psychiatric 
emergencies: 5 mg haloperidol (as the lactate) 
with 1.8 mg methylparaben and 0.2 mg 
propylparaben per ml, and lactic acid for pH 
adjustmentto 3.4 + 0.2 


concentrate ‘ 


A tasteless, odorless, colorless 
Liquid Concentrate for better 
patient acceptability: 2 mg per ml 
haloperidol (as the lactate) 


tablets 


_ 5 tablet strengths for convenience in 
individualizing dosage 


1 mg* 2 mg 5 mg* 


mg ^ | 


10 mg* 


H ALDO LU (h al О D e ri С О |) *contain FD&C Yellow No. 5 (see Precautions) 


tablets /concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe, toxic CNS depression or comatose states from 
any cause, hypersensitivity to the drug, Parkinson's disease 

Warnings: Usage in Pregnancy: Sate use in pregnancy or in women likely to 
become pregnant has not been established; use only if benefit clearly justifies 
potential hazards. Infants should not be nursed during drug treatment 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and / or cutane- 
ous and ocular changes have been reported with chemically-related drugs 
although not with haloperidol. Mental and/or physical abilities required for 
hazardous tasks or driving may be impaired. Alcohol should be avoided due to 
possible additive effects and hypotension. 

Precautions: Administer cautiously to patients: (1) with severe cardiovascular 
disorders, due to the possibility of transient hypotension and/or precipitation 
of anginal pain (if a vasopressor is required, epinephrine should not be used 
since HALDOL haloperidol may block its vasopressor activity and paradoxical 
further lowering of blood pressure may occur); (2) receiving anticonvulsant 
medication since HALDOL haloperidol may lower the convulsive threshold; (3) 
with known allergies or a history of allergic reactions to drugs; (4) receiving 
anticoagulants. Concomitant antiparkinson medication, if required, may have 
to be continued after HALDOL haloperidol is discontinued because of dif- 
ferent excretion rates; if both are discontinued simultaneously, extrapyramidal 
symptoms may occur. Intraocular pressure may increase when anticholinergic 
drugs, including antiparkinson drugs, are administered concomitantly with 
HALDOL haloperidol. When HALDOL haloperidol is used for mania in cyclic 
disorders, there may be a rapid mood swing to depression. Severe neurotox- 
icity may occur in patients with thyrotoxicosis receiving antipsychotic medica- 
tion, including HALDOL haloperidol. FD&C Yellow No. 5 (tartrazine) may 
cause allergic-type reactions (including bronchial asthma) in certain suscepti- 
ble individuals, especiallyin those who have aspirin hypersensitivity 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromus- 
cular (extrapyramidal) reactions have been reported frequently, often during 
the first few days of treatment. Generally they involved Parkinson-like symp- 
toms which were usually mild to moderately severe and usually reversible 
Other types of neuromuscular reactions (motor restlessness, dystonia, aka- 
thisia, hyperreflexia, opisthotonos, eculogyric crises) have been reported far 
less frequently, but were often more severe. Severe extrapyramidal reactions 
have been reported at relatively low doses. Generally, extrapyramidal symp- 
toms are dose-related since they occur at relatively high doses and disappear 
or become less severe when the dose is reduced. Antiparkinson drugs may be 
required. Persistent extrapyramidal reactions have been reported and the drug 


may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of shon 
term antipsychotic therapy is generally uneventful. However, some patients о 
maintenance treatment experience transient dyskinetic signs after abrur 
withdrawal. In certain cases these are indistinguishable from "Persistent Ta 
dive Dyskinesia" except for duration. It is unknown whether gradual witt 
drawal will reduce the occurrence of these signs, but until further evidence 
available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL hak 
peridol, tardive dyskinesia may appear during or after long-term therapy. Th 
risk appears to be greater in elderly patients on high-dose therapy, especial 
females. Symptoms are persistent and sometimes appear irreversible; there 
no known effective treatment and all antipsychotic agents should be discor 
tinued. The syndrome may be masked by reinstitution of drug, increasin 
dosage, or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitatio! 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand m 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologi 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mir 
mal decreases in red blood cell counts, anemia, or a tendency toward lyn 
phomonocytosis; agranulocytosis rarely reported and only in association wil 
other medication. Liver Effects: Impaired liver function and/or jaundic 
reported. Dermatologic Reactions: Maculopapular and acneiform reaction 
isolated cases of photosensitivity, loss of hair. Endocrine Disorders: Lact 
tion, breast engorgement, mastalgia, menstrual irregularities, gynecomasti 
impotence, increased libido, hyperglycemia and hypoglycemia. Gastrointe. 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspepsi 
nausea and vomiting. Autonomic Reactions: Dry mouth, blurred vision, u 
nary retention and diaphoresis. Respiratory Effects: Laryngospasm, bro 
chospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patien 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 0& 
IMPORTANT: Full directions for use should be read before HALDC 
haloperidol is administered or prescribed. 

HALDOL tablets and concentrate (120 ml) are manufactured by McN! 
Laboratories Co., Dorado, PR 00646. * ©McN 19t 


McNeil Laboratories, McNEILAB, INC. , 
Fort Washington, PA 19034 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 


NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 





When depressive symptoms 
come in a cluster of blues..: 





Аааріт'оет но helps patients 
see life in all its colors 


Improvements noted at one week 


Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 


frequently, early awakening and insomnia. In a 


summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 
antidepressant response may not be evident for 


two to three weeks. 


Summary of Improvement for Some HDS Factors’ 


M | 


Factor: Sleep Dist. Somatic/ Anxiety Retardation 


Baseline Week | 


Normalized sleep patterns 


In a study of clinically depressed patients with s 


morning awakening? 





*P « .001 


ymptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 






Brief Summary of Prescribing Information ADAPIN® (doxepin НСІ) Capsules 
Indications-Relief of symptoms of anxiety and depression : 
Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin 
Warnings-Adapin has not been evaluated for safety in Pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data Concerning secretion in 
human milk, nor on effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
Serious side-effects and death have been reported with the concomitant use of certain drugs and 
MAO inhibitors. 

In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
rowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 

. latent psychotic чк Should be кер! in mind. 
This product contains FD&C Yellow No. 5 (lartrazine) which 

may cause allergic-lype reactions (including bronchial asthma) in certain 
Susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (lartrazine) sensitivity in the general population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 











treatment with tricyclic antidepressants, has been re 
In 452 patients given doxepin, the incidence of tach 
the incidence of hypotension was 2.62%.° 


Now available...75 mg capsules for h.s. dosage 


ported infrequently with doxepin. 
ycardia was 2.88%; in 495 patients, 


Adverse Reactions-Dry mouth, blurred vision and constipation have been reported 


Drowsiness has also been observed. 


Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
Teaclions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 


libido, rash and pruritus also occur. 


Dosage and Administrationin mild to moderate anxiety and/or depression: 25 mg Li.d. 
Increase or decrease the dosage according to individual response. Daily dosage, up 10 130 mg 
may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 


150 mg per day not to exceed 300 mg per day. 


bey aca effect usually precedes the antidepressant effect by two or three weeks. 


How Suppli 


75 mg and 100 mg capsules in bottles of 100 and 1000. 


capsule contains Leg as the hydrochloride. 10 mg, 25 mg, 50 mg, 


For complete prescribing information please see package insert or РОА. 


References: 


1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. J 


Clin Psychiatry 40:265-269, 1979 (Sinequan®). 


2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HC! (Sinequan®) on Sleep 
Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Disturbance, 


in Mendels J (ed): Sinequan®: A monograph of receni 
clinical studies, Princeton, NJ, Excerpta Medica, 1977, 


3. Pitts NE: The clinical evaluation of doxepin-A new 


t 
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psychotherapeutic agent. Psychosomatics 10:164-171, 1969. 
Sinequan* brand of doxepin HCI was the drug used in studies DIVISION 
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LIMBITROL® TABLETS Tranquilizer-Antidepressant 


Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety. 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 
itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved 
Contraindicated during acute recovery phase following myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
especially high doses. Myocardial infarction and stroke reported with use of this class of drugs.) 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester should 

almost always be avoided because of increased risk of congenital malformations as 

suggested in several studies. Consider possibility of pregnancy when instituting 

therapy; advise patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms following discontinuation of either component alone have been 
reported (nausea, headache and malaise for amitriptyline; symptoms [including convulsions ] 
similar to those of barbiturate withdrawal for chlordiazepoxide). 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e.9.. 
operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 
essential treat- 
ment. See Warn- 








How to initiate and 
maintain therapy 


Select dosage strength appropriate for each patient 

O Limbitrol 5-12.5 is recommended to minimize drows- 
ess and for elderly patients 

O Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side effeaje 


Specify daily dosage based on symptom severity 

О An initial dosage of three tablets is recommended 

O Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary ; 

О Once a satisfactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain remission 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

O T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

O Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom — insomnia 

O Entire dosage h.s. їо take maximum advantage of 
the sedative effect 
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ee Your guide to patient management... 


should not be 


sx when you decide medication is needed 


Not recommend 

ed in children 

under 12. 

In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects. 

Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 
have been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, jaundice 
and hepatic dysfunction have been observed rarely. 

This list includes adverse reactions not reported with Limbitrol but requiring consideration because 
they have been reported with one or both components or closely related drugs: 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 
rhythmias, heart block, stroke 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, ex- 
trapyramidal symptoms, syncope, changes in EEG patterns. 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of 
urinary tract, 

Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
bocytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. IV. administration of 1 to З mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
manifestation and treatment 

Dosage: Individualize according to symptom severity and patient response Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 
at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
the elderly. E 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or dacreased to two tablets daily as required. Limbitrol 5-12.5, initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses 

How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose® pas of 100, available in trays of 4 reverse-nurnbered boxes of 25, and in boxes 
containing 10 strips of 10; Prescription Paks of 50. 


ROCHE PRODUCTS INC. 
A Manati, Puerto Rico 00701 


~ 





How to make each patient an 
informed patient 


1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6 Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 

Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the 
following circumstances: ae 
1. Hypersensitivity to benzodiazepines 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
MAO inhibitor for a minimum of 14 5 
days before cautiously initiating ES 







Limbitrol therapy. 7 025 

3. During the acute recovery o 

phase following myocardial бА ' 

infarction. E 
Hale | 





In moderate depression and anxiety 


® 


Limbitrole 


Relief without a phenothiazine 


CLORAZEPATE DIPOTASSIUM 


ranxenec 


Ideal for short-term antianxiety therapy 





Acts promptly...tapers gently 
at discontinuation 


Tranxene goes to work in minutes 


Nordiazepam uptake is rapid, with pharmacologic effects 
reported within 30 minutes.! Peak serum levels are 
attained within 1-2 hours after dosing. 


Allows post-therapy 
adjustment time 


When administration stops, nordiazepam serum levels 
taper at a gentle rate. This built-in taper may give your 
patients more time to adjust to cessation of therapy.? 
1. Sedation reported in normal volunteers 30 minutes after 
dosing. Tranxene Drug Monograph 97-0185, p. 9, 1979. 


2. The elimination kinetics of an agent can be closely defined, 
but these cannot at present be directly related to therapeutic 
or adverse effects. 


=| Abbott Laboratories, North Chicago, IL 60064 


0043331 


Brief Summary 


INDICATIONS — Symptomatic relief of anxiety and tension 
associated with anxiety disorders, other psychoneurotic dis- 
orders, transient situational disturbances, and functional or 
organic disorders. Symptomatic relief of acute alcohol with- 
drawal. 

Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient. 


CONTRAINDICATIONS — Known hypersensitivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, and caution patients 
that effects of alcohol may be increased. Not recommended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impairment have fol- 
lowed abrupt withdrawal from long-term high dosage. With- 
drawal symptoms were reported after abrupt discontinuance 
of benzodiazepines taken continuously at therapeutic levels 
for several months. Use caution in patients having psycho- 
logical potential for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider possibility of 
pregnancy before initiating therapy. Patient should consult 
physician about discontinuation if she becomes pregnant or 
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Copyright 
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the Association are protected from misuse of copyrighted 
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Work done as part of an individual's duties as a federal 
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correspondence will be sent to the first-named author unless 
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each numbered item beginning a new page: 1) title page. 2) 
précis, 3) text, 4) references, 5) tables, 6) footnotes to text, 
and 7) figure captions. All pages must be numbered, with the 
title page as number 1. Please consult the following section 
on Journal style specifications for criteria for each part of the 
paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors' 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each institution. Provide a 
full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in à sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or "Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
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both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in met- 
ric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 
listed have been cited in text; no bibliographies can be used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘`іп press’’ may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus; journals not indexed there 
should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
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generally reserved for data presentation and not used as lists 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Consult recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are uséd. It is usually 
desirable to give both numbers and percentages where appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and through- 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. A copy of each table 
should be included in each copy of the manuscript. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 


_ tion to about 8 cm (3!/4 inches). Authors are urged to consid- 


er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 
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No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. 
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“Being entirely honest with oneself 
15 d good exercise." 


—SIGMUND FREUD 


Sigmund Freud's legacy is central to our understanding of ourselves. 
Listen carefully, as radio draws you into the innermost thoughts and feelings 
of the 20th century’s most influential people: Sigmund Freud, Simone 
de Beauvoir, Bertolt Brecht, Noam Chomsky, W.E.B. DuBois, William Faulkner, 
Michel Foucault, Robert Frost, James Joyce, Claude Lévi-Strauss, Bertrand 
Russell and Igor Stravinsky. Their lives and works are interpreted by some of the 
greatest performers of our day in a new series of audio essays from 
National Public Radio. 


A Question of Place 


Sound Portraits of 20th Century Humanists 
Premieres Oct. 2* 


Discover National Public Radio 
A World of Difference 


*Check local NPR station for day and time of broadcast. For additional information about 
NPR call toll free (800) 424-2909. 
Series made possible by a grant from the National Endowment for the 
Humanities with additional funds from the Corporation for Public Broadcasting. 
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Navane (thiothixene ) has proved to be of significag 
benefit at each phase in rehabilitation of the patien£ 
with psychotic symptoms: from admission, through 
discharge, and beyond. | 


a rapid return to the community. “ $ 
Navane achieves rapid relief of acutely disruptiv 
symptoms and facilitates early discharge for most Ё 
patients. In excited, agitated psychotic patients, 
Navane has produced improvement within ап hoi 
minimal symptomatology after three hours, and c 
paratively brief hospitalization for most patients." 


and continued long-term improvement. 

On an outpatient basis, Navane exerts a significat 
long-term beneficial effect on patient functioning, 
especially in the areas of social and vocational 
adjustment in the community. Initial improvemen is 
maintained with Navane and has been shown to 
increase over time.’ 


rarely compromised by adverse reactions.. 
With Navane, effectiveness is rarely Es 

by oversedation or drowsiness.” и potcpéive crises“ 

and other cardiovascular reaetions’ "aré seldom = 

reported. Anticholinergie idc c есі silhas dry 

mouth or constipation arc racéaf-extrapyramidal 

symptoms occur they are-üsually readily controlled 

by dosage adjustments or antiparkinson- agents. 


For a brief summary of Navane prescribing information; ineluding adverse reactions E cóntraind 
please scc last page of this advertisement, 
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Rapid return to the community 


Navane’ (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml анні: dece 2 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to I5 mg/kg/day), rabbits 
(31050 mg/kg/day), and monkeys(1to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man; it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution—For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient’s sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
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recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary tc 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate—\n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

‘Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressoraction of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate, Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100 (10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: |. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane 
please consult your Roerig representative o 
write to: Roerig Medical Department, 235 Eas 
42nd Street, New York, NY 10017. 
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You've seen what stress can do to people: everything from ulcer? and high 


UT 
Everyone Ki LOWS blood pressure, to a sense of isolation or a broken family. 


You've also witnessed another consequence of stress: dependence on alcohol 


) P У ll or drugs. 
He S а шаг If some of your patients have drinking or drug problems, you should know 


about Fenwick Hall, a unique treatment facility near Charleston, S.C. 


f S h i Fenwick Hall was established by Dr. Morris Chafetz, founding 
О trengt In > Р. director of the National Institute on Alcoholism and Alcohol 
the Community. 


Abuse and a leading authority on alcohol and drug dependence. 
Fenwick Hall's carefully designed, highly individualized treat- 
\ ment is based on the needs Dr. Chafetz perceived during his 25 
wl years of experience with both patients and programs. 
` Rather than treating only symptoms, Fenwick Hall's approach 
focuses on every facet of the individual. In addition to complete 
detoxification capabilities and highly qualified professionals de- 
livering a superior program of therapy, counseling and ed- 
ucation, Fenwick Hall provides recreational options such 
as tennis courts, a sauna and whirlpool bath and 
an indoor swimming pool. 

Occupying a recently restored 18th-century 
estate, Fenwick Hall offers unusually elegant 
accommodations and a tranquility conducive 
to the growth of self-awareness and the res- 
toration of well-being. 

When individuals leave Fenwick Hall, they 
are able to return to their careers and homes, 
fortified with healthier ways of coping with 
the stress and struggles of daily life. 

For further information, please write for our 
color brochure, or call John Magill, Executive 
Director. 


You Know He's 


an Alcobolic. 


z a Post Office Box 688, 

( oic Johns Island, Charleston, 
re all South Carolina 29455 
(803) 559.2461 




































New from Human Sciences Press 


Kieffer, Sherman N., M.D., S.F. Yolles, M.D., P.A. Carone, M.D., and Leonard Krinsky, Ph.D., Editors 


MENTAL HEALTH AND INDUSTRY 


Planning for the 80's 





Volume VI, Problems of Industrial Psychiatric Medicine Series 

Series Editor: Sherman N. Kieffer, M.D. 

Based on a national conference devoted to psychiatric problems in industry, this volume explores the forthcoming challenges of in- 
dustrial mental health in the 1980’s. A synthesis of viewpoints is provided by leading authorities in the fields of mental health, 
medicine, labor and management. New psychological and medical problems that might emerge are considered, while the role of 
psychiatrists and community mental health professionals to meet these increasing demands is examined. 


1980/Oct. 0-87705-085-6 $18.95 
Talbott, John A., M.D., Editor 


THE CHRONIC MENTALLY ILL 


Treatment, Programs, Systems 


Compiled by leading authorities in the field of mental health, this book offers a broad spectrum of care and treatment modalities 
for the chronic mentally ill. The most significant forms of treatment are described, including psychopharmacological therapy, 
medication monitoring, psychotherapy, socialization, housing, case management and vocational rehabilitation. 


1980/Dec. 0-87705-086-4 $29.95 
Chen, Ronald, M.D., F.A.C.P., F.A.P.A. 


FOREIGN MEDICAL GRADUATES IN PSYCHIATRY 


Issues and Problems 


In the first major work of its kind, the author examines the personal and professional issues and problems of foreign medical 
graduates in America. Based on a three-year study, the book explores the response of psychiatric facilities that employ foreign 
physicians, and the attitudes of the general medical community to these professionals. Dr. Chen highlights the experiences of sixty- 
four foreign psychiatrists in seven training centers in the United States and Canada, and documents the reactions of 169 psychiatric 
facilities across the country. 





1980/Aug - 0-87705-485-1 448 pp. (approx.) $19.95 
Deduct 10% for PRE HUMAN SCIENCES PRESS 
prepayment ы : 12 Fifth Avenue 3 Henrietta Street Full return privileges 





BEES NEW YORK, NY 10011 € LONDON, WC2E 8LU 
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One prescription to 


Write, one prescription for the 
patient to have filled and usually 
only one tablet per dose to take. 
Two dosage strengths simplify 
titration. 


Less trouble with 
treatment dropouts 


— early relief encourages patients 
to stay with their regimen. In a 
nationwide, multicenter study 
there were fewer dropouts due to 
side effects or treatment failure 
with Limbitrol.than with 
amitriptyline alone. * 
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ENEENCE, COMPLIANCE 


More than an 
antidepressant, 
without a 
phenothiazine — tor 


nonpsychotic anxious depression. 


Limbitrol combines the antide- 
pressant action of amitriptyline 
with the specifically effective 
antianxiety action of Librium® 
(chlordiazepoxide HCI/Roche), 
for efficacy while minimizing 
phenothiazine risks." 





\% 








Р; 
E 


Broad symptomatic 


relief - symptoms likely to 
respond in the first week of 
treatment include insomnia, 
agitation, psychic and somatic 
anxiety, anorexia and feelings of 
guilt or worthlessness. 


*Data on file, Medical Department, Hoffmann- 
La Roche Inc 

+The causal relationship between the phenothia-| 
zines and extrapyramidal side effects, including 
tardive dyskinesia, is well established. In contra: 
the reported incidence of these adverse reaction: 
with Limbitrol or either of its components is rare. 
(For a complete list of side effects reported with 
Limbitrol, consult full disclosure.) 


^ CLEAR CUT RATIONALE 
aaa ANDA 

- COMFORTABLE 

> PATIENT 






| Fundamental 
reasons 
to start prescribing 


Tablets 5-12.5 each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline a 
(as the hyrochio ride s sot) мў 7 
Tablets 10-25 rums ning 10 mg chlordiazepoxide and 25 mg amitriptyline 
(as cs ride satt) ; A 


for moderate depression and anxiety 






LIMBITROL *^TABLETS Tranquilizer-Antidepressant 


Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety. 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 
itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved. 
Contraindicated during acute recovery phase following myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
especially high doses. Myocardial infarction and stroke reported with use of this class of drugs.) 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester should 
almost always be avoided because of increased risk of congenital malformations as 
suggested in several studies. Consider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use 
caution in administering Limbitrol to addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms following discontinuation of either component alone have been 
reported (nausea, headache and malaise for amitriptyline; symptoms [including convulsions ] 
similar to those of barbiturate withdrawal for chlordiazepoxide). 
Precautions: Use with caution in patients with о history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e... 
operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 
essential treat- 
ment. See Warn- 
ings for precau- 



































should not be 
taken during the 
nursing period. 
Not recommend- 
ed in children 
under 12. 

In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects. 

Adverse Reactions: Most frequently reported are those associated with either component alone: 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion. 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 
have been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, jaundice 
and hepatic dysfunction have been observed rarely. 

This list includes adverse reactions not reported with Limbitrol but requiring consideration because 
they have been reported with one or both components or closely related drugs: 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 
rhythmias, heart block, stroke. 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania 
and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, ex- 
trapyramidal symptoms, syncope, changes іп EEG patterns. 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of 
urinary tract. 

Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
bocytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of biood sugar levels. 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. IV. administration of 1 to З mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning complete product information for 
manifestation and treatment. 

Dosage: Individualize according to symptom severity and patient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 
at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
the elderly. EX 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose * packages of 100, available in trays of 4 reverse-nurnbered boxes of 25, and in boxes 
containing 10 strips of 10; Prescription Paks of 50 


ROCHE PRODUCTS INC. 
4 Manati, Puerto Rico 00701 
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How to initiate and 
maintain therapy 


Select dosage strength appropriate for each patient 


O Limbitrol 5-12.5 is recommended to minimize drows- 
iness and for elderly patients 

O Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side egects 


Specify daily dosage based on symptom severity 

О An initial dosage of three tablets is recommended 

О Dosage may be increased to six tablets or decreased 
to two tablets daily as necessary | 

О Опсе a satisfactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain remission 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

O T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

O Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom— insomnia 

O Entire dosage h.s. to take maximum advantage of 
the sedative effect 





== Your guide to patient management... 
hen you decide medication is needed 


How to make each patient an 
informed patient 


l. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 

Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the 
following circumstances: жь 
1. Hypersensitivity to benzodiazepines 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
MAO inhibitor for a minimum of 14 
days before cautiously initiating 
Limbitrol therapy. 

3. During the acute deel 
phase following myocardia 
infarction. 











In moderate depression and anxiety 


Limbitrol 


Relief without a phenothiazine үр 
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Winter Conference 
In Puerto Vallarta 


Current Approaches 


GROVE SCHOOL 


ESTABLISHED 1934 





to the Office 





e Management o 


Schizophrenia 


Puerto Vallarta 
Mexico 
Jan 31-Feb 8, 1 


Robert 
Cancro, M. 


Conference Leader 
Professor and Chair 
Dept. of Psychiatry 
New York University 
School of Medicine 


Samuel 
Slipp, M.D. 


Chairman 
Medical Director of 


Postgraduate Center 


For Mental Health 


Lewis R. 


Wolberg, M.D., 


Moderator 
Emeritus Dean of 


Postgraduate Center 


For Mental Health 
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35 CME Credits 


man, 


Sponsored by: 
Postgraduate Center 
For Mental Health, 

in association with 
the Institute of 
Psychiatry, University 
of Guadalajara 


Contact: 
Й Joan Langs, ACSW 
Postgraduate Center 
For Mental Health 
124 East 28th Street 
New York NY 10016 
212 689-7700 
ext. 826, or 812 
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A residential treatment center for 






* 1.0. NORMAL & GIFTED 
AGES: 12—18 
GRADES: 6—12 


12 MONTH PROGRAM 
STATE ACCREDITED 


DIPLOMA AWARDED 
COLLEGE ADMITTED 
STUDENTS: 80 
STAFF: 50 
PSYCHIATRISTS: 5; 
PSYCHOLOGISTS: 3; 
TEACHERS: 22; 


PSYCHIATRIC SOCIAL 
WORKER 


2 INDIVIDUAL THERAPY 
SESSIONS WEEKLY 


GROUP, RELATIONSHIP, & 
MILIEU THERAPY 









































MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 








The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


THE 5. 
BROWN 
SCHOOLS 


An equal opportunity employer. 
Psychiatric hospitals accredited 
by the Joint Commission on 
Accreditation of Hospitals. 
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PLAN AHEAD! 
Order Your 1901 


Appointment Dooks 


Now!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies are available July 1980 


DESK: $13.00 

POCKET: $7.00 

BOTH: $17.00 

10% Discount for 10-99 copies 

1596 Discount for 100 copies or more 
No discount available on set 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is$ —  forcopy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order 141-1 
Appointment Book Set order # 141-2 


(All domestic orders amounting to $35.00 or less 
must be accompanied by payment; all foreign or- 
ders, regardless of dollar amount, must be ac- 
companied by payment. Orders over $35.00 will 
be invoiced with shipping/handling charges in- 
cluded.) 
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Brief Summary of Prescribing Information m 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability ar 
insomnia associated with anxiety neuroses and transient situational disturbances; anxie 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such sym| 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal « 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by systen 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all см 
acting drugs, warn patients оп lorazepam not to operate machin@y or motor vehicles, and : 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with bart 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepint 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addi 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillanc 
when on benzodiazepines because of their predisposition to habituation and dependenc 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzoc 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid ove 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occ 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepa 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular comp 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum humi 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn with 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pr 
longed periods and in geriatric patients requires caution and frequent monitoring for symptor 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have hi 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tes 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressa 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbi 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschis 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship 
dosage. Although all these anomalies were not present in the concurrent control group, th 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there w 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at low 
doses. Clinical significance of these findings is not known. However, increased risk of conge 
tal malformations associateo with use of minor tranquilizers (chlordiazepoxide, diazepam a 
meprobamate) during first trimester of pregnancy has been suggested in several studit 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this peri 
should almost always be avoided. Possibility that a woman of child-bearing potential may 
pregnant at institution of therapy should be considered. Advise patients if they become pre 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of Іогагерг 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like oth 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug sin 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and genera 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxio 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6. 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, п 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. | 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressi 
have been noted but are not Clinically significant, probably being related to relief of anxiety. 


Overdosage: іп management of overdosage with any drug, bear in mind that multiple age 
may have been taken. Manifestations of overdosage include somnolence, confusion and co 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, moni 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be control 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 
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Dosage: Individualize for maximum beneficial effects. Increase 
gradually when needed, giving higher evening dose before incre 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; do 
may vary from 1 to 10mg/day in divided doses. For elderly or 
tated, initially 1-2mg/day; insomnia due to anxiety or transient 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories : 


i j Philadelphia, PA 19101 


TM 


Copyright © 1979, Wyeth Laborat 
Div. of AHPC, N.Y., N.Y. All rights rese 


An age for anxiety. The aging process all 


too frequently is accompanied by anxiety states. When anxious older 
patients do not respond to your sympathetic counseling, 
a benzodiazepine may be the next logical step. 

But which one? Here, more than in many other patient groups, the 
metabolites of the available compounds may make a decisive difference. 
Unlike diazepam, clorazepate and chlordiazepoxide, 

Ativan (lorazepam) has no long-acting metabolites, and its simple H 
metabolism is less readily impaired with advancing age. Steady-state serum 

levels are rapidly achieved and disappear rapidly once you decide to 

discontinue therapy. For these reasons, residual effects are not likely to 

present problems. (The pharmacokinetic profile of a drug can define such 

characteristics as its absorption, distribution, metabolism and elimination 

but cannot, at present, be directly related to its therapeutic effectiveness.) 

Proved effective in many nationwide, double-blind studies 
(including patients in older age groups), Ativan is compatible with a 
wide range of commonly prescribed drugs. (The benzodiazepines produce 
CNS depressant effects when 
administered with such 
medications as barbiturates or 
alcohol.) Patients who have 
trouble swallowing solid 
medication appreciate the small 
Ativan tablet, which is tasteless 
and disintegrates within seconds 
in water or fruit juice. 
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See important information on preceding page. 
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When antidepressant i 
therapy keeps your patient 


in the spiral of non-response... 





Consider changing to a tricyclic 
that blocks the re-uptake of 
a different neurotransmitter 


Norpramin 


(desipramine hydrochloride tablets NF) 


25, 50, 75, 100, 150 mg. 
Helps the patient remain calm but active 


e Begins to improve sleep patterns within one week in some patients." 

e As the depression is relieved, difficulty in falling asleep, restlessness, and early morning 
awakening diminish. 

e Norpramin does not usually inhibit normal activity, although patients should be cautioned 
against driving or operating machinery if drowsiness occurs. (See Warnings, Precautions, 
and Adverse Reactions in Brief Summary overleaf.) 


Less anticholinergic activity 


e Studies of animal tissues? and normal human subjects?:4 have shown that desipramine has 
less anticholinergic activity than amitriptyline or doxepin. 

eThe single- -bond side chain of desipramine may be associated with less anticholinergic ы 
than is the double-bond side chain of amitriptyline or doxepin. 

e This may mean less dry mouth, less blurred vision, less urinary retention. 





(See Warnings in Brief Summary overleaf.) 


Potent blocker of 
norepinephrine 
re-uptake 


Current evidence: suggests depression 
results from inadequate levels of 
norepinephrine or serotonin here, at the 
synaptic cleft . 


If your patient is unresponsive to 
-— treatment with one tricyclic, consider 
lectron micrograph of human synaptic Laboratory evidence suggests that switching to a tricyclic that blocks the 





left, postulated site of tricyclic desipramine blocks the re-uptake of re-uptake of a different neurotransmitter. 
ntidepressant activity. norepinephrine at the presynaptic nerve 
terminal,” ensuring increased cleft and 
receptor site neurotransmitter (Please read the Brief Summary overleaf 
concentration. before prescribing Norpramin.) 
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C] potent-blocker of norepinephrine re-uptake 
Owith improved sleep patterns beginning within one 


week in some patients! 


[]with less anticholinergic activity than amitriptyline 
or doxepin, as shown in studies of animal tissues? and 
normal human subjects?.^ (See Warnings section of 


Brief Summary.) 


Norpramin 
(desipramine 
hydrochloride 
tablets NF) 


AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests 
that many depressions have a biochemical basis in the 
form of a relative deficiency of neurotransmitters such 
as norepinephrine and serotonin. Norepinephrine de- 
ficiency may be associated with relatively low urinary 
3-methoxy-4-hydroxyphenyl glycol (MHPG) levels, 
while serotonin deficiencies may be associated with 
low spinal fluid levels of 5-hydroxyindolacetic acid. _ 

While the precise mechanism of action of the tri- 
cyclic antidepressants is unknown, a leading theory 
suggests that wp restore normal levels of neuro- 
transmitters by blocking the re-uptake of these 
substances from the synapse in the central nervous 
system. Mes 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have 
greater activity in blocking the re-uptake of norepine- 
phrine. Tertiary amine tricyclic antidepressants, such 
as amitriptyline, may have greater effect on serotonin 
re-uptake. 

Norpramin (desipramine hydrochloride) is not a 
monoamine oxidase (MAO) inhibitor and does not act 
Ew as a central nervous system stimulant. It has 

een found in some studies to have a more rapid onset 
of action than imipramine. Earliest therapeutic effects 
may occasionally be seen in 2 to 5 days, but full treat- 
ment benefit usually requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) 
is indicated for relief of symptoms in various depres- 
Sive pal especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride 
should not be given in conjunction with, or within 2 
weeks of, treatment with an MAO inhibitor drug; 
hyperpyretic crises, severe convulsions, and death 
have occurred in patients taking MAO inhibitors and 
tricyclic antidepressants. When Norpramin (desipra- 
mine hydrochloride) is substituted for an MAO inhibitor, 
at least 2 weeks should elapse between treatments. 
Norpramin should then be started cautiously and 
should be increased gradually. 

The drug is contraindicated in the acute recovery 
ps following myocardial infarction. It should not 

e used in those who have shown prior hypersensitivity 
to the drug. Cross sensitivity between this and other 
heron! alg is a possibility. 

WARNINGS: 1. Extreme caution should be used when 
this drug is given in the following situations: a. In pa- 
tients with cardiovascular disease, because of the 
possibility of conduction defects, arrhythmias, tachy- 
cardias, strokes, and acute myocardial infarction. 
b. In patients with a history of urinary retention or 
glaucoma, because of the hari properties of 
the йш. с. In patients with thyroid disease or those 
taking thyroid medication, because of the possibility of 
cardiovascular toxicity, including arrhythmias. d. In pa- 
tients with a history of seizure disorder, because this 
drug has been shown to lower the seizure threshold. 2. 
This drug is capable of blocking the antihypertensive 
effect of guanethidine and similarly acting compounds. 
3. USE IN PREGNANCY: Safe use of desipramine hydro- 
chloride during pregnancy and lactation has not been 
established; therefore, if it is to be given to pregnant 
patients, nursing mothers, or women of childbearing 
potential, the possible benefits must be weighed against 
the possible hazards to mother and child. Animal re- 
productive studies have been inconclusive. 4. USE IN 
CHILDREN: Norpramin (desipramine hydrochloride) is 
not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that 
this drug may impair the mental and/or physical abili- 
ties required for the performance of potentially hazard- 
ous tasks such as driving a car or operating machinery. 
6. In patients who may use alcohol excessively, it 
should be borne in mind that the potentiation may 
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increase the danger inherent in any suicide attempt 
or overdosage. 
PRECAUTIONS: 1. It is important that this drug be dis- 
pensed in the least possible quantities to depressed 
Outpatients, since suicide has been accomplished with 
this class of drug. Ordinary prudence requires that 
children not have access to this drug or to potent drugs 
of any kind; розви this drug should be dispensed in 
containers with child-resistant safety closures. Storage 
of this drug in the home must be supervised responsi- 
bly. 2. If serious adverse effects occur, dosage should 
be reduced or treatment should be altered. 3. Norpramin 
(desipramine hydrochloride) therapy in patients with 
manic-depressive illness may induce a hypomanic 
State after the depressive phase terminates. 4. The 
drug may cause exacerbation of psychosis in schizo- 
phrenic patients. 5. Close supervision and careful ad- 
justment of dosage are required when this drug is given 
concomitantly with anticholinergic or sympathomimetic 
drugs. 6. Patients should be warned that while taking 
this drug their response to alcoholic beverages may be 
exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is 
limited. Thus, if such treatment is essential, the possi- 
bility of increased risk relative to benefits should be 
considered. 8. The sedative effects of Norpramin and 
benzodiazepines (e£. chlordiazepoxide or diazepam) 
are additive. Both the sedative and anticholinergic ef- 
fects of the major tranquilizers are additive to those of 
Norpramin. 9. This drug should be discontinued as 
Soon as possible prior to elective surgery because of 
the possible cardiovascular effects. Hypertensive 
episodes have been observed during wg in 
patients taking desipramine hydrochloride. 10. Both 
elevation and lowering of blood sapor levels have 
been reported. 11. Leukocyte and differential counts 
should be performed in any patient who develops fever 
and sore throat during therapy; the drug should be 
discontinued if there is evidence of pathologic neu- 
trophil depression. 12. Norpramin 25, 50, 75, and 100 
mg. tablets contain FD&C Yellow No. 5 (tartrazine), 
which may cause allergic-type reactions (including 
bronchial asthma) in certain susceptible individuals. 
Although the overall incidence of FD&C Yellow No. 5 
(tartrazine) sensitivity in the general population is low, 
it is frequently seen in patients who also have aspirin 
hypersensitivity. 
ADVERSE REACTIONS: NOTE: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the phar- 
macologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 
Psychiatric: confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
perdes G a ege PE 
nticho ingrgic: ry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 
Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or pu drug fever, 
cross sensitivity with other tricyclic drugs. 
Hematologic: bone marrow depressions including agran- 
ulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 
Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 
tion or depression of blood sugar levels. 
Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; 
alopecia. 
Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 





Dosage Flexibility 


choice of 5 tablet T 25 mg. ES ук 


strengths апа 
once daily or 
divided dosage 
schedule allows 
titration to individual 
response. 


Convenient 





ЕЯ 50 mg. з) 100 mg. 


* 150mg. 





DOSAGE AND ADMINISTRATION: Not recommended for 
use in children. Lower dosages are recommended for 
elderly patients and adolescents. Lower dosages are 
also recommended for outpatients compared to hos- 
pitalized patients, who are closely supervised. Dosage 
Should be initiated at a low level and increased accord- 
ing to clinical response and any evidence of intoler- 
ance. Following remission, maintenance medication 
may be required for a period of time and should be at 
the lowest dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill ped dosage may be 
further increased poe to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and in- 
creased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
Should generally be initiated in hospitals, where regular 
visits oy the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of 
the QRS or QT intervals on the ECG. Prolongation of the 
PR interval is also significant, but less closely corre- 
lated with plasma levels. Clinical symptoms of intoler- 
ance, especially drowsiness, dizziness, and postural 
hypotension, should also alert the physician to the 
need for reduction in dosage. Plasma desipramine 
measurement would constitute the optimal guide to 
dosage monitoring. 

Initial therapy may be administered in divided doses 
or a single daily dose. ] 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent 
and geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and in- 
creased according to tolerance and clinical response to 
a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a dis- 
cussion of symptoms and treatment of overdose. 
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New" 


jy Harlow M, Huckabee, Arling- 
on, Virginia. Foreword by Fred G. 
?olsom and Cono R. Namorato. This 
aw-psychiatry interface brings to- 
rether and analyzes the conflicting po- 
itions and theories related to criminal 
esponsibility and competency to stand 
rial. 


[he first of two main sections focuses 
om criminal responsibility and the 
ontroversy generated by that topic 
imong professionals. Among the areas 
eviewed are responsibility tests, evi- 
lence of mental disorder on mens rea 
the mental state required for the of- 


Cooperation or Chaos? 


lense), various proposals to substitute 
mens rea lor traditional responsibility 
tests, and the current chaos and need 
for cooperation among psychiatrists 
and lawyers. In the concluding chapter 
of this section, the author suggests the 
establishment of а research’ clearing- 
house program that would coordinate 
ctlorts to solve problems at both the 
state and federal levels. 


‘The second section evaluates a number 
of other problems related to law and 
psychiatry. Competency to stand trial, 
the debate on psychiatrists’ expertise 
in matters of criminal law, the briefing 
of psychiatrists, shopping for psychia- 


1 LAWYERS, PSYCHIATRISTS AND CRIMINAL LAW 


trists, and the use of impartial experts 
and/or court psychiatric clinics are all 
analyzed. 


This volume points to the factors af- 
fecting psychiatric opinions and de- 
scribes how psychiatrists can arrive at 
opposite conclusions concerning the 
same defendant; clarifies the culpa- 
bility of courts and lawyers, as well as 
psychiatrists, for the breakdown in the 
system; and demonstrates the criti- 
cality of lawyer-psychiatrist coopera- 
tion. Its inclusion of suggestions for 
further research and action in this area 
adds to the importance of this work. 
'80, 184 pp., $16.75 
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PRIMER ON THE RORSCHACH TECH- 


New! 


BECOMING A WOMAN: The Socialization of 


NIQUE: A Method of Administration, Scoring, and Inter- 
xetation by Eugene E. Levitt, Indiana Univ. School of 
Medicine, Indianapolis. Special features include a step-by- 
tep format, a discussion of methods for correlating the 
Rorschach with the MMPI, and a chapter on the use of the 
Rorschach technique with children. Appendices present in- 
ormation on the probabilities of the use of color as a deter- 
ninant in selected responses, scoring illustrations, and 
nterpretation of individual Rorschach factors. '80, 116 pp., 
? il., 15 tables, cloth-$14.50, paper-$8.95 


THE AMERICAN ALCOHOLIC: The Nature-Nurture 
Controversy in Alcoholic Research and Therapy (3rd Ptg.) 
by William Madsen, Univ. of California, Santa Barbara. '80, 
272 pp., 4 il., $14.50 


New! LEGAL PSYCHOLOGY: Eyewitness Testi- 
nony-Jury Behavior by L. Craig Parker, Jr., Univ. of New 
Haven, West Haven, Connecticut. '80, 196 pp., $22.75 


New! APPLICATION OF HYPNOSIS IN SEX 
THERAPY by Hugo G. Beigel and Warren R. Johnson, 
Univ. of Maryland, College Park. (13 Contributors) Fol- 
lowing a discussion of the exploratory techniques of sex 
hypnotherapy, hypnotherapeutic procedures are presented 
for such sexual disorders as anorgasmia, frigidity, vagi- 
nismus, primary and secondary impotence, and premature 
ejaculation. Numerous case studies are included. Appen- 
dices detail the authors’ favorite induction techniques and 
the legal aspects of practicing hypnosis. '80, 352 pp., 1 
table, $29.75 


New! TRANSSEXUALITY IN THE MALE: The 
Spectrum of Gender Dysphoria by Erwin K. Koranyi, Univ. 
of Ottawa, Ottawa, Ontario, Canada. Foreword by Ralph 
Slovenko. (3 Contributors) A wide range of topics related to 
transsexuality in the male is herein explored, including the 
interplay of biological and psychological factors, sexual 
dimorphism, natural sex change, genetics and sexuality, 
medicolegal considerations, surgical procedures, and hor- 
monal and psychosocial treatments. A glossary and bibliog- 
raphy follow the text. '80, 192 pp., 31 il., 1 table, $17.50 


Gender by Bernice Lott, Univ. of Rhode Island, Kingston. 
This book analyzes the female experience from conception 
through old age and scrutinizes aspects of the socialization 
process common to American women. Among the topics 
discussed are the nature and nurture of the female infant, 
socialization in childhood, love and marriage, rape and 
physical abuse, motherhood, work, and menopause. '80, 464 
pp., 6 il., cloth-$24.75, paper-$18.50 


New! BODYMIND LIBERATION: Achieving Ho- 
listic Health by Robert Henley Woody, Univ. of Nebraska, 
Omaha. The author of this text explains how the integra- 
tion of physical and mental processes determines the over- 
all health of the human organism. He shows how the 
bodymind operates, how bodymind problems occur, and 
how the bodymind can be liberated and restored to health 
through pragmatic techniques. The necessity of controlling 
anxiety; the significance of self-actualization; the effects of 
trust, caring, and sharing; the value of physical contact; and 
related subjects are examined. '80, 172 pp., $15.50 


New! GRIEF COUNSELING AND SUDDEN 
DEATH: A Manual and Guide by Polly Doyle, Contra 
Costa County Crisis and Suicide Intervention Center, 
Walnut Creek, California. (8 Contributors) Not only does 
this book provide the information needed to understand 
grief and to counsel bereaved persons, it also details the 
development and operation of a community-based, volun- 
teer grief counseling program. An extensive section on gen- 
eral counseling techniques and approaches covers such 
specifics as the anniversary interview, the role of the Cor- 
oner’s Office, the autopsy, and the funeral. '80, 336 pp., 1 
il., $21.50 


New! | COUNSELING THE ELDERLY: For Profes- 
sional Helpers Who Work with the Aged edited by Garry L. 
Landreth and Robert C. Berg, both of North Texas State 
Univ., Denton. (64 Contributors) '80, 484 pp., 10 il, 13 
tables, cloth-$26.75, paper-$19.75 


New! IMPROVING EFFECTIVENESS AND RE- 
DUCING COSTS IN MENTAL HEALTH ^y Brian T. 
Yates, American Univ., Washington, D. C. Foreword by 
Frederick L. Newman. '80, 240 pp., 31 il., 42 tables, $19.75 
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DALMANE 


(flurazepam HCI/Roche 


MORE POLYGRAPHIC EVIDENCI 


Sleep research laboratory 
testing of insomnia patients 
for 995 subject nights 
demonstrates efficacy of 
Dalmane (fiurazepam HCI/Roche)! 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 





Efficacy from the first night 
through 28 nights, 

without need 

to increase dosage 


Dalmane (flurazepam HCI/Roche) is the only sleep 
medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 
longed use of Dalmane is seldom necessary; should it 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 
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JFFERS 
JF EFFICACY FOR INSOMNIA 














Dalmane* (flurazepam НСІ/Восће) Clinical documentation of 
iud Dein E M efficacy in 4950 patients 


with insomnia! 


Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind . 
comparison and patient preference studies. Results 
of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 











































Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE « 


flurazepam HCI/Roche 
15-mg and 30-mg capsules 


UNMATCHED PROOF 
UNMATCHED EFFICACY 


Please see summary of product . 
information on following page. ^ 








E КСЛ. 


Improvement shown represents mean improvement, in n=5 
hours, of total sleep time. 


Adapted from Dement WC, et a/: Behav Med 5:25-31, 
t 1978 








Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 

peutic goal. 
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4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 
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Protocol for insomnia 
management 


О Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


О Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


O Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


О Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


O Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


CJ Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


O Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 


О Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


pls oe. 


Now available from Roche —important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 





Address 





City 


tl) —— Ua —— M  ————] 


State Zip 
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DALMANE 


Опе 15-mg capsule h. s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam НСІ. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, СІ pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 


palpitations, chest pains, body and joint pains and GU complaints. 


There have also been rare occurrences of leukopenia, granulo- 


cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 


burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 

Dosage: Individualize for maximum beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. 

Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


ROCHE PRODUCTS INC. 


Manati, Puerto Rico 00701 


Put your 
money where 
your Heart 
Is. 


American 
Heart 


" Association 
WE'RE FIGHTING FOR YOUR LIFE 





The B24 lil...a new 
generation of electro- 
convulsive therapy 


instrumentation from (< 


Medcraft. 


Designed with patient and operator safety in mind, this 
new series of instrumentation meets the rigorous 
requirements for listing by Underwriters Laboratories — UL 
544, Standards for Medical and Dental Equipment. The 
B24 Ill provides the physician with the ultimate in precision 
dosage levels. Consistancy of desired output level is 
assured with the following features: 


e Line Voltage Compensation — allows compen- 
sation for fluctuations in incoming line voltages. 

e Pre-programmed Voltage Selection — choice of 
eleven voltage levels from 70 volts to 170 volts. 

e Automatic Treatment Timing — adjustable from 0.1 
second to 1.0 second with or without Glissando. 

e Current Output Indicators — visual assurance of 
current flow during treatment. 


Exclusive Patient Test Module allows a complete systems 
integrity check of insturmentation prior to treatment. 
Clinical accuracy and dependability are assured by the 
use of 10096 solid state circuitry. Double shielded 
transformer provides an additional margin of treatment 
safety. Write or call for ordering information, specifications 
and prices. 


The 
Country Place 


Litchfield, Connecticut 


THE COUNTRY PLACE is a residential treatment 
center under psychiatric supervision for adolescents 
and voung adults. Our therapeutic community offers 
a home to bright under achievers, to drug or alcohol 
dependent youths, reacting to difficulties in their lives 
by withdrawing or rebelling. 


THE COUNTRY PLACE provides individual group. 
family and work therapy. In addition, we offer bio- 
energetics, yoga, assertiveness training and recrea- 
tional activities. These therapies and activities form 
the basis for our individualized treatment plans. 


Address inquiries and requests for brochures to: 


Renee Nell, Ed. D. 


The Country Place 


Box 668H 
Litchfield, CT 06759 





ИШЕ 
Medcraft 


Medcraft, a Division of 

Hittman Medical Systems 

9151 Rumsey Rd / Columbia, MD 21045 
301/730-7800 / Call toll-free 800/638-2896 


Medcraft is a registered trademark of Hittman Corp 
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Mamtcnance Uacrapv 


with 


& i 
skalıthı 300 mg capsules and 
300 mg scored tablets 


brand of 


lithium carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can 


occur at doses close to therapeutic levels. Facilities for prompt and 
accurate serum lithium determinations should be available before 
initiating therapy. 


Indications: Treatment of manic episodes of manic-depressive illness. 
Maintenance therapy prevents or diminishes the intensity of subsequent 
episodes in manic-depressive patients with a history of mania. 
Warnings: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 
Chronic lithium therapy may be associated with diminution of renal 
concentrating ability; such patients should be carefully managed to avoid 
dehydration with resulting lithium retention and toxicity. Morphologic 
changes with glomerular and interstitial fibrosis and nephron atrophy have 
been reported. When renal function is assessed, progressive or sudden 
changes in function indicate the need for reevaluation of treatment. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, and 
to discontinue therapy and contact a physician should they occur. Patients 
receiving combined therapy with lithium and an antipsychotic should be 
monitored closely for early evidence of neurologic toxicity and treatment 
discontinued promptly if such signs appear. Caution patients about 
activities requiring alertness (e.g., operating vehicles or machinery). 
Lithium may prolong the effects of neuromuscular blocking agents. Such 
agents should be given with caution to patients receiving lithium. 
Lithium may cause fetal developmental anomalies, especially involving the 
cardiovascular system. If lithium is used during pregnancy, or if a patient 
becomes pregnant while taking it, she should be apprised of the potential 
hazard to the fetus. Except in rare and unusual circumstances, nursing 
should not be undertaken while a patient is on lithium therapy, since 
lithium is excreted in human milk. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase 
and decreases when manic symptoms subside. 

Lithium therapy may lead to sodium depletion. Normal diet (including salt) 
and adequate fluid intake (2500-3000 ml.) must be maintained, at least 
during initial stabilization period. Protracted sweating or diarrhea can 
decrease tolerance; in such cases, administer supplemental fluid and salt. 
Sweating, diarrhea, and concomitant infection with elevated temperatures 
may require temporary reduction or cessation of dosage. 

Where hypothyroidism exists, thyroid function should be monitored during 
lithium stabilization and maintenance; where hypothyroidism occurs 
during stabilization and maintenance, supplemental thyroid treatment may 
be used. 

Adverse Reactions: Mild to moderate toxic reactions may occur at serum 
lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe reactions at 
levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, and mild thirst 
may occur during initial therapy and persist. Transient and mild nausea and 
general discomfort may also appear during initial therapy. These effects 
usually subside with continued treatment or temporary reduction or 
cessation of dosage. If persistent, discontinue dosage. Diarrhea, vomiting, 
drowsiness, muscular weakness, and lack of coordination may be early 





signs of toxicity and may occur at levels below 2.0 mEq./1. At higher 
levels, ataxia, giddiness, tinnitus, blurred vision, and a large output of 
dilute urine may be seen. Serum levels above 3.0 mEq./1. may produce а 
complex clinical picture, involving multiple organs and systems. Serum 
levels should not exceed 2.0 mEq./l. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep tendon 
reflex; Central Nervous System—blackout spells, epileptiform seizures, 
slurred speech, dizziness, vertigo, incontinence of urine or feces, 
somnolence, psychomotor retardation, restlessness, confusion, stupor, 
coma; Cardiovascular—cardiac arrhythmia, hypotension, peripheral 
circulatory collapse; Gastrointestinal—anorexia, nausea, vomiting, 
diarrhea; Genitourinary—albuminuria, oliguria, polyuria, glycosuria; 
Dermatologic—drying and thinning of hair, alopecia, anesthesia of skin, 
chronic folliculitis, exacerbation of psoriasis, xerosis cutis; Autonomic— 
blurred vision, dry mouth; Thyroid Abnormalities—euthyroid goiter 
and/or hypothyroidism (including myxedema) with lower Тз and Ts. I?! 
uptake may be elevated; rare cases of hyperthyroidism; EEG Changes— 
diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes—reversible 
flattening, isoelectricity or inversion of T-waves; Miscellaneous—fatigue, 
lethargy, transient scotomata, dehydration, weight loss, tendency to sleep. 
Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or wrists, 
thirst or polyuria, sometimes resembling diabetes insipidus, and metallic 
taste. A single case of a syndrome resembling Raynaud' s has been 
reported. 
How Supplied: 300 mg. capsules in bottles of 100. 

300 mg. scored tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia. PA 






NOW 
also 
available 
in 300 mg 
Scored 
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Hospital & 
Communily 
Psychiairy 


The journal for staff 
members of mental health 
facilities and agencies 


Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
checks payable to the 
American Psychiatric 
Association. ) 


Name 
Title or Discipline 
Address 
City 

State 
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*Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 








Philadelphia. PA 19101 E 
44 Copyright © 1979, Wyeth Labor: 
| Div. of AHPC, N.Y., N.Y. All rights г 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability 
insomnia associated with anxiety neuroses and transient situational disturbances; an» 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such sy 
toms are a significant feature of functional or organic disorders, particularly gastrointestin: 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by syst 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucom 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all C 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, arf 
diminished tolerance for alcohol and other CNS depressants. @ 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with bi 
turates and alcohol have occurred following abrupt discontinuance of benzodiazep 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Ac 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveilla 
when on benzodiazepines because of their predisposition to habituation and dependet 
Withdrawal symptoms have also been reported following abrupt discontinuance of benz 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid c 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may resu 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and o: 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that loraze| 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular con 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 yea 
6mg kg дау No effect dose was 1.25mg/kg/day (approximately 6 times the maximum hu 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn w 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for 
longed periods and in geriatric patients requires caution and frequent monitoring for sympt 
of upper G |. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function | 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depres 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerge 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rat 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastrosct 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationsh 
dosage. Although all these anomalies were not present in the concurrent control group, 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at k 
doses. Clinical significance of these findings is not known. However, increased risk of conc 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam 
meprobamate) during first trimester of pregnancy has been suggested in several stu 
Because use of these drugs is rarely a matter of urgency. use of lorazepam during this pe 
should almost always be avoided. Possibility that a woman of child-bearing potential ma 
pregnant at institution of therapy should be considered. Advise patients if they become р 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of loraze 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like c 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug s 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and gene 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anx 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6. 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, ! 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. 
dence of sedation and unsteadiness increased with age. Small decreases in blood pr 
have been noted but are not clinically significant, probably being related to relief of anxiet 
Overdosage: Іп management of overdosage with any drug, bear in mind that multiple a 
may have been taken. Manifestations of overdosage include somnolence, confusion and c 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, то! 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be contr, 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determin: 
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Dosage: Individualize for maximum beneficial effects. Increase 
gradually when needed, giving higher evening dose before increa 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; do: 
may vary from 1 to 10mg/day in divided doses. For elderly or 
tated, initially 1-2mg/day; insomnia due to anxiety or transient 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


A mixed syndrome. When drug intervention 


is indicated in patients whose anxiety is accompanied by depressive 
symptoms, the choice, essentially, is among three basic strategies: 
(1) an antidepressant; (2) a tranquilizer; (3) a combination of (1) and (2). 

With respect to strategy (2), you should know that Ativan (lorazepam) 
has been shown to be statistically and clinically significantly effective in 
alleviating the anxiety component of this mixed syndrome, in common 
protocol controlled studies of 653 patients (337 on Ativan). 

Since Ativan was also found to be compatible with tricyclics, if you 
opt for strategy (3), your patient has the benefit of rapid anxiolytic action, 
absence of long-acting metabolites and rapid clearance when you decide 
to discontinue Ativan. All benzodiazepines, however, including Ativan, 
produce added CNS depressant effects when administered with alcohol 
and other CNS depressants. 

In either case, Ativan offers 
you the convenience of a 
b.i.d. schedule and a flexibility not 
possible with any fixed 
combination. 





See important information on preceding page. 






Ativan. 


niormzepamy 


associated with depressive symptoms 


Responsive 
to therapy... 


ает 2 
on the job. - 


© McNEILAB, inc., 1978 





Haldol 


(haloperidol) 


tablets/Concentrate/injection 


or long-term management 
of psychotic patients... 
with minimal risk of 
adverse effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders” 


Permits aggressive titration 
to effective dosage levels 
for optimal control" 


Usually leaves patients 
alert and responsive... 
easier to reach with supportive 
measures" 


Not an actual case history, this situation 
illustrates the action of. HALDOL 
haloperidol as reported in various clinical 
studies (available on request). 


Minimal risk of 


hypotension, oversedation, 


or troublesome 

anticholinergic effects 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


3-5,7-9 


Common side effects easily 
controlled" 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, A.A., et al.: Am. J. Psychiatry 
129:1190 (June) 1964. 3. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 
(Oct.) 1974. 5. Abuzzahab, ES., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, H.E: Dis. Nerv. 
Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Suyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


Please turn page for summary of prescribing information. 
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A rapid-acting As for psychiatric 
emergencies: 5 mg haloperidol (as the lactate) 
with 1.8 mg methylparaben and 0.2 mg 
propylparaben per ml, and lactic acid for pH 
adjustment to 3.4 + 0.2 


concentrate ч 


A tasteless, odorless, colorless e 
Liquid Concentrate for better 

patient acceptability: 2 mg per ml 

haloperidol (as the lactate). 


tablets 


5 tablet strengths for convenience in 
4 individualizing dosage: 


1mg* 2mg 5mg* 
` / 


Ф то \ / 10 тд* 


HALDOL (haloperidol) "т" 


tablets /concentrate/injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe, toxic CNS depression or comatose states from 
any cause, hypersensitivity to the drug, Parkinson's disease. 

Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely to 
become pregnant has not been established; use only if benefit clearly justifies 
potential hazards. Infants should not be nursed during drug treatment 
Combined Use With Lithium: Patients receiving lithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and / cr cutane- 
ous and ocular changes have been reported with chemically-related drugs. 
although not with haloperidol. Mental and/or physical abilities required for 
hazardous tasks or driving may be impaired. Alcohol should be avoided due to 
possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovascular 
disorders, due to the possibility of transient hypotension and/or precipitation 
of anginal pain (if a vasopressor is required, epinephrine should not be used 
since HALDOL haloperidol may block its vasopressor activity and paradoxical 
further lowering of blood pressure may occur); (2) receiving anticonvulsant 
medication since HALDOL haloperidol may lower the convulsive threshold; (3) 
with known allergies or a history of allergic reactions to drugs; (4) receiving 
anticoagulants. Concomitant antiparkinson medication, if required, may have 
to be continued after HALDOL haloperidol is discontinued because of dif- 
ferent excretion rates; if both are discontinued simultaneously, extrapyramidal 
symptoms may occur. Intraocular pressure may increase when anticholinergic 
drugs, including antiparkinson drugs, are administered concomitantly with 
HALDOL haloperidol. When HALDOL haloperidol is used for mania in cyclic 
disorders, there may be a rapid mood swing to depression. Severe neurotox- 
icity may occur in patients with thyrotoxicosis receiving antipsychotic medica- 
tion, including HALDOL haloperidol. FD&C Yellow No. 5 (tartrazine) may 
cause allergic-type reactions (including bronchial asthma) in certain suscepti- 
ble individuals, especiallyin those who have aspirin hypersensitivity 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromus- 
cular (extrapyramidal) reactions have been reported frequently, often during 
the first few days of treatment. Generally they involved Parkinson-like symp- 
toms which were usually mild to moderately severe and usually reversible 
Other types of neuromuscular reactions (motor restlessness, dystonia, aka- 
thisia, hyperreflexia, opisthotonos, oculogyric crises) have been reported far 
less frequently, but were often more severe. Severe extrapyramidal reactions 
have been reported at relatively low doses. Generally, extrapyramidal symp- 
toms are dose-related since they occur at relatively high doses and disappear 
or become less severe when the dose is reduced. Antiparkinson drugs may be 
required. Persistent extrapyramidal reactions have been reported and the drug 
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may have to be discontinued in such cases. 
Withdrawal Emergent Neurological Signs: Abrupt discontinuation of shor 
term antipsychotic therapy is generally uneventful. However, some patients o 
maintenance treatment experience transient dyskinetic signs after abrur 
withdrawal. In certain cases these аге indistinguishable from ‘‘Persistent Ta 
dive Dyskinesia" except for duration. It is unknown whether gradual witt 
drawal will reduce the occurrence of these signs, but until further evidence 
available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halc 
peridol, tardive dyskinesia may appear during or after long-term therapy. Th 
risk appears to be greater in elderly patients on high-dose therapy, especiall 
females. Symptoms are persistent and sometimes appear irreversible; there i 
no known effective treatment and all antipsychotic agents should be discor 
tinued. The syndrome may be masked by reinstitution of drug, increasin 
dosage, or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitatio: 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand m 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologi 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mi 
mal decreases іп red blood cell counts, anemia, or a tendency toward lyi 
phomonocytosis; agranulocytosis rarely reported and only in association wi 
other medication. Liver Effects: Impaired liver function and/or jaundi 
reported. Dermatologic Reactions: Maculopapular and acneiform reactio 
isolated cases of photosensitivity, loss of hair. Endocrine Disorders: Lac 
tion, breast engorgement, mastalgia, menstrual irregularities, gynecomasti 
impotence, increased libido, hyperglycemia and hypoglycemia. Gastroin 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspeps 
nausea and vomiting. Autonomic Reactions: Dry mouth, blurred vision, 
nary retention and diaphoresis. Respiratory Effects: Laryngospasm, br 
chospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patie 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 0 
IMPORTANT: Full directions for use should be read before HALD 
haloperidol is administered or prescribed. 

HALDOL tablets and concentrate (120 ml) are manufactured by Mc 
Laboratories Co., Dorado, PR 00646. ©McN 1 
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The American Psychiatric Association 778 
Introduces 


Anessential program for clinicians 
. learning to incorporate and utilize DSM-III 


THE DSM-III 
INSTITUTIONAL 
INSTRUCTION KIT 


THE DSM-III INSTITUTIONAL 

INSTRUCTION KIT acquaints physicians 

and their staff with: 

в the multiaxial evaluation method used 
to report the official DSM-III diagnosis 


2 the use of new diagnostic categories 
in making a differential diagnosis 


п the use of criteria as guides in making 
psychiatric diagnosis for the most 
significant disorders in: 


Affective Disorders 

Schizophrenia and Related Psychotic 
Disorders 

Anxiety, Dissociative, and Somatoform 
Disorders 

Personality Disorders 

Disorders Usually Arising in Childhood 
or Adolescence 


PROGRAM COMPONENTS: 

The Instructor's Kit for workshop leaders 
contains: 

п videotape of nine clinical case simulations 
п loose-leaf binder containing: 


— 4 audiocassettes plus transcripts of 
original faculty presentations 

— 39 slides complementing audiotaped 
presentations 

— course syllabus, patient histories, 
worksheets, references 

— DSM-III diagnosis for each of 30 patient 
histories 


The Participant’s Kit for individual 
workshop members includes: 

п course syllabus 

п patient histories 

п worksheets 


CONTINUING MEDICAL EDUCATION (CME) CREDIT: 


ORDERING INFORMATION 


Fillin the form and mail it with your check to: 





American Psychiatric Association 

c/o DSM-III Institutional Instruction Kit/AV/MD 
850 Third Avenue, 11th floor 

New York, NY 10022 


Name 





Title 





Address 





State Zip 





City 





These learning materials can be used by educational organizations or institutions in the development of, or 
as an adjunct to, a variety of learning programs for CME Category 1, 2, or 5. 


DSM-III INSTITUTIONAL INSTRUCTION 
KIT— $250.00 * 


PARTICIPANT'S KIT—available only with the 
Institutional Kit at an additional charge of 
$12.50 each 


Video component 
purchased separately— $150.00 each 
*Shipping and handling charge— $8 .00. 


For additional information, call (800) 221-4468 
In New York, call (212) 421-6900 
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When depressive symptoms 
come in a cluster of blues... 





Адаріп'оетно helps patients 
life in all its colors 


[Improvements noted at one week 


Summary of Improvement for Some HDS Factors' 







Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 
requently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 

first week of doxepin treatment.' However, optimal 
antidepressant response may not be evident for i 
^ t il е. N 
Мело БӨ Wage. Somatic/Anxiety Retardation 
Week | 


Factor: Sleep Di 


*P « .001 


Baseline 


Normalized sleep patterns 


n a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 
norning awakening? 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.8896; in 495 patients, 
the incidence of hypotension was 2.6296.? 





Now available...75 mg capsules for h.s. dosage 


riet Senay of Prescribing Information ADAPIN® (doxepin HCI) Capsules 
Mications-Relie of symptoms of anxiety and depression. 
'ontraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin. 
Varnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
nimal fetus has been shown in reproductive studies. There are no data concerning secretion in 
uman milk, nor on effect in nursing infants. 

Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
iscontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 









Adverse Reactions-Dry mouth, blurred vision and constipation have been reported. 
Drowsiness has also been observed. 

Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
fatigue, weight Due edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 
libido, rash and pruritus may also occur. 

Dosage and Administration—in mild to moderate anxiety and/or depression: 25 mg Lid. 
Increase or decrease the dosage according to individual response. Daily dosage, up to 180 mg 


р = and death have been reported with the concomitant use of certain drugs and 
inhibitors. 
In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
is-Drowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment. 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 
susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the ral population is low, it is frequently 
seen in patients who also have aspirin hypersensitivity. 
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we with anti 
and antianxiety effects 


oy be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 
150 mg per day not to exceed 300 mg per day. 
Antianxiety effect usually precedes the antidepressant effect by two or three weeks. 
How Supplied-Each capsule contains doxepin, as the hydrochloride. 10 mg, 25 mg, 50 mg, 
75 mg and 100 mg capsules in bottles of 100 and 1000. 
For complete prescribing information please see package insert or PDR. 
References: 
1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response lo doxepin treatment. J 
Clin Psychiatry 40:265-269, 1979 (Sinequan*). 
2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin НСІ (Sinequan®) on Sleep 
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ard early resocialization 

га relatively short time on LOXITANE® 

ipine Succinate, hospitalized 

zophrenic patients usually become 

arto reach, easier to manage, more 

ziable, and cooperative. A series of 

linical studies"* shows an impres- 

Sive decrease in conceptual disor- 
ganization, thinking disorder, 

[S hallucinatory behavior and 

anxiety-depression during the 

first 48 hours. 


ITI IC SUIS MI UNG UJroup uli r/ ушшин 
adult schizophrenics treated at a uni- 
versity hospital typify general clinical 
experience. In the first 48 hours, these 
patients achieved a mean overall symp- 
tomatic improvement of more than 2096 
in BPRS.' (See.chart) 


Continued overall improvement... 
helps facilitate a return to more 
normal activities 
Near maximal control was reported by 
week four; many behavior patterns 
approached normal. In other studies, a 
mean overall improvement of almost 
8096 was seen by 28 days.^? 
Prompt therapeutic response 
and steady progress can 
help strengthen the pa- 
tients capacity to cope 
- with daily living 
EX and relationships. 
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encourages compliance . 

On LOXITANE, physical health is 

rarely compromised by certain toxicities. 
Renal, hematopoietic, cardiotoxicity. 
phototoxicity and photosensitivity have 
not been reported to date.* Therapy 

in most cases is not interrupted by 
intolerable side effects. Sexual side 
effects have not been a significant prob- 
lem; anticholinergic effects are usu- 

ally mild, and extrapyramidal reactions 
are generally easily controlled. Well- 
tolerated LOXITANE means less frequent 
need to interrupt therapy—fewer 
problems with patient compliance 


Note: LOXITANE, as with certain other 
neuroleptics, lowers the convulsive 
threshold and should be used with 
extreme caution in patients with a history 
of convulsive disorders 

Although not reported to date. the possibility of pho 
totoxicity. cardiac. renal. or blood toxicity cannot 

be ruled out at this time. Transient liver enzyme 
changes not definitely related to LOXITANE have 
been reported 


Mean improvement in 17 schizophrenic patients 
on LOXITANE® Loxapine Succinate therapy 
(BPRS, SNOOP. and CGI global data 
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Time After Drug Administration (days) Adapted from Thomas 
CGI (Clinical Global Impressions) 
BPRS (Brief Psychiatric Rating Scale) 
SNOOP (Systematic Nursing Observation cf Psychopathology) 
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Brief Summary 

LOXITANE® Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
LOXITANE® ІМ Loxapine Hydrochloride 


INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits against possible hazards. Not 
recommended for use in children under 16. May impair mental and/or 
physical abilities especially during early therapy; warn ambulatory 
patients about activities requiring alertness and concomitant use of 
alcohol or other CNS depressants. Not recommended for manage- 
ment of behavioral complications in mentally retarded patients 
PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation. Slightly higher incidence of extrapyram- 
idal effects possible following IM administration 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extra- 
pyramidal reactions often occur early in treatment, manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia); controllable by dosage reduction or anti- 
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Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 





parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, requiring 
dosage reduction or temporary withdrawal plus appropriate counter- 
active drugs. Persistent Tardive Dyskinesia may appear during pro- 
longed therapy or following discontinuance, the risk greater in the 
elderly, especially females, on high dosage. Symptoms, persistent 
and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of the tongue, face, mouth and jaw 
sometimes accompanied by involuntary movement of extremities. 
Since there is no known effective treatment, discontinue all anti- 
psychotic drugs if symptoms appear. Reinstitution of treatment, in- 
creased dosage or switching to another agent may mask syndrome. 
The syndrome may not develop if medication is stopped when fine 
vermicular movements of the tongue first appear. Cardiovascular 
Effects: Tachycardia, hypotension, hypertension, lightheadedness 
and syncope. ECG changes, not known to be related to loxapine us 
have been reported. Skin: Dermatitis, edema of face, pruritus, 
seborrhea. Possible photosensitivity and/or phototoxicity; skin rash 
of unknown etiology seen in a few patients in hot summer months 
Anticholinergic: Dry mouth, nasal congestion, constipation, blurred 
vision (more likely to occur with concomitant use of antiparkinson 
agents). Other: Nausea, vomiting, weight gain or loss, dyspnea, 
otosis, hyperpyrexia, flushed facies, headache, paresthesia, 
oolydipsia. Rarely, galactorrhea and menstrual irregularity of 
unknown etiology. 


References: 1. Thomas JL: Loxapine oral liquid concentrate in the treatment 
of young adult patients with acute schizophrenic symptoms, Curr Ther Res 
25:371-377, March 1979. 2. Sharma Т: Rapid response to loxapine in acute 
schizophrenia, Curr Ther Res 25:366-370, March 1979. 3. Serban G: Loxapi 
in acute schizophrenic disorder, Curr Ther Res 25:139-143, January 1979 
4. Zisook S et al.: Loxapine succinate (LOXITANE *) in the outpatient treatme 
of acutely ill schizophrenic patients, Curr Ther Res 24:415-426, August 1978 
LEDERLE LABORATORIES х 
A Division of American Cyanamid Company 
Wayne, New Jersey 07470 ` 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary 


Contraindications: Severe central nervous system depression, comatose states 
from any cause, hypertensive or hypotensive heart disease of extreme degree. 


Warnings: Administer cautiously to patients жћо have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depres- 
sants (e.g. anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides; carefully consider benefit versus risk in less severe 
disorders. During pr@gnancy, administer only when the potential benefits 
exceed the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed 
primarily in patients receiving larger than recommended doses, is character- 
ized by diminution of visual acuity, brownish coloring of vision, and impairment 
of night vision; the possibility of its occurrence may be reduced by remaining 
within recommended dosage limits. Administer cautiously to patients 
participating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually Orthostatic hypotension is more common in 
females than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epinephrine effect on 
occasion. Daily doses in excess of 300 mg should be used only in severe 
neuropsychiatric conditions. 


Adverse Reactions: Central Nervous System— Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other 
extrapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous 
System—Dryness of mouth, blurred vision, constipation, nausea, vomiting, 
diarrhea, nasal stuffiness, and pallor. Endocrine System—Galactorrhea, 
breast engorgement, amenorrhea, inhibition of ejaculation, and peripheral 
edema. Skin — Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—Rare cases described as parotid swelling. 


It should be noted that efficacy, indications and untoward effects have varied 
with the different phenothiazines. It has been reported that old age lowers the 
tolerance for phenothiazines; the most common neurologic side effects are 
parkinsonism and akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with phenothiazines and 
should be considered whenever one of these drugs is used. Autonomic 
Reactions—Miosis, obstipation, anorexia, paralytic ileus. Cutaneous 
Reactions—Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, 
anemia, aplastic anemia, pancytopenia. Allergic Reactions—Fever, laryn- 
geal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and 
inversion of T-wave, and appearance of a wave tentatively identified as a bifid T 
or a U wave have been observed with phenothiazines, including Mellaril 
(thioridazine); these appear to be reversible and due to altered repolarization, 
not myocardial damage. While there is no evidence of a causal relationship 
between these changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes while taking 
the drug. While proposed, periodic electrocardiograms are not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms—Akathisia, agitation, motor restlessness, dystonic reactions, 
trismus, torticollis, opisthotonus, oculogyric crises, tremor, muscular rigidity, 
and akinesia. Persistent Tardive Dyskinesia—Persistent and sometimes 
irreversible tardive dyskinesia, characterized by thythmical involuntary 
movements of the tongue, face, mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements) and sometimes of 
extremities may occur on long-term therapy or after discontinuation of therapy, 
the risk being greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. Syndrome 
may be masked if treatment is reinstituted, dosage is increased, or 
antipsychotic agent is switched. Fine vermicular movements of tongue may be 
an early sign, and syndrome may not develop if medication is stopped at that 
time. Endocrine Disturbances—Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others — Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including excitement, 
bizarre dreams, aggravation of psychoses, and toxic confusional states; 
following long-term treatment, a peculiar Skin-eye syndrome marked by 
progressive pigmentation of skin or conjunctiva and/or accompanied by 
discoloration of exposed sclera and cornea; stellate or irregular opacities of 
anterior lens and cornea; systemic lupus erythematosus-like syndrome. 


Dosage: Dosage must be individualized according to the degree of 
mental and emotional disturbance, and the smallest effective dosage 
should be determined for each patient. 
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MELLARIL IS KIND 


TO MANY PATIENTS 


* minimal drug-induced akathisia, 
tremor, and other extrapyramidal 
side effects 


* effective control of 
psychotic symptoms 


Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramidal symptoms. 
Mellaril (thioridazine) is contra- 
indicated in patients with hyper- 
tensive or hypotensive heart disease of extreme 
degree. 

Effectiveness plus infrequent side effects — that's 
the kind of kindness the physician likes to see in a 
major tranquilizer! 





MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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Pathological Grief and the Activation of Latent Self-Images 


BY MARDI J. HOROWITZ, M.D., NANCY WILNER, CHARLES MARMAR. M.D., 


AND JANICE KRUPNICK, M.S.W. 





The authors studied the case material for patients 
treated with either psychoanalysis or brief therapy to 
examine the basis for the various states of 
pathological grief after bereavement. They view these 
states as intensifications or unusual prolongations of 
states found in normal grief and describe them in 
terms of the reemergence of self-images and role 
relationship models that had been held in check by the 
existence of the deceased person. This conclusion- 
concerning preexisting mental schemata leads to an 
elaboration and partial revision of theories of 
regression, ambivalence, and introjection as causes of 
pathological grief. 








[^or some people, mourning the loss of a loved one 
Е involves a process so unbearably painful, protract- 
ed, or tenaciously blocked that it can be described as 
pathological grief. Freud (1) and Abraham .(2) attrib- 
uted such states to preexisting ambivalence toward the 
deceased, followed after the death by internalization 
of the other and aggression directed toward the self. 
They described this process as leading to feelings of 
self-hatred and deflation of self-esteem. In this paper, 
we will elaborate on these alterations of the self-image 
in pathological grief. Our intention is not to present a 
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comprehensive explanation of а multidetermined phe- 
nomenon but to focus on one process: the review of 
self-images and role relationship models initiated by a 
loss. 


DEFINITIONS 


The terms ''grief" and '* mourning" havé been used 
in many ways. In this discussion, "grief" refers to 
phenomena of subjective experience and behavior that 
occur after psychological recognition of a loss. 
"Mourning" refers to processes in which states of 
grief are eventually attenuated as the person recog- 
nizes and adapts to loss. 

**Pathological grie?’ is the intensification of grief to 
the level where the person is overwhelmed, resorts to : 
maladaptive behavior, or remains interminably in the 
state of grief without progression of the mourning pro- 
cess toward completion. ‘‘Pathological mourning"' in- 
volves processes thet do not move progressively to- 
ward assimilation or accommodation but, instead, lead ` 
to stereotyped repetitions or extensive interruptions of 
healing. 


EARLY PSYCHOANALYTIC VIEWS 


In a series of papers, Abraham (2, 3) and Freud (1) 
differentiated normal from pathological grief. Normal 
grief was characterized by painful dejection, loss of in- 
terest, and inhibition of activities. Pathoiogical grief 
reactions included additional features, such as epi- 
sodes of panic, hostility toward the self, regression to 
narcissistic self-preoccupation, and other signs of de- 
flated self-esteem. : 

The explanation for these supplemental features of 
pathological grief included several components of 
pathological mourning. A preexistent ambivalent rela- 
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tionship with the deceased led to self-hatred after the 
loss because of internalization of attributes of the lost 
object into the ego and super ego. Aggressive drives, 
now directed toward the self, led to self-blame, self- 
hate, and self-disgust. . 

This early work indicated the typical signs of pathol- 
ogy, the gradient between mourning and melancholia, 
the importance of the quality of the previous relation- 
ship, and the serious consequences of ambivalence. 

Perhaps because of their pioneering nature, the 
works of Abraham and Freud suggested an excessive 
cleavage between normal and pathological grief. Sub- 
sequent field studies of bereavement experienced by 
nonpatient as well as patient populations indicate that 
hostility toward the self, exemplified as pathogenic by 
Abraham and Freud, is not uncommon in typical grief 
reactions of relatively random populations (4-8). 
States of inertia, hypochondriasis, numbness, and 
apathy have also been noted; these too may not be so 
unusual, intense, out of control, or prolonged as to be 
called pathological. Various normal and depressive 
states of mind were further clarified during the period 
when the theory of ego psychology was developed. 


EGO PSYCHOLOGY OF DEPRESSIVE STATES 


A state of sadness accompanied by dejection, loss of 
interest, and relative reduction of social activities has 
long been regarded as normal grief and does not merit 
a diagnosis of pathological grief or any other depres- 
sive syndrome. Depressive states take other and var- 
ied forms. In one state the person feels frighteningly 
sad, alone, and needy. In another, instead of feeling 
bereft and helpless he feels strongly hostile toward 
himself and others. In still another fairly distinct ego 
state, the person has feelings that are not so much 
those of fear or anger as they are feelings of despair, 
worthlessness, and defectiveness (9, 10). To these 
states of panic, rage, and deflated self-esteem Jacob- 
son (11) and Schmale and Engel (12) added a fourth, 
which is much less intense in emotional tone and more 
hibernative or energy-conserving. This state is charac- 
terized by withdrawal and vague sensations of numb- 
ness, emptiness, and hypochondriacal concerns. 

These depressive states have been explained ac- 
cording to object relations and cognitive-psychody- 
namic points of view. Internalization of early strained 
interpersonal relationships may leave a residue of self- 
and object representations conducive to depression 
when there is a regressive return to these forms precip- 
itated by the stress of loss (13-15). Incomplete early 
separation from the mothering figure may render a per- 
son especially prone to, such regressions in later life 
(16). 

Not in conflict with such formulations but empha- 
sizing an information-processing point of view, Bib- 
ring (17) suggested that entry into these different de- 
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pressive states might be the consequence of particular 
cognitions, a concept recently elaborated on by Selig; 
man (18) and Beck (19). They observed that the states 
of agitated sadness and panicky helplessness were ini- 
tiated by a train of thought that moved from seeing 
oneself as strong and competent to seeing oneself as 
weak and helpless. The rage states—anger directed 
both outward and toward the self—were seen as shifts 
in conceptualization from the self as good to the self as 
evil. The states of self-disgust were the result of an 
alteration in the sense of self from lovable to unworthy 
or inferior. 

Bereavement could initiate these trains of thought 
about the meaning of the loss of a relationship or the 
failure to prevent that loss. These implications can 
shift the sense of self from that of being strong, con- 
cerned, and worthwhile to self-images of being weak, 
incompetent, and uncaring. The various depressive 
states could be viewed as the results of experiencing 
such thoughts consciously or unconsciously. 

Four depressive states have been described and can 
be labeled by predominant emotional tone: fear, rage, 
shame, and hibernation. All of these states occur in 
normal grief and do not warrant diagnoses. Pathologi- 
cal grief, as already mentioned, is the intensification of 
such states to a level where the person feels over- 
whelmed and either resorts to maladaptive behavior or 
remains interminably in that state. We studied the psy- 
chodynamics of people with pathological grief to un- 
derstand why such intensification or prolongation oc- 
curs. 


METHOD OF CLINICAL INVESTIGATION 


Material for study was available from two contexts. 
One involved the use of process notes from the psy- 
choanalyses of 3 adults with character neuroses. The 
patients were 2 women and 1 man who mourned the 
death of a parent while in treatment, although the loss 
had occurred years before, during critical develop- 
mental periods. The second context was time-limited 
(12 sessions) brief psychoanalytically oriented therapy 
of adults with symptoms at the neurotic level after the 
recent death of someone close to them. 

The latter context included systematic evaluations 
before and after therapy, with audio and video record- 
ings and transcriptions of many of the therapy and 
evaluation hours. This material was collected after 
written informed consent was secured from more than 
50 subjects participating in a program of clinical re- 
search and therapy. Review of the case material for 
about 25 of these patients led to the present report. 
Virtually all of the patients were white, middle-class, 
West Coast Americans with at least a high school edu- 
cation. A little less than three-quarters of the patients 
were women; the majority of the entire group were be- 
tween 20 and 40 years of age. 
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CONFIGURATIONAL ANALYSIS 


Detailed case review by configurational analysis 
evolved from the kind of formulations made during 
psychodynanfically oriented case conferences in major 
training centers. It consists of 10 systematic steps with 
related formats, described elsewhere in detail (20). 
Materials included case summaries, process notes, 
video and audio recordings when available, and tran- 
scripts of selected interviews. The initial descriptions 
of the problems are amplified first by a focus on observ- 
able, reportable experience and behavior as elaborated 
by analysis of the states the patient is experiencing. 
Then the self-image and role relationship themes that 
characterize important recurrent states are modeled 
through an analysis of the content of each state. These 
themes, usually expressed as dyadic or triadic struc- 
tures, are traced through the person's developmental 
history, the immediate course of entry into problem 
states, and the period of change that may occur during 
and after psychotherapy. This is followed by formula- 
tion of the person's major active constellations of con- 
flicted aims, ideas, and emotions. The related controls, 
defenses, and styles of information processing are in- 
cluded. 

The problem states of these bereaved patients con- 
formed well to the patterns of pathological grief de- 
scribed above. There were patients whose main com- 
plaints could be described as a frighteningly sad re- 
sponse to loss, those who experienced feelings of out- 
of-control rage after loss, and those who had a deflated 
or hibernative response to loss. Although each patient 
might identify one such state as a major problem, sev- 
eral problem states were manifest in all of them. Pa- 
tients varied in their response to experiencing similar 
states; in some states they felt more out of control, 
vulnerable to impulsive action, or distressed than in 
others. They were able to work their way out of one 
state and into another with various levels of ease or 
difficulty. Although all of the patients had the same set 
of states, they differed in terms of which states were 
pathological or caused the most problems. 

What seemed pathological was not the emotional or 
ideational content of a state but its intensity or prolon- 
gation. An experience that was too intense and there- 
fore pathological was one that crossed the person's 
usual threshold of tolerance. It was not merely painful 
but too painful; it was not just threatening but too 
threatening. 

The states themselves were seldom new varieties of 
experience, although the current episode was often 
more intense or protracted than previous episodes. Pa- 
tients could remember times before the loss when they 
had had shorter and less intense periods of panic, self- 
hatred, deflation, or hibernation. Infrequently, a new 
state emerged that the patient did not remember ex- 
periencing before the loss. In such instances the state 
tended to be a repetition of an experience that had 
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emerged for the frst time during the loss itself. Ex- 
amples of such new states might include the recur- 
rence of a depersonalized dazed state that had accom- 
panied initial recognition of the death, a hyperalert ex- 
citation after viewing a traumatic sight, or a personal 
repetition of experiences of the deceased that the pa- 
tient had observed before the death occurred. 


SELF-IMAGES AND ROLE RELATIONSHIP 
MODELS 


Certain self-images and role relationship models 
predominate in each state; we infer that these are or- 
ganizing principles which are partly responsible for the 
repetition of a given state over time. We will describe 
these models of self and others in sequence. Our ob- 
servations confirm earlier impressions and add little 
that is not contained in the clinical literature. What ex- 
pands the literature is an attempt to clari£y the process 
of reversion to preexistent self-images. 

The essential poiat is that recent internalization of 
ambivalent attitudes toward attributes of the lost per- 
son is not the major reason for states of pathological 
grief. Although these new identifications and attitude 
formations are important processes, a major cause of 
pathological grief appears to be the reemergence of 
earlier self-images and role relationship models. These 
were established before the loss but were held in check 
by a more positive relationship. 

News of the loss activates these usually dormant or- 
ganizers of mental lice; it instigates thought processes 
aimed at examining tae implications of the news. Inner 
models are revised s» that they conform to new reali- 
ties. This involves a completion tendency that leads to 
repetitive and sometimes intrusive thinking (8). In the 
course of such ideation, there is review of the current 
primary model of attechment to the lost person as well 
as to all other models of attachment (21). Latent self- 
images and role relationships that are usually uncon- 
scious are actively contemplated, whether awake or 
dreaming, by primary and secondary process modes of 
review (22). 

When there is activation of previouslv conflicted, 
troublesome, dissociated role relationship models, the 
process evokes unusually intense negative effects. De- 
fenses are instigated as a feedback process to reduce 
pain and threat, with possible interruption of the work- 
ing-through process. Persistent tendencies to repeti- 
tion produce intrusiv2 episodes; excessive defenses 
produce experiences of numbness and avoidance. This 
combination results in unusually intense and protract- 
ed states. 

In our sample of patients we found that troublesome 
preexistent self-images and role relationship models 
were common precursors to pathological grief. Before 
reviewing them, we will discuss a model of normal 
mourning for purposes of comparison. 
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NORMAL MOURNING 


Normal mourning is a theoretical construct, a state- 
ment about routes to a hypothetical and ideal accept- 
ance of separation. In this prototype the relationship 
with the deceased was one in which both self and other 
were regarded as.competent, giving, caring, and re- 
sponsible. Before the loss this role relationship model 
fostered states of mutuality and contentment. 

In normal mourning the representations remain real- 
istic after the loss. The self is experienced as bereaved 
but competent to tolerate sadness, and the other is ex- 
perienced as lost but remembered. The interaction is 
one of pining, preoccupation, and symbolic search for 
repair (23). Gradual acceptance of the lost attachment 
as part of the past, as no longer present, or as part of 
the future (except in some new form) attenuates the 
state of sadness, pining, and preoccupation. During 
the initial period of intense sadness, emptiness, and 
fear of being alone, the experience is made tolerable 
by support from others and through intermittent peri- 
ods of calm achieved by moderate use of denial. 

In reality, in addition to the ideal resolution de- 
scribed above, mourning usually includes transition 
through other states, such as fear, rage, and deflation. 
The difference between normal and pathological grief 
is that in normal grief the transition—however pain- 
ful—is not overwhelming, interminable, or pre- 
maturely interrupted. Instead, each model of attach- 
ment is reviewed and ties are detached in terms of ex- 
pectancy for the future. Competent self-images and 
readiness for a new attachment are stabilized. Person- 
al suffering is accepted, and the lost attachment is re- 
tained in the present as a rewarding memory. 


PREDISPOSITION TO FRIGHTENINGLY SAD 
RESPONSE TO LOSS 


Reports by clinicians about people who are pre- 
disposed to a frighteningly sad response to loss define 
the preexistent role relationship as one of dependency 
and orality (24). That is, the person is seen as having 
relied on the strong, caring other for nurturance. With 
loss of the other, the person remains dependent and 
the need becomes frightening. The most frequent self- 
image in these states is that of a weak, abandoned, and 
needy waif in desperate hope of rescue, with intense 
fear that such rescue will not occur. On closer study, 
however, additional impressions are gained. The pre- 
existent relationship was often one in which both the 
self and the other were conceptualized as strong; rep- 
resentations of the self as weak were held in check by 
these people. 

The person predisposed to overwhelming, fright- 
eningly sad states had several role relationship mod- 
els. In two of these role relationship models, the self 
was weak, either in relation to a strong nurturing other 


» 
* 


Am J Psychiatry 137:10, October 1980 


or to an abandoning or lost other. To submerge this 
traumatic view of the needy self abandoned by a care- 
taker, the patient developed a role relationship model 


. in which the other served not only as supplier but as 


stabilizer of the strength of the self. Wifh recognition 
of the death, the patient was forced to once again con- 
template his vulnerability (16, 25). 

The patient's self-image shifted back, from that of a 
strong person well sustained by the relationship with a 
strong other to the preexistent structure of a weak, 
helpless waif supplicating in vain for rescue by a lost 
or abandoning person. The state associated with this 
role relationship model was more than sad yearning; it 
was an agitated, desperate, and intolerable sadness 
that led to insistent demands for help. If help seemed 
unavailable, there was transition to a state of dullness 
and defeat (12). 

The preexistent self-image as à weak, helpless waif 
was the structural basis for what Seligman (18) termed 
“learned helplessness” and Beck (26) referred to as 
"depressogenic schemata and premises.” The devel- 
opmental precursors: in separation and attachment 
have been well reviewed by Bibring (17), Bowlby (21), 
and Rubenfine (27). 

After the loss of an important relationship, any per- 
son will. feel frightened and sad as he experiences 
yearning that cannot be fulfilled. Any person will have 
a shift to needy, helpless self-images, but these self- 
images may be less desperate in quality, less dis- 
crepant with other self-images, and less compelling as 
organizers of information than the needy self-images 


of a person with conflicts or developmental defects in 


this area. Most people are more readily able to com- 
plete a review of the situation, estimate the degree of 
helplessness, and consequently experience restoration 
of morale. Competent self-images may become more 
stable without as much reliance on another person to 
maintain a view of the self as strong. The predisposed 
person who has more peremptory self-images as weak 
and helpless will review the implications of the loss 


more intensely and will not as readily shift back to a 


competent self-image. 

Of course, other factors, such as fear of sadness and 
of feeling too weak to tolerate mourning, contribute to 
the panic of such frighteningly sad states. However, 
the interrelationship of self-images and role relation- 
ships with these other aspects of mental process is 
beyond the scope of this paper. 


RAGE STATES AND DEFLATED STATES 


Any attack on the integrity of the self evokes a hos- 
tile response. One response to the loss. of a relation- 
ship is to experience it as an attack on the self with 
rage at the source of the attack. The attacker can be: 
posited to be the self, the deceased, others involved in 
the death, or the agents of destiny.-People exempted 
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from the loss may be hated because they do not have 
to experience the burdens of this fate. 

Among the patients whose rage states became a 
problem in the material we reviewed, the most. com- 
mon images were oscillations between the self as a be- 
trayed needy person and the self as an evil, greedily 
consuming, destructive person. These self-images 
were developed long before the loss. They had been 
held in check by development and stabilization of im- 
ages of the self as kind and good. This stabilization 


occurred because the relationship before the loss was , 


construed as between people who were kind and good 
to each other. The deceased protected the self from 
evil, in effect, because exchanges of a Joving nature 
maintained a state of mutuality. 

In one version of the implications of the separation, 
the deceased was seen as an evil deserter who willfully 
betrayed the needy self. This injury led to states of 
explosive rage, with hostility diffusely expressed to- 
ward anyone within range as well as toward the de- 
ceased. Role reversal was also very common. With 
recognition of the rage, the self became the one who 
was evil, a destroyer of the deceased, who was now 
cast as victim. This led to states of guilt, remorse, and 
self-loathing, with a fearful expectancy of accusation 
or punishment. | 

Oscillation or reversal of these role models led to 
shifts between anger and guilt. These shifts in state 
resulted from an undoing defense aimed at reducing 
the intensity of either affect. Although this served 
defensive purposes (28), there were times when transi- 
tions to impulsively self-destructive states of mind oc- 
curred. Suicidal acts were products not only of self- 
hatred and self-punishing states but also of despair 
over weakness, loss of coherence of the self, ideas of 
merger with the victim, and wishes for retribution 
from others (by making them mourn the lost self) (29). 

The patients who developed excessively intense or 
prolonged deflated states had preexisting tendencies to 
self-images as worthless, defective, or disgusting. A 
relevant relationship model was one between a scorn- 
ful superior critic and a contemptible, worthless per- 
son. As with most role relationship models, the self 
Could be placed in either position. 

The relationship before the death had components 
of admiration and appreciation that stabilized a worth- 
while self-image. Loss of the relationship altered this 
stability and a worthless self-image emerged, organiz- 
ing experienced thought and emotion. A worthless 
self-image was also evoked when the self was blamed 
for being unable to prevent the loss or felt scorned by 
the other. The idea of having been left because of de- 
fects of the self led to feelings of deflation, shame, and 
dejection accompanied by withdrawal. In an additional 
defensive shift, there was movement from such rela- 
tionship views to illusions of self-sufficiency. As is 
common in such insulation, no joy and little pain was 
felt; the patient was blank, deadened, and numb (30). 
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The loss of admiration and appreciation was not lim- 
ited to loss of a real, present situation. It involved loss 
of a projected future. For example, in some instances 
the deceased had been approving in the past but had 
devalued the patient more recently. The patient then 
cherished a belief that approval would be restored in 
the future. Death destroyed that projection, and the 


‘patient shifted to worthless self-images. 


INTERNALIZATION: SELF WHERE OTHER WAS 


If a person fantasizes restoration of the lost other 
and gradually surrenders these fantasies as unrealistic, 
a form of learning may take place in which he revises 
his models. The sef may become like the other. At 
first, whole aspects and traits of the other may be mim-. 
icked to gain essential parts. Then, by conscious con- 
templation, the person may synthesize the important 
elements of what wes lost, so that they are valued and 
sought in future relationships (31). 

For example, the person may no longer expect that 
the function served by the deceased will automatically: 
be served by new attachments. He learns to fulfill both 
roles of the lost relationship, to be the strength for oth- 
ers who might otherwise be weak, the good for others 
who might otherwise be evil, the appreciator for those 
who might otherwise feel worthless. Such processes 
lead to the mellowing of interpersonal relationships, 
which is a positive consequence of grief. 


DRIVES AND COGNITIVE PROCESSING 


We have paid little attention to drive theories, which 
are prominent in the pychoanalytic literature on this 
topic. Briefly, drives can be expressed in derivative 
forms as responsible for the activation of particular 
role relationship models and for the intensity of related 
aims (8, 32, 33). Libicinal or aggressive drive develop- 
ment, as predisposition, can be described in terms of 
relationship models that have been well established 
and the priority they have been given. Fixation can be 
discussed in terms of capacity, readiness, or lack of 


readiness to give up a specific role relationship model 


even when retention cf the model involves loss of real- 
ity-based thinking. 

Beck and Kovacs (19, 26, 34-36) have been promi- 
nent observers and theorists of cognitive processes 
in: depressed people. For example, premises such 
as "If Гат not loved I cannot go on living" have 
been seen as ideas that anchor a person to a depressive 
state. Our experience with the patients whose case 
material we reviewed. supports Beck's assertions of 
the importance of the cognitive processes of devalua- 
tion of the self, the exaggeration of impediments to 
contented living, and viewing of the future as hope- 
less. The self-images and role relationship models de- 
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scribed here аге conceptualized as the usually uncon- 
scious formats of meaning that influence the organiza- 
tion of such thoughts. Kovacs and Beck (36) have 
been developing the sàme view with their concept of 
depressogenic schemata. 


SUMMARY 


We have described several states that constitute 
pathological grief when they are excessively intense or 
prolonged, together with the prototypical self-images 
and role relationship models that organize each state 
of mind. Early traumatic experiences, such as parental 
loss during childhood, or other developmental strains 
result in unusual salience of such models during adult 
life, even when compensatory relationships have de- 
veloped and more competent self-images have been 
stabilized. 

The compensatory relationship, when present in 
reality or fantasy, stabilizes the advanced structures 
and promotes active, harmonious mental states. When 
such relationships are lost, a person reviews his reper- 
toire of self-images and role relationship models. 
Many bereaved people experience transient states of 
frightening sadness caused by weakened views of the 
self; many experience states of hatred and of deflation 
arising from evil or worthless self-images. Those pre- 
disposed to pathological grief cannot readily complete 
review of such self-images and relationship models; in- 
stead, the state during the review becomes unusually 
intense and interminable or excessive controls prevent 
review of activated role relationship models, so that 
mourning is never completed. 
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Tardive Dyskinesia: Summary of a Task Force Report of the 


American Psychiatric Association 


е ; І . 
BY THE TASK FORCE ON LATE NEUROLOGICAL EFFECTS OF ANTIPSYCHOTIC DRUGS 





Abnormal movements associated with the prolonged 
use of antipsychotic drugs (tardive dyskinesia) occur 
in at least 1096-2096 of the patients at risk; prevalence 
is higher among the elderly. The cause is unknown, 
but increased sensitivity to dopamine in the basal 
ganglia may contribute to the pathophysiology. Many 
treatments have been evaluated; none is satisfactory. 
While the problem is serious, an alarmist view is 
unwarranted, especially since many cases are 
detected early and improve spontaneously. The best 
approach currently is to use antipsychotic drugs 
thoughtfully for clear indications, the best supported 
of which, scientifically, is chronic schizophrenia. 
There is a search for new agents with much less 
adverse neurologic effect but with adequate 
antipsychotic efficacy. This article summarizes an 
APA Task Force Report. 


T he past two decades have produced revolutionary 
changes in the practice of psychiatry and in psy- 
chiatric research. Particularly striking changes have 
occurred in the pattern of care of psychotic and other 
severely disturbed patients. The introduction of ef 
fective antipsychotic drugs in the early 1950s contrib- 
uted to the changes in clinical management of such pa- 
tients and to diminished emphasis on long-term institu- 
tional care. The antipsychotic drugs lead to rapid 
control of psychotic symptoms and behavior in a wide 
variety of psychotic illnesses. Furthermore, such char- 
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acteristics can hav2 useful long-term- preventive or 
ameliorative effects. however, these long-term effects 
have been scientificzlly verified only in schizophrenia. 

Virtually all of the antipsychotic agents currently 
used in American medical practice exert undesirable 
neurological effects. Hence the term ‘‘neuroleptic’’ is 
often applied to this class of drugs. Most of the early 
neurological effects (e.g., dystonias, parkinsonism, 
akathisia, or motor restlessness) are spontaneously re- 
versible or are manzged by the temporary addition of 
an antiparkinsonian drug (1) (see table 1). However, in 
recent years it has been realized that there may be lat- 
er development of certain neurological effects, includ- 
ing abnormal movements, usually of a choreoathetotic 
or dystonic type. These late reactions are referred to 
as tardive (late and g-adually appearing) dyskinesia (2, 
3). They can be so mild as to escape notice or can be 
severely disabling. In an uncertain proportion of cas- 
es, these movements persist for many months, some- 
times indefinitely, even when the suspected offending 
agent is removed. Thus, their occurrence in assócia- 
tion with long-term use of neuroleptic agents has be- 
come a cause of increasing concern to the medical pro- 
fession and the general public. 


CLINICAL DESCRIPTION, DIFFERENTIAL 
DIAGNOSIS, AND CLINICAL EVALUATION 


Tardive dyskinesia is manifested by a wide variety 
of involuntary movements including orolingual dyski- 
nesia, chorea, athetosis, dystonia, tics, and facial 
grimacing but excluding rhythmic tremor. The severity 
and extent of dyskinesias range from isolated orolin- 
gual dyskinesia to widespread and sometimes dis- 
abling dystonia. Age may influence the topographic 
distribution of involuntary movements; for example, 
oral-lingual movements are especially common in the 
elderly. Tardive dyskinesia may appear after months 
or years of treatment with neuroleptic drugs and typi- 
cally worsens during o- after drug withdrawal. In some 
cases, dyskinesias that appear during drug withdrawal 
subside within severa. weeks and are referred to as 
withdrawal dyskinesias (4, 5). It is possible, although 
unproven, that these cases represent an early and re- 
versible form of tardive dyskinesia. 

It is important to emphasize that a wide range of ab- 
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TABLE 1 
Neurological Side Effects of Neuroleptic-Antipsychotic Drugs К 
Ы Period of Proposed 
Side Effect Features Greatest Risk Mechanism Treatment 
Acute dystonia Spasm of muscles of tongue, 1-5 days Unknown Antiparkinsonfan agents are 
face, neck, back; may mimic diagnostic and curative Р 
seizures; not hysteria (administered intramuscularly or 
intravenously, then orally) 
Parkinsonism Bradykinesia, rigidity, 5-30 days Dopamine Antiparkinson agents help 
s variable tremor, masked blockade {administered orally) 
expression, shuffling gait 
Akathisia Motor restlessness; 5-60 days Unknown Reduce dose or change drug; 
no! anxiety or agitation antiparkinsonian agents or 
‘ - benzodiazepines may help 
Tardive dyskinesia Oral-facial dyskinesia; Months-years May be due to Prevention is best; treatment is 
choreoathetosis (worse during or after functional unsatisfactory 
drug withdrawal excess of 
dopamine 
"Rabbit" syndrome Perioral tremor (may be a Months-years Unknown Antiparkinsonian agents 


late variant of 
parkinsonism) 


normal movements that may be called tardive dyski- 
nesia is encountered clinically. This fact complicates 
the definition and diagnosis of tardive dyskinesia. One 
of the difficulties arising from currently heightened 
awareness of tardive dyskinesia is greater sensitivity 
to minor degrees of abnormal movements, some of 
which may not be related to neuroleptic drug use and 
do not represent tardive dyskinesia. These abnormal- 
ities include minor movements that may be difficult to 
distinguish from habit spasms, other tics of unknown 
cause, psychotic mannerisms, manifestations of senes- 
cence, or even normal movements associated with ill- 
fitting dentures. A major problem in diagnosing tardive 
dyskinesia is determining the baseline of spontaneous 
(not neuroleptic-induced) dyskinetic movements in 
normal populations, the geriatric population, and the 
schizophrenic population; the latter two groups appar- 
ently have a greater incidence of spontaneous move- 
ment abnormalities. 

Factors to be considered in differential diagnosis in- 
clude schizophrenic stereotyped movements, revers- 
ible neuroleptic syndromes, and dyskinesias induced 
by other drugs. In addition, one should consider sever- 
al other neurologic disorders that produce involuntary 
movements (see appendix 1). 

Although it is essential that one be vigilant for early 
identification of tardive dyskinesia, it is important not 
to overlook other disorders in which psychiatric symp- 
toms and involuntary movements may coexist and 
have no relationship to tardive dyskinesia. Once tar- 
dive dyskinesia is identified, efforts to rate its severity 
in a reliable manner are essential for future manage- 
ment. A number of methods exist (6), the most practi- 
cal of which are multiple-item rating scales (7) topo- 
graphically arranged by body area. These include the 
Abnormal Inveluntary Movement Scale (AIMS) (8), 
developed at the National Institute of Mental Health, 


may help 





TABLE 2 

Prevalence of Tardive Dyskinesia, in Various Degrees of Severity, 
Among Chronic Schizophrenic Inpatients and Outpatients Treated 
with Neuroleptic Drugs? 


Rating of Approximate Percent 
Severity” __ Dee ore of Patients 

2.0 68 

2.5 44 

3.0 27 

3.5 12 

4.0 4 


“Data are based on surveys of over 500 patients diagnosed as schizophrenic 


and evaluated in 1977 and 1978 at the Harlem Valley Psychiatric Center in 
Wingdale, N.Y., by Dr. J.M. Smith and his colleagues (15), who provided the 
data abstracted above. 

"Severity was evaluated using the NIMH Abnormal Involuntary Movement 
Scale (AIMS) (8), examples of which appear in the Task Force Report. A 
rating of 4 in any one body area (rare) represents severe dyskinesia. 


and a similar but more detailed scale developed by 
Simpson and colleagues (9). 


RISK FACTORS, PREVALENCE, AND OUTCOME 


Epidemiologic studies strongly support an associa- 
tion between the use of neuroleptic drugs and the de- 
velopment of persistent as well as relatively transient 
forms of tardive dyskinesia (10). While there is some 
evidence that prolonged exposure or exposure to large 
total amounts of a drug may be a contributing factor 
(11, 12), this is not established. There is a very weak 
correlation between average daily drug dose and tar- 
dive dyskinesia (13). Older patients and women may 
be at higher risk and may have a poorer prognosis for 
eventual remission (14, 15). The aging brain may have 
an increased likelihood of neuroleptic-related. tardive 
dyskinesias, especially of the oral region. Other specif- 
ic predictors of risk (such as type-of drug and dose, 
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TABLE 3 
Studies, of the Remission of Tardive Dyskinesia After Drug Termination ' 
Patients 
ГепріЕ of 
e. Improved Follow-Up 
Study N N фаз (months) 
Hershon and associates (20), 1972 23 0 4 
Hunter and associates (21), 1964 13 0 3-18 
Paulson (22), 1968 33 0 3 
Edwards (23), 1970 19 1 5 about i2 
Crane (24), 1971 39 i 8 6-24 
Degwitz (25), 1969 273 32 19 7-10 
Uhrbrand and Faurbye (26), 1960 17 6 35 4-22 
Turunen and Achte (27), 1967 26 10 38 — 
Yagi and associates (28), 1976 19 10 53 12-24 
Doller-Wojcek and associates, 1980° 13 7 54 6-18 
Jeste and associates (29), 1979 21 12 57 3-13* 
Quitkin and associates (30), 1977 12 11 92 1-24 
Total or mean 508 112 22 








“The average of remission rates is 22%, although most recent studies cite even higher rates. For the studies reported since 1970, the mean rate is 30%. 
‘J. Doller-Wojcek, A.J. Gelenberg, R.A. LaBrie, and associates: Outcome of tardive dyskinesia: unpublished observations at the Massachusetts General 


Hospital, Boston, 1980. 
*Not drug-free for more than 3 months, but followed up to ! year. 


iming of exposure, prior acute reversible extra- 
»yramidal symptoms, use of antiparkinsonian agents, 
эт sex) are not clinically useful. Moreover, it is clear 
‘hat similar exposure to neuroleptics does not produce 
cardive dyskinesia in all patients and that there are no 
zroups (as defined, for example, by age or drug his- 
югу) which are exempt from risk. . 

It is nearly impossible to specify the precise preva- 
ence rates of tardive dyskinesia since there is no cur- 
rently accepted standard for diagnosis (14, 15) (see 
‘able 2). Certainly, clinically appreciable cases occur 
n at least 10%-20% of the patients exposed to neuro- 
eptic drugs for more than a year, and the rate is prob- 
ably higher among the elderly. However, both the 
nedical profession and the public should be aware that 
orofoundly disabling, irreversible dyskinesias are un- 
common. Some epidemiological studies suggesting a 
nigh prevalence of tardive dyskinesia (16, 17) may re- 
ject an increasing sensitivity to minor degrees of pos- 
sible movement abnormality. Even in the elderly, 
studies show that the prevalence of spontaneous buc- 
zolinguomasticatory movement abnormalities is close 
to that found in neuroleptic-medicated geriatric pa- 
tients (18, 19). At present, it is impossible to say 
whether patients showing slight hyperactivity of the 
tongue and slight choreic movements of the fingers 
have tardive dyskinesia. Some abnormalities of pos- 
ture and movement were reported in schizophrenic pa- 
dents before the use of rieuropleptics (1). Available 
studies have applied different criteria and have report- 
2d vastly different prevalence rates of tardive dyski- 
aesia, ranging from less than 10% to over 50% (10, 16, 
17). Fortunately, an increasing number of patients are 
»eing reported who appear to undergo spontaneous re- 
mission, usually within a period of months but up to 1- 
2 years, after discontinuing or decreasing the dose of 


the suspected offending agent; one-fourth to one-hzlf 
of the patients may improve markedly within a year 
(20-30)! (see table 3). 

Even if the ‘‘true’’ prevalence of tardive dyskinesia 
is between 1096 and 2096 of the patients treated with 
neuroleptic drugs for more than a year, and even if 
many of these patients eventually improve spontane- 
ously after discontinuing treatment, the problem :s 
clearly a significant one. Moreover, even mild cho- 
reoathetosis due to neuroleptic treatment is a valid 
cause of concern and encourages the development cf 
safer and more selective antipsychotic drugs. On the 
other hand, considering the present state of knowl- 
edge, it would be an exaggeration to conclude that se- 
rious and profoundly disabling degrees of irreversible 
tardive dyskinesia commonly occur in current clinical 
practice. 


ETIOLOGY AND PATHOPHYSIOLOGY 


An open-minded attitude concerning the etiology o? 
tardive dyskinesias is called for. Nevertheless, at the 
present time the conclusion seems inescapable that ar 
important and relatively selective action of the anti- 
psychotic-neuroleptic drugs is to block the actions of 
dopamine as a neurotransmitter in various regions of 
the central nervous system (CNS) (31-33). Acute ex- 
trapyramidal and sustained neuroendocrine side ef- 
fects of these agents (such as increased prolactin se- 
cretion) are, in part at least, reflections of this action in 
the basal ganglia and hypothalamus or pituitary (34), 


3j. Doller-Wojcek, A.J. Gelenberg, R.A. LaBrie, and associates: 
Outcome of tardive dyskinesia: unpublished observations at the 
Massachusetts General Hospital, Boston, 1980. 
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respectively. Antipsychotic effects may reflect anti- 
dopamine effects in limbic or cortical portions of the 
forebrain, although this hypothesis remains tentative 
(35, 36). There is also excellent evidence that pro- 
longed exposure to antidopamine drugs can induce a 
variety of secondary and partially compensatory ad- 
justments in the physiology and biochemistry of dopa- 
mine neurons and cells with which they interact in the 
animal or human CNS (33). Among these adjustments, 
some tend to increase the effectiveness of dopamine as 
a neurotransmitter, particularly in the basal ganglia. 
These effects may help to explain the clinical observa- 
tion that the risk of acute extrapyramidal reactions 
diminishes in time, as the risk of tardive dyskinesia 
increases (1, 3). These effects are the basis of a ‘‘dopa- 
mine supersensitivity’’ hypothesis in tardive dyskine- 


sia (37, 38). Further support for this hypothesis is . 


the clinical pharmacologic evidence suggesting that 
a functional overactivity of extrapyramidal mecha- 
nisms mediated by dopamine is an important aspect of 
the clinical pathophysiology of tardive dyskinesia (see 
. appendix 2). An explanation of the prolonged and 
even irreversible course of some cases of tardive dys- 
kinesia awaits further research, especially as it sug- 
gests that irreversible neurotoxic or degenerative ef- 
fects of neuroleptic agents may occur. However, these 


effects have not been demonstrated in postmortem: 


neuropathological studies of animal or human brain 
tissue (39, 40). 

While the precise cause of tardive dyskinesia re- 
mains uncertain, the study of neurological, behavioral, 
and endocrinological effects of neuroleptic agents on 
the CNS has contributed to an improved understand- 
ing of their actions, at least equal to that of many other 
drugs used in medicine (34, 41, 42). Moreover, insights 
arising from studies of the antidopamine effects of anti- 
psychotic drugs in various brain regions promise to 
lead to the development of less neurotoxic but ef- 
fective antipsychotic agents (42). 

For the future, more work сап and should be done to 
study the possible relationship of neuroleptic drug ef- 
fects and the tardive dyskinesia syndrome. It would be 
helpful to have more epidemiological studies in coun- 
tries where antipsychotic drugs are still not used ex- 
tensively or are used in consistently different average 
daily doses than in the United States (43, 44). Dyski- 
nesias follow treatment with neuroleptic-antipsychotic 
agents after widely differing periods of time, and they 
manifest various anatomical patterns and degrees of 
persistence. Thus, they may not necessarily represent 
a single disease with a unitary pathophysiology. While 
similar dyskinesias can occur independently in associ- 
ation with senile brain changes and many other overt 
or presumed states of CNS disease, usually there are 
no organic, metabolic, or neurological factors found 
on clinical examination that might contribute to the de- 
velopment of neuroleptic-related tardive dyskinesias. 
More attempts should be made to reproduce the dyski- 
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netic phenomena by prolonged administration of drugs 
to intact animals, as well as to those with selective 
brain lesions, compromised cerebral circulation, or old 
age, and to make greater use of newer primate models 
of the disorder (45). There is also a nfed for further 
carefully controlled neuropathologic studies in animals 
and man after prolonged exposure to neuroleptic 
agents, using classical neurohistology and electron mi- 
croscopy as well as newer techniques such as chemical 
assays of transmitters and tbeir metabolites, biochemi- 
cal and immunohistological assays of neuron-specific 
enzymes, and labeling assays for neurotransmitter and 
drug receptors. Such methods are applicable to post- 
mortem human brain tissue for a more direct evalua- 
tion of the current pathophysiologic hypotheses con- 
cerning the brain's response.to prolonged exposure to 
neuroleptics and development of tardive dyskinesia. 


CONCLUSIONS AND RECOMMENDATIONS 


Psychiatric chemotherapy must be based on rational 
guidelines that include objective evaluation of the ill- 
ness to be ireated, consideration of the patient's clini- 
cal history and response to treatment, an analysis of 
the risk-benefit ratio of any prospective agent for that 
patient, and a plan of action based on whether treat- 
ment is for an acute episode, sustained therapy of an 
active condition, or prevention of possible recrudes- 
cence of a successfully treated condition. These cri- 
teria are especially pertinent in decisions regarding 
sustained use (more than 6-12 months) of neuroleptic 
medications, since such treatment carries a risk of tar- 
dive dyskinesia. 

It must be emphasized that the rational use of any 
form of treatment in psychiatry, as in general medi- 
cine, is based on careful diagnosis. Until recently, 
there was a tendency in the United States to use the 
term "schizophrenia" excessively broadly, almost as 
a synonym for "psychosis" or "severe psychiatric 
disorder." Thus, the diagnosis of schizophrenia was 
applied to many patients who would now be considered 
to suffer from an affective disorder, acute psychosis of 
uncertain type, or a personality disorder. Since diag- 
nosis guides therapy, acceptance of a broad definition 
of schizophrenia probably tends to increase the use of 
long-term neuroleptic therapy. Prolonged neuroleptic 
therapy in cases other than chronic psychosis entails 
an increased risk of tardive dyskinesia when it may 
well be avoided by the use of alternative treatments. 
The importance of rigorous diagnosis is becoming in- 
creasingly recognized in this country and is a concern 
of APA, as witnessed by the current revision of its Di- 
agnostic and Statistical Manual (DSM-III). 


Short-Term Indications for Neuroleptics 


In current American medical practice, neuroleptic 
medications are used for the short-term treatment of 
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acute psychotic episodes or for sustained maintenance 
or preventive therapy. Short-term use can reasonably 
be defined as treatment of less than 6 month's dura- 
tion. The risk of persistent neurologic sequelae in this 
period of time &ppears to be small (except in rare cases 
of unusually sensitive patients, or perhaps with unusu- 
ally high dosages). The primary indication for short- 
term use of a neuroleptic drug is acute psychosis, in- 
cluding 1) first clinical manifestation or exacerbation 
of schizophrenia, 2) paranoid states and other acute 
psychotic episodes of uncertain types (idiopathic con- 
ditions in which a categorical diagnosis is not possible) 
(46, 47), 3) mania, since lithium alone may not be ade- 
quate for acute reduction of manic excitement (48), 4) 
certain cases of toxic or organic psychosis (49), 5) 
childhood psychoses (50), and 6) as an adjunctive ther- 
apy in severe depressions with psychotic symptoms 
(51). 

For treatment of manic excitement, when acute con- 
trol is of primary clinical importance, neuroleptics typ- 
ically are required in addition to lithium due to the lat- 
ter’s delayed onset of action. Evidence is mixed re- 
garding the effectiveness of tricyclic antidepressants 
alone in depressions with prominent psychotic symp- 
toms (51, 52); therefore, some patients with these dis- 
orders may be found empirically to benefit from the 
temporary addition of a neuroleptic agent. Never- 
theless, antidepressant drugs and ECT remain the ba- 
sic medical therapies with severe depression (53). 

Other indications for the short-term use of neurolep- 
tic drugs include states of acute agitation occurring in 
acute or chronic brain syndromes, the latter including 
dementia and mental retardation. Serious consid- 
eration should be given to the risks and benefits of 
neuroleptics compared with other drug treatments or 
nonpharmacologic management. In these two condi- 
tions, as with any psychotic or agitated state associat- 
ed with cerebral dysfunction, patients are at greater 
risk for drug-induced delirium, but this risk may be 
less prominent with neuroleptic drugs than with seda- 
tives (49). There are other occasional nonpsychiatric 
uses of neuroleptic drugs (54), including preoperative 
sedation, adjunctive uses in general anesthesia, and 
control of nausea or vertigo, as well as in the control of 
neurological or psychiatric manifestations of certain 
unusual disorders, such as Huntington’s disease and 
Gilles de la Tourette’s syndrome (55, 56). Finally, 
short-term treatment with neuroleptics has been used 
empirically in clinical psychiatric practice to amelior- 
ate the symptoms of a variety of neurotic and charac- 
terologic disorders. The indications for this latter form 
of pharmacotherapy have not been developed in con- 
trolled studies; therefore, this use of neuroleptics re- 
quires critical clinical judgment in each case. 


Long-Term Indications for Neuroleptics 


Prolonged use (i.e., more than 6 months) of a neuro- 
leptic medication requires careful evaluation of in- 
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dications and risks. Such use is indicated for mainte- 
nance treatment of zhronic psychotic disorders (main- 
ly schizophrenia) in which the patient, although 
improved, is not symptom-free and is responsive to 
continued treatmen:. Sometimes prolonged neurolep- 
tic treatment is used with Huntington's disease or 
Gilles de la Tourette's syndrome (55, 56), although the 
long-term efficacy and risk of such therapy require fur- 
ther study. While some controlled studies and sub- 
stantial clinical experience support the short-term effi- 
cacy and safety of neuroleptic agents for conditions 
other than schizophrenia, as discussed above, there 
are virtually no con-rolled studies to verify long-term 
or maintenance use of these drugs with such condi- 
tions, and such use remains largely a matter of clinical 
judgment in individual cases. For example, it is recog- 
nized that in some cases of mania or depression with 
recurrent psychotic symptoms, neither lithium nor an 
antidepressant alone is an effective maintenance thera- 
py and a clinical decision to try neuroleptic therapy 
might be considered 
In general, maintenance treatment with neuroleptics 
is supported by scientifically sound data only for schiz- 
ophrenia. The efficacy of maintenance neuroleptic 
medication in preventing psychotic relapse in chronic 
schizophrenic patients has been well demonstrated in 
approximately 30 controlled studies, in which an aver- 
age of 56% (range=17%-100%) of nearly 3,500 pa- 


. tients who received placebo from 3 months to more 


than a year deteriorated clinically while only 17% 
(range =0%-49%) of the patients given a neuroleptic 
agent did so (57, 58). It should be noted that while this 
is a highly statistically significant mean difference, 
nearly half of the ch-onic schizophrenic patients did 
not deteriorate on a placebo. Studies evaluating out- 
come later than a year are rare. Some evidence sug- 
gests that effective doses of neuroleptic drugs during 
so-called maintenance treatment of schizophrenia may 
be lower than those in more acute phases of the psy- 
choses (58). 

In summary, commitment of a patient to treatment 
with neuroleptics for more than a few months requires 
1) more than one acute psychotic episode without full 
return to optimal prepsychotic status, 2) objective evi- 
dence of continuing psychosis, or 3) good recovery but 
frequent recurrences taat suggest the likelihood of fur- 
ther breakdowns, and 4) evidence of responsiveness to 
treatment. Antipsychotic drugs are to be avoided with 
patients who do not clearly need them or when they 
are not effective. 


Management of Prolorged Neuroleptic Therapy 


Any treatment has four potential outcomes: com- 
plete remission, partial relief, no effect, or clinical 
worsening. Maintenance neuroleptic treatment must 
be considered in ligh- of these possible outcomes. 
Documentation of the continued indications and ef- 
fectiveness of this treazment should be reviewed peri- 
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odically (at least every 3-6 months) and stated in the 
patient's records, with regular reconsideration of the 
benefits and the risk of tardive dyskinesia or other un- 
wanted effects. At those times the patient's neurologi- 
cal and psychiatric status should be recorded. If there 
is no evidence of tardive dyskinesia, this observation 
is noted as a significant negative finding. 

Even with schizophrenia, for which maintenance 
treatment has strong research support (57), deliberate 
and sustained effort must be made to maintain patients 
on the lowest effective amount of drug and to keep the 
treatment regimen as simple as possible. After a first 
acute psychotic episode of any type has clinically re- 
mitted, the dose of a neuroleptic drug should gradually 
be decreased and can usually be safely discontinued 
` within several months. This recommendation is espe- 
cially pertinent since it is rarely possible to diagnose 
schizophrenia with confidence based on a single psy- 
chotic episode. It is becoming increasingly clear that 
many acute psychoses eventually prove to be episodes 
of manic-depressive iliness, which has not been dem- 
onstrated scientifically to benefit from prolonged main- 


tenance neuroleptic treatment. Increasing the dose of 


a neuroleptic drug for a schizophrenic patient to un- 
usually high levels can be supported only when smaller 
doses do not lead to clinical improvement and higher 
doses appear to be effective. The presumption in such 
therapy is that the degree of added benefit is thought- 
fully balanced against possible additional risk of late 
complications. 

For the special case of chronically hospitalized 
schizophrenic patients, it is recommended that neuro- 
leptic medications be reevaluated at least yearly and 
preferably twice yearly. The dose of medication 
should be reduced bv about 1096 every 3-7 days until it 
has been totally discontinued or until clear signs of 
clinical worsening intervene. The patient should dis- 
continue treatment for at least 2 weeks if his or her 
clinical status permits and if recent clinical experience 
does not suggest that such a trial is excessively dan- 
gerous. Such periodic evaluations serve two purposes: 
1) to detect withdrawal dyskinesia, which may be a 
prodromal but reversible phase of tardive dyskinesia, 
and 2) to allow the clinician to evaluate whether con- 
tinued neuroleptic use is necessary. This practice may 
also be tried with selected outpatients. However, the 
ubiquitous and critical shortage of adequate aftercare 
often does not permit such trials, because without 
medication and without close follow-up to detect early 
clinical signs of worsening, there is a high risk of re- 
lapse, often with serious medical and social con- 
sequences. However, the hospital setting does provide 
close monitoring and occasionally outpatients or day- 
hospital patients may be readmitted for periodic re- 
evaluations. Even if such a trial with less medication 
has been unsuccessful within the past year, it still 
should be reconsidered at regular intervals and seri- 
ously attempted for most patients; the potential bene- 
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fits outweigh the possible risks and the natural reluc- 
tance of those caring for fairly stable chronically ill pa- 
tients to ‘‘rock the boat.” 

Some practical aspects of the prolonged use of 
neuroleptics, aimed at reducing the riss of late toxic 
effects, are summarized in appendix 3. 


Management and Treatment of Tardive Dyskinesia 


If a patient develops dyskinesia during a trial of re- 
duced dosage of a neuroleptic or while fully medicat- 
ed, the theoretical treatment of choice is discontin- 
uation of neuroleptics (see figure 1). The available data 
suggest that tardive dyskinesia is often reversible if 
neuroleptics are withdrawn, especially early in its 
course, although some patients may require many 
months to improve. A dilemma is presented when a 
patient’s psychosis is exacerbated after neuroleptic 
treatment is stopped and tardive dyskinesia is also 
present. In this situation the clinician, with the patient 
and family, must weigh the risk of psychiatric worsen- 
ing, which may be seriously life-disrupting or even life- 
threatening, against the risk of tardive dyskinesia. 
Since tardive dyskinesia seems not to be a uniformly 
and relentlessly progressive neurologic disorder, it 
may be prudent to continue neuroleptic therapy tem- 
porarily if the psychiatric indications are sufficiently 
compelling. Although there is little scientific evidence 
to support the practice, some psychiatrists rely on less 
potent neuroleptic drugs with relatively less tendency 
to induce acute extrapyramidal effects in such situa- 
tions. Clozapine had also been used in this way due to 
its low incidence of acute and late neurologic side ef- 
fects, but this experimental agent is not available now 
due to other serious toxic effects associated with its 
use. Other safer agents are being sought, but none is 
yet available in American practice. 

Although many therapies for tardive dyskinesia 
have been evaluated (see appendix I), none has been 


„either thoroughly studied or proven safe and effective. 


Discontinuation of neuroleptic medication is the theo- 
retically ideal treatment but is not feasible for many 
patients. Newer investigational therapies are based on 
partially demonstrated increases in brain cholinergic 
activity (choline, lecithin, deanol) (59, 60), unproven 
increases in GABA-ergic activity (benzodiazepines, 
baclofen, sodium valproate, muscimol) (61, 62), or 
reduced dopaminergic activity (dopamine-blocking 
drugs, such as the potent neuroleptics themselves, or 
dopamine-depleting drugs, such as reserpine) (63, 64). 
It is possible that tardive dyskinesia is a heterogeneous 
group of disorders with a variety of anatomical, neu- 
ropathological, and pathophysiological bases, corre- 
sponding to the varieties of natural history and re- 
sponses to treatment. No treatment to date uniformly 
benefits dyskinesias in all patients. 

In short, there is no satisfactory or uniformly ef 
fective treatment for tardive dyskinesia. Recently pro- 
posed experimental treatments, notably attempts to in- 
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FIGURE 1 
Recommended Scheme of Management of Tardive Dyskinesia 
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Suspect early tardive dyskinesia 


Discontinue neuroleptics and anticholinergic drugs; 
document pattern and severity of tardive dyskinesia 


No change in tardive dyskinesia in several weeks 


Psychosis stable Psychosis is exacerbated 


Reassess patient's neuropsychiatric status 
periodically; low dose of benzodiazepine 
may help; can seek experimental treatments 


not widely available 


Consider with patient and family the risks 
of psychosis versus hazards of return to 
neuroleptic; may elect to use chemically 
dissimilar neuroleptic (e.g., reserpine) 


Tardive dyskinesia gradually remits 


Psychosis is exacerbated Psychosis stable 


Document improvement; avoid neuroleptics; 
follow patient’s psychiatric status closely 


cautiously ала in low doses while awaiting 





better agents 


crease brain cholinergic function with deanol, choline, 
or lecithin, are attractive since they do not seem to 
worsen psychosis (theoretically they might even bene- 
fit psychosis as well as dyskinesia) (59, 60). Moreover, 
attempts to provide such experimental or unproven 
treatments (it is sometimes difficult to obtain them ex- 
cept in academic centers) offer a hopeful and positive 
approach to clinical management while the clinician 
and patient await a spontaneous remission of tardive 
dyskinesia over a period of many weeks or even months 
after discontinuation of neuroleptic treatment. Although 
increasing the dose of a potent neuroleptic may mask 
or suppress the dyskinetic movements, this tactic car- 
ries the theoretical risk of causing further neurologic 
insult. Nevertheless, this step is sometimes taken 
when the dyskinetic problem is severely incapacitating 
(similar to the practice of treating Huntington’s disease 
or Gilles de la Tourette’s syndrome). 

At the present time, the best available means to deal 
with the problem of tardive dyskinesia is the use of 
conservative but effective dosage regimens of neuro- 
leptics for clear-cut indications (continuing objective 
evidence of psychosis and of responsiveness to treat- 
ment). 


Physician-Patient Relationship 


Good practice necessitates that the psychiatrist sus- 
tain rapport with patients at risk of developing tardive 
dyskinesia. Furthermore, the psychiatrist is obliged to 
educate the patient as to the nature of his or her ill- 
ness, the potential benefits of available treatments, 
and their potential adverse effects. Early in the treat- 

f 


. 


ment of a severely disturbed patient, such education 
may be limited by virtue of the patient's psychosis or 
confusion. At these times, family members or other 
persons close to the patient can be involved in such 
discussions. The need to review the treatment plan 
and its potential benefits and risks with the patient and 
his or her family becomes especially significant when 
prolonged neuroleptic therapy is considered or if tar- 
dive dyskinesia has already developed. 

Although the routine use of signed and witnessed 
consent documents to protect the interests of the pa- 
tient and the physician during prolonged neuroleptic 
therapy has been prcposed, there are many problems 
with this approach. First, there are marked differences 
between established pharmacologic treatments and in- 
vasive surgical, diagnostic, or experimental proce- 
dures for which this zype of formal documentation of 
consent is often (but not always) used. While the latter 
typically involve brief, acute risks during a patient's 
care, for which limited procedural consent can mean- 
ingfully be given, pharmacologic treatments of chronic 
disorders are likely to be continued and modified re- 
peatedly over extended periods of time. Written con- 
sent would therefore not be feasible unless given in a 
blanket fashion, making it a potentially meaningless 
formal exercise. In addition, it is a precedent-setting 
step to routinely require written consent to institute an 
accepted, nonexperimental medicinal therapy. Based 
on these considerations, routine signing and witness- 
ing of written consent for neuroleptic therapy is not 
recommended. On the other hand, good practice does 
require that the physician note in the records that the 


er SS ~ 


1170 TARDIVE DYSKINESIA 


indications for and risks of prolonged neuroleptic 
treatment have teen. carefully considered and re- 
viewed with the patient or family. 


Need for Further Research 


A review of the present state of the medical treat- 
ment of severe chronic psychiatric disorders leaves 
many unanswered questions and underscores the need 
for further basic and applied research. There is an ur- 
gent need for the development of effective antipsy- 
chotic drugs that do not have the long-term risk of in- 
ducing tardive dyskinesia. This requires the develop- 
ment by academic and industrial pharmacologists of 
better drug screening tests (e.g., animal models that 
are not dependent on drug-induced extrapyramidal ef- 
fects). Clozapine and sulpiride are examples of experi- 
mental drugs that seem to be effective antipsychotic 
agents with little acute or late extrapyramidal effect. 
Unfortunately, experimental trials with clozapine have 
been discontinued due to its association with agranu- 
locytosis, and sulpiride is not available in the United 
States. Safer analogues of these or similar drugs are 
now being considered; their rapid development and 
clinical testing are strongly encouraged. 

While we await the availability of more nearly ideal 
antipsychotic drugs, many questions still need to be 
answered about the use of currently available neuro- 
leptic drugs. For example, more controlled treatment 
studies are needed comparing the efficacy of ECT, 
antidepressants, neuroleptics, and various combina- 
tions, of these treatments with severely depressed pa- 
tients. The safety and effectiveness of prolonged 
neuroleptic treatment of manic-depressive patients or 
others with episodic psychoses who cannot be man- 
aged with lithium alone need to be investigated. Al- 
though neuroleptics are sometimes used for patients 
with neuroses or character disorders and "borderline" 
patients, such use requires critical evaluation in re- 
search studies. Another research area in need of 
strong support includes various attempts to make the 
use of available agents for specific patients as effective 
as possible. Thus, more information on the dose-re- 
sponse relationships in man is required for all antipsy- 
chotic agents, especially to support the clinical impres- 
sion that effective maintenance doses may be lower 
than those required for acute exacerbations of psycho- 
sis. In addition, efforts to apply available and still- 
evolving methods of analysis of drug metabolism and 
pharmacokinetics to routine clinical use are needed. 
While neuroleptic pharmacotherapy has greatly ad- 
vanced patient care, it must be continually improved 
through sound clinical research. 


Postgraduate Education 


Although further research is required to address the 
many areas of uncertainty already discussed, much is 
already known that has a bearing on the safe and ef- 
fective use of antipsychotic drugs in clinical practice. 
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Our survey of North American psychiatric training 
centers indicates that the majority provide some train- 
ing in clinical psychopharmacology to residents and 
practicing physicians. These aspects of postgraduate 
and continuing medical education are stfongly encour- 
aged and should be given even greater support to en- 
sure that the best possible care will continue to be 
available to the most severely ill psychiatric patients. 


REFERENCES 


1. Marsden CD, Tarsy D, Baldessarini RJ: Spontaneous and drug- 
induced movement disorders in psychotic patients, in Psychiat- 
ric Aspects of Neurologic Disease. Edited by Benson DF, Blu- 
mer D. New York, Grune & Stratton, 1975 

2. Fann WE, Smith RC, Davis JM, et al: Tardive Dyskinesia: Re- 
search and Treatment. New York, Spectrum Publications, 1980 

3. Baldessarini RJ, Tarsy D: Tardive dyskinesia, in Psycho- 
pharmacology: A Generation of Progress. Edited by Lipton 
MA, DiMascio A, Killam KF. New York, Raven Press, 1978 

4. Jacobson G, Baldessarini RJ, Manschreck T: Tardive and with- 
drawal dyskinesia associated with haloperidol. Am J Psychiatry 
131:910-913, 1974 

5. Gardos G, Cole JO, Tarsy D: Withdrawal syndromes associated 
with antipsychotic drugs. Am J Psychiatry 135:1321-1324, 1978 

6. Gardos G, Cole JO, LaBrie R: The assessment of tardive dyski- 
nesia. Arch Gen Psychiatry 34:1206-1212, 1977 

7. Crane GE, Ruiz P, Kernohan WJ: Effects of drug withdrawal оп 
tardive dyskinesia. Activitas Nervosa Superior (Prague) 11:30- 
35, 1969 

8. Abnormal Involuntary Movement Scale (AIMS). Washington, 
DC, Alcohol, Drug Abuse, and Mental Health Administration, 
Department of Health, Education, and Welfare, 1974 

9. Simpson GM, Zoubok B, Lee HJ: An early and clinical toxicity 
trial of Ex 11-582A in chronic schizophrenia. Curr Ther Res 
19:87-93, 1976 

10. Baldessarini RJ: Tardive dyskinesia: an evaluation of the etio- 
logic association with neuroleptic therapy. Can Psychiatr Assoc 
J 19:551-554, 1974 : 

11. Gardos G, Cole JO, LaBrie RA: Drug variables in the etiology 
of tardive dyskinesia: application of discriminant function anal- 
ysis. Neuropsychopharmacology 1:147-154, 1977 

12. Simpson GM, Varga E, Lee JH, et al: Tardive dyskinesia and 
psychotropic drug history. Psychopharmacology 58:117-124, 
1978 ; 

13. Smith RC, Strizich M, Klass D: Drug history and tardive dyski- 
nesia. Am J Psychiatry 135:1402-1403, 1978 

14. Smith JM, Oswald WT, Kucharski LT, et al: Tardive dyski- 
nesia: age and sex differences in hospitalized schizophrenics. 
Psychopharmacology 58:207-211, 1978 

15. Smith JM, Kucharski LT, Eblen C, et al: An assessment of tar- 
dive dyskinesia in schizophrenic outpatients. Psychopharma- 
cology 64:99-104, 1979 

16. Fann WD, Davis JM, Janowski DS: The prevalence of tardive 
dyskinesias in mental hospital patients. Dis Nerv Syst 37:182- 
186, 1972 

17. Asnis GM, Leopold MA, Duvoisin RC, et al: A survey of tar- 
dive dyskinesia in psychiatric outpatients. Am J Psychiatry 
134:1367-1370, 1977 

18. Greenblatt DL, Dominick JR, Stotsky BA, et al: A phenothia- 
zine-induced dyskinesia in nursing home patients. J Am Geriatr 
Soc 16:27-34, 1968 

19. Delwaide PJ, Desseilles M: Spontaneous bucco-lingual-facial 
dyskinesia in the elderly. Acta Neurol Scand 56:256-262, 1977 

20. Hershon HI, Kennedy PF, McGuire RJ: Persistence of-extra- 
pyramidal disorders and psychiatric relapse after withdrawal of 
long-term phenothiazine therapy. Br J Psychiatry 120:41-50, 
1972 

21. Hunter R, Earl CJ, Thornicroft S: An apparently irreversible 
syndrome of abnormal movements following phenothiazine 
medication. Proc R Soc Med 57:24-28, 4264 


г 


Am Ј Psychiatry 137:10, October 1980 


22. Paulson GW: An evaluation of the permanence of the ''tardive 
dyskinesias." Dis Nerv Syst 29:692-694, 1968 

23. Edwards H: The significance of brain damage in persistent oral 
dyskinesia. Br J Psychiatry 116:271-275, 1970 

24. Crane GE: Persistence of neurological symptoms due to neuro- 
leptic drugs. Am J Psychiatry 127:1407-1410, 1971 

25. Degwitz R: Extrapyramidal motor disorders following long-term 
treatment with neuroleptic drugs, in Psychotropic Drugs and 
Dysfunction of the Basal Ganglia. Publication 1938. Edited by 
Crane GE, Gardner RJ. Washington, DC, US Public Health 
Service, 1969 

26. Uhrbrand L, Faurbye A: Reversible and irreversible dyskinesia 
after treatment with perphenazine, chlorpromazine, reserpine, 
and electroconvulsive therapy. Psychopharmacologia (Ber- 
lin) 1:408-418, 1960 

27. Turunen S, Achte KA: The bucco-linguomasticatory syndrome 

` as a side-effect of neuroleptic therapy. Psychiatr Q 41:268-279, 
1967 

28. Yagi G, Ogita K, Ohtsuka N, et al: Persistent dyskinesia after 
long-term treatment with neuroleptics in Japan. Keio J Med 
25:27-35, 1976 

29. Jeste DV, Potkin SG, Sinha S, et al: Tardive dyskinesia: revers- 
ible and persistent. Arch Gen Psychiatry 36:585-590, 1979 

30. Quitkin F, Rifkin A, Gochfeld L, et al: Tardive dyskinesia: are 
first signs reversible? Am J Psychiatry 134:84-87, 1977 


31. Tarsy D, Baldessarini RJ: The pathophysiologic basis of tardive 


dyskinesia. Biol Psychiatry 12:431-450, 1977 

32. Baldessarini RJ, Tarsy D: Actions of neuroleptic drugs and the 
pathophysiology.of tardive dyskinesia. Int Rev Neurobiol 21:1- 
45, 1979 

33. Baldessarini RJ, Tarsy D: Pathophysiologic basis of neurologic 
side-effects of antipsychotic drugs. Annual Review of Neuro- 
biology 3:23-41, 1980 

34. Schyve DM, Smithline P, Meltzer HY: Neuroleptic-induced 

- prolactin level elevation and breast cancer. Arch Gen Psychia- 
try 35:1291-1301, 1978 

35. Meltzer HY, Stahl SM: The dopamine hypothesis of schizo- 
phrenia: a review. Schizophr Bull 2:19-76, 1976 


36. Baldessarini RJ: Schizophrenia. N Engl J Med 297:988-995, - 


1977 

37. Klawans HL, Rubovits R: An experimental model of tardive 
dyskinesia. J Neural Transm 33:235-246, 1972 

38. Tarsy D, Baldessarini RJ: Behavioral supersensitivity to apo- 
morphine following chronic treatment with drugs which inter- 
fere with the synaptic function of catecholamines. Neurophar- 
macology 13:927-940, 1974 

39.. Christensen E, Möller JE, Faurbye A: Neuropathological inves- 
tigation of 28 brains from patients with dyskinesia. Acta Psychi- 
atr Scand 46:14-23, 1970 

40. Jellinger K: Neuropathologic findings after neuroleptic long- 
term therapy, in Neurotoxicology. Edited by Roizin L, Shiraki 
H, Gréevié N. New York, Raven Press, 1977 

41. Creese I, Burt DR, Snyder SH: Biochemical actions of neuro- 
leptic drugs: focus on the dopamine receptor, in Handbook of 
Psychopharmacology, vol 10: Neuroleptics and Schizophrenia. 
Edited by Iversen LL, Iversen SD, Snyder SH. New York, Ple- 
num Press, 1978 ў 

42. Fielding S, Lal Н: Behavioral actions of neuroleptics. Ibid 

43. Crane GE: Dyskinesia and neuroleptics. Arch Gen Psychiatry 
19:700-703, 1968 

44. Ogita K, Yagi G, Itoh H: Comparative analysis of persistent 
dyskinesia of long-term usage with neuroleptics in France and 
Japan. Folia Psychiatr Neurol Jpn 29:315-320, 1975 

45. Gunne L-M, Barany S: Haloperidol-induced tardive dyskinesia 
in monkeys. Psychopharmacology 50:237-240, 1976 

46. Man PL, Chen CH: Rapid tranquilization of acutely psychotic 
patients with intramuscular haloperidol and chlorpromazine. 
Psychosomatics 14:59-63, 1973 

47. Angrist B, Lee HK, Gershon S: The antagonism of ampheta- 
mine-induced symptomatology by à neuroleptic. Am-J Psychia- 
try 131:817-819, 1974 

48. Shopsin B, Gershon S, Thompson H, et al: Psychoactive drugs 
in mania. Arch Gen Psychiatry 32:34-42, 1975 

49. Prien R: ii in chronic organic brain syndrome—a 


r, —- 2 
Ф 


TASK FORGE 1171 


review of the literature. Psychopharmacol Bull 9:5-20, 1973 

50. Anders TF, Ciaranello RD: Psychopharmacology for the young 
and old: childhood disorders, in Psychopharmacology: From 
Theory to Practice. Edited by Barchas JD, Berger PA, Ciara- 
nello RD, et al. New York, Oxford University Press, 1977 

51. Simpson GM, Angts JWS, Edwards JG, et zl: Role of antide- 
pressants and neuroleptics in the treatment of depression. Arch 
Gen Psychiatry 27:337-345, 1972 

52. Nelson JC, Bowers MB Jr: Delusional unipolar depression: de- 
scription and drug response. Arch Gen Psychiatry 35:1321- 
1328, 1978 


53. American Psychiatric Association: Electrocorvulsive Therapy, 


Task Force Report 14. Washington, DC, APA, 1978 

54. Baldessarini RJ: Drugs and the treatment o7 psychiatric dis- 
orders, in The Pharmacologic Basis of Therapeutics, 6th ed. Ed- 
ited by Gilman AG, Gilman A, Goodman LS. New York, Mac- 
millan Co, 1980 

55. Candelise L, Faglioni P, Spinnler H, et al: Treatment of Hun- 
tington's chorea. N Engl J Med 289:1201-1210, 1973 

56. Ross M, Moldofsky H: A comparison of pimozide and haloperi- 
dol in the treatment of Gilles de la Tourette's syndrome. Am J 
Psychiatry 135:585-£87, 1978 

57. Davis JM: Overview: maintenance therapy :n psychiatry: I. 
Schizophrenia. Am J Psychiatry 132:1237-1245, 1975 

58. Baldessarini RJ, David JM: What is the best maintenance dose 
of neuroleptics? Psychiatry Research (in press) 

59. Growden JH, Hirsch MJ, Wurtman RJ, et al: Oral choline ad- 
ministration to patients with tardive dyskinesia. N Engl J Med 
297:524-527, 1977 

60. Gelenberg AJ, Doller-Wojcek JC, Growden JH: Choline and 
lecithin in the treatment of tardive dyskinesia: preliminary re- 
sults from a pilot study. Am J Psychiatry 136:772-776, 1979 

61. Korsgaard S: Baclofen (Lioresal) in the treatment of neurolep- 

_ tic-induced tardive dvskinesia. Acta Psychiatr Scand 54:17-24, 
1976 

62. Linnoila M, Viukari M, Hietala O: Effects of sodium valproate 
on tardive dyskinesia. Br J Psychiatry 129:114-119, 1976 

63. Kazamatsuri H, Chien C-P, Cole JO: Long-term treatment of 
tardive dyskinesia w th haloperidol and tetrabenazine. Am J 
Psychiatry 130:479-483, 1973 ў 

64. Sato S, Daly R, Peters Н: Reserpine therapy оѓ phenothiazine- 
induced dyskinesia. Dis Nerv Syst 32:680-685, 1971 


APPENDIX 1 
Differential Diagnoses to Consider in Evaluating Tardive Dyskinesia 


1. Neuroleptic withdrawal-emergent dyskinesias or other 
transient acute dyskinesias associated with neuroleptics (see 
table 1). 

2. Late and persistent ‘‘classical’’ tardive dyskinesia itself 
(both psychiatric disorcer and dyskinesia may be present). 

3. Stereotyped movements of schizophrenia (both psychi- 
atric disorder and dyskinesia may be present). 

4. Spontaneous oral dyskinesias of advanced age or senili- 
ty (both psychiatric disorder and dyskinesia may be pres- 
ent). 

5. Oral dyskinesias related to dental conditions or pros- 
theses. 

6. Idiopathic torsion dystonia. 

7..Focal dystonias (oromandibular dystonia, blepharo- 
spasm, spasmodic torticollis) and habit spasms (tics). 

8. Huntington's disease (both psychiatric disorder and 
dyskinesia may be present). 

9. Gilles de la Touret:e's syndrome. 

10. Wilson's disease “hepato-cerebral-lenticular degener- 
ation due to abnormal copper metabolism), manganism, and 
other disorders due to heavy metal poisoning (both psychiat- 
ric disorder and dyskinesia may be present). 
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11. Fahr's syndrome and other disorders with calcifica- 
tion of the basal ganglia. 

12. Postanoxic, postencephalitic, and encephalitic extra- 
pyramidal syndromes (both psychiatric disorder and dyski- 
nesia may be present). 

13. Rheumatic chorea (Sydenham's chorea, St. Vitus' 
dance). - 

14. Drug intoxications involving L-dopa and ampheta- 
mines and, less commonly, anticholinergics, antidepres- 
sants, lithium, and phenytoin (both psychiatric disorder and 
dyskinesia may be present). 

15. CNS complications of systemic metabolic disorders, 
such as hepatic or renal failure, hyperthyroidism, hvpopara- 
thyroidism, hypoglycemia, and vasculitides (both psychiat- 
ric disorder and dyskinesia may be present). 

16. Brain neoplasm (thalamic, basal ganglia). 


APPENDIX 2 
The Differential Pharmacology of Tardive Dyskinesia? 


AGENTS THAT MAY PARTIALLY SUPPRESS TARDIVE DYSKI- 
NESIA 


Dopamine antagonists 
Apomorphine (in low dose) 
Butyrophenones 
Clozapine . 
Papaverine (mechanism uncertain) 
Phenothiazines 
Pimozide 
Amine-depleting agents 
Reserpine 
Tetrabenazine 
Blockers of catecholamine synthesis 
Alpha-methyldopa 
Alpha-methyltyrosine 
Blockers of catecholamine release 
Lithium salts 
Cholinérgic agents 
Deanol (mechanism uncertain) 
Choline and lecithin (phosphatidylcholine) 
Physostigmine 
Miscellaneous agents 
Baclofen (postulated GABA mechanism unproven) 
Valproate (postulated GABA mechanism unproven) 
Muscimol 


AGENTS WITH VARIABLE, NEGLIGIBLE, OR UNCERTAIN EF- 
FECTS ` : 


Alpha-methyldopa 
Amantadine 


‘Some drugs appear in more than one category, reflecting ambiguity in the 
literature. Note that while apomorphine is usually classified as a dopamine- 
agonist, it actually has complex mixed actions, may antagonize dopamine at 
low doses, and has clear antidyskinetic effects. 
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Antihistamines 

Barbiturates . 
Benzodiazepines 

Cyproheptadine 

Deanol | e 
Isocarboxazid 

Methylphenidate 

Penicillamine 

Physostigmine 

Pyridoxine (vitamin Be) 

Tryptophan 


AGENTS THAT WORSEN TARDIVE DYSKINESIA 


Anticholinergic agents 
Antiparkinsonian agents (e.g., benztropine) 
Dopamine agonists 
Amphetamines 
L-Dopa (may have opposite effect in small, repeated 
doses) 
Other agents 
Phenytoin 


APPENDIX 3 
Suggested Guidelines for the Avoidance and Management of Tardive 
Dyskinesia 


1. Consider carefully the indications for prolonged neuro- 
leptic therapy; the indications should be serious (e.g., chron- 
ic psychosis), and there should be objective evidence of ben- 
efit. 

2. Seek alternative therapies with neuroses and mood and 
character disorders. 

3. Use lower doses with elderly patients and children; 
strive for minimum effective doses; avoid multiple drugs; 
discontinue antiparkinsonian agents as soon as possible. 

4. Advise patients and families of risks and benefits; ar- 
rive at a mutual decision when use of neuroleptic exceeds 1 
year. Note discussion and agreement in clinical record. 

5. Examine patient regularly for early signs of cho- 
reoathetosis and oral-lingual dyskinesia. Consider alterna- 
tive neurologic diagnoses. 

6. Reevaluate patient and document indications and re- 
sponse at least every 3-6 months and attempt to reduce 
dose. : 

7. At earliest sign of dyskinesia, lower the dose, change to 
a less potent agent, or, ideally, stop treatment; await remis- 
sion as long as psychiatric status permits. 

8. Treat dyskinesia with benign agents first (e.g., diaze- 
pam, deanol, choline, or lecithin in high doses, possibly lith- 
ium); stay alert to new experimental therapies, if only to bide 
for time and offer hope. Reinstitute neuroleptics only as an 
extreme measure for disabling dyskinesias, using lowest 
doses feasible. 
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The Unstated Problem in a Psychological Testing Referral 


' BY LESLIE JORDAN COHEN, PH.D. 





There is a manifest and a latent content to many 
psychological testing referrals. Although a diagnostic 
problem is usually the stated reason for the referral, 
the unstated and more basic reason frequently has to 
do with problems the therapist is encountering in 
attempting to deal with a difficult treatment situation. 
The testing psychologist who responds at the manifest 
level alone may not help and at times may even be a 
hindrance. 





sychiatrists tend to think of psychological testing 
P as a procedure for establishing diagnosis. Their 
usual assumption is that a case is referred for testing 
because it poses a diagnostic problem, and psycholo- 
gists tend to share this view. Psychologists are often 
trained to think of themselves as possessing in their 
test instruments the tools to make subtle diagnostic 
differentiations that might elude psychiatrists with 
their more "'impressionistic'' methods of mental status 
exam and clinical interview. A request for testing 
phrased in terms of the need for diagnosis fits into 
everyone's conception of a straightforward testing re- 
ferral. 

A consult sheet directed to the testing psychologist 
frequently asks for a diagnosis in DSM-II terms, with 
such questions as ‘‘Is this patient manic-depressive?” 
or "Is this a functional or an organic psychosis?" 
Sometimes the referral question is stated in what might 
be called diagnostic building block terms, with such 
questions as "Are there ego deficits?" or ‘Is there 
evidence of depression?’’ Phrased either way, such 
questions imply that the psychiatrist is experiencing an 
uncertainty about the case that diagnostic information 
would help to resolve. The psychologist does his or 
her best to give thorough answers to these questions. 

Even when the referral appears straightforward, 
however, it is my impression that psychologists and 
psychiatrists are not infrequently frustrated in their ef- 
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forts at collaboration. After the work is completed and 


. a testing report entered in the chart, the psychiatrist 
might be saying to himself, ‘‘This report is long and 


very academic but of not much practical value; it basi- 
cally does not tell me anything I did not know al- 
ready." The psychologist might conclude that his or 
her special skills simply went unrecognized by a prac- 
titioner who could not appreciate them. Both sides 
may be right, but I think in many cases both sides are 
missing the most important issue. In my own sample of 
testing referrals, in only a small percentage of czses 
does the referral question completely state the prob- 
lem that the therapist needs help with. That is, in cnly 
a small portion of cases is it a clear-cut diagnostic 
problem that has prompted the request for testing. 
Testing referrals can be thought of as falling along a 
hypothetical continuum. At one end of the continuum 
are the cases where a definitive diagnosis is of crucial 


- importance to the referring physician, and on the other 


end are the cases in which it is of no practical value at, 
all. On the end where diagnosis is crucial would fall 
those cases in which proper treatment depends direct- 
ly on diagnosis, i.e., where treatment carried out un- 
der the assumption of an incorrect diagnosis would be 
not only ineffective but injurious to the patient. An ex- 
ample would be a case of a patient with a brain tumor 
who is mistakenly being treated for schizophrenia. A 
little further along the continuum are cases where diag- 
nosis may be more or less important depending on the 
therapist's treatment orientation. If the therapist is of 
the opinion that some classes of psychopathology ere 
best treated in certain specific ways—for example, 
schizophrenia with phenothiazines, psychotic depres- 
sion with electroshock, certain forms of manic-depres- 
sive illness with lithium—then a specific DSM-III digg- 
nosis becomes important. 

For the therapist whose basic treatment approach is 
a psychodynamic one, that is, when the main treat- 
ment variables tó be worked with are unconscious 
conflict and defense, most cases fall toward the end оѓ 
the continuum where precise diagnosis is of diminish-. 
ing importance. For many of the cases a dynamically 
oriented therapist sets about to treat, there is not a 
one-to-one relationship between the patient's diagno- 
sis and the thinking involved in mapping out a treat- 
ment strategy. In order to work out a modus operandi 
for treatment, the therapist must solve the problems 
not so much of diagnosis but of the very individual and 
specific ways the diagnosis expresses itself in the treaz- 
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ment situation. The issues that become crucial to un- 
derstand include how the patient experiences the ther- 
apist in the transference, including specific transfer- 
ence fantasies, the basic anxiety that the patient is 
avoiding and which ultimately must be interpreted, the 
often times subtle, individualized ways the patient de- 
fends against anxiety, and the like. 

Although testing referrals tend to be phrased in 
terms of the need for diagnosis, it is problems in the 
area of doing this broader and more individualized as- 
sessment that at bottom constitute the difficulty of the 
case and what often cause it to be referred for testing. 
Thus, one might say that there is a manifest and a la- 
tent content to many testing referrals. If the request 
for testing is responded to in terms of the manifest con- 
tent alone, i.e., in terms of a diagnosis, it frequently 
does not go very far in helping the psychiatrist identify 
the underlying treatment issues that make the case a 
problematic one. 


CLINICAL EXAMPLES 


Į will give three clinical examples to illustrate this 
situation. The first is a case where the referral request 
was ''Rule out schizophrenia.” The psychiatrist was 
called at night by the patient's husband with an urgent 
request for hospitalization. For some weeks this young 
woman had been accusing her husband of acting im- 
properly toward his niece. The husband explained to 
the psychiatrist that there was no truth to these accu- 
sations, but he had been unable to convince his wife of 
this. On this particular night she had gone into a rage, 
shrieked her intention to kill herself, and had apparent- 
ly overdosed on pills. Once admitted to the hospital, 
the patient quickly became enraged and demanding 
and at times exhibited bizarre behavior; the psychia- 
trist was called repeatedly by the staff for measures to 
handle her. The psychiatrist, who was making efforts 
to settle down his new patient first through ordering 
medication, then restraints, then seclusion, and finally 
a court order when she announced her intention of 
leaving, found himself quickly in the same role as her 
husband had been—the object of her rage and suspi- 
cion. He wondered if he had become the focus of a 
psychotic transference in a paranoid schizophrenic 
woman. After several days of hospitalization, when 


she stopped raging at him and treated him with aloof- - 


ness, he wondered if this was a manifestation of ‘‘flat- 
tened affect’’ and further evidence of schizophrenia. It 
was at this point that he made the testing referral. 
The testing psychologist is in a unique position when 
called into a case like this. He or she has the luxury of 
being able to do an evaluation at leisure, is spared the 
responsibilities of handling the case, and is often ex- 
empt from the intense transference reactions that are 
focused on the psychiatrist as primary therapist. In 


this position, and with the added benefit of standard- . 
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ized or semistandardized instruments to lean on, it is 
at times easier for the testing psychologist to maintain 
an objective outlook than it is for the primary thera- 
pist, who is in the thick of things therapeutically. In 
this case, the patient showed no signs offchizophrenic 
thinking in her test protocol or behavior. What did 
emerge was a woman with a hysterical character who 
was prone to dramatic emotional storms, and who had 
an especially painful vulnerability to narcissistic injury: 
and feelings of humiliation with men. Her psychia- 
trist's efforts to treat her with restraining measures had 
intensified her humiliation and made her feel justified 
in unleasing her fury toward him in whatever way she 
could think of. | 

Having arrived at this diagnostic conclusion, the 
testing psychologist is able to respond to the referral 
question at the manifest level, but how much it will 
help the therapist to be told that his patient is not 
schizophrenic is a moot point. Ín fact, at the point 
where he requested testing, he might have been re- 
lieved if a diagnosis of schizophrenia had turned up; it 
at least would have given him a handle for understand- 
ing a very difficult case. The latent problems behind 
the referral, and those that the psychiatrist is still left 
with, have to do with this patient's need to act out her 
rage and humiliation and to pressure others to act it 
out with her. The psychiatrist is pressured to abandon 
his observing therapeutic stance and to involve himself 
with her in the role of a humiliating, punishing father 


. figure, the role which she expects of all men. Without 


realizing it, he has acted out this role. She pays him 
back by becoming more and more emotional, humili- 
ating herself further, and making him out to be inef- 
fectual by defying his efforts to stop her. 

The patient's defensive need to provoke her psychi- 
atrist into this kind of position can be expected to 
come up repeatedly in any effort to treat her. There- 
fore, the psychiatrist's basic problem, and the un- 
stated problem behind this testing referral, is finding 
techniques to help the patient understand this need in 
herself rather than acting it out with her. 

In another case, the psychiatrist telephoned with the 
following request: 


Please evaluate this adolescent boy for impulsivity and 
possible ego defects. He has run away from home three 
times in the past two months. By the way, can you get to 
the testing by tomorrow? I promised this boy he would 
only be detained in the hospital three days if he would 
consent not to run away for that length of time. I think this 
boy is really upset underneath it all, and I can't afford to 
lose him. 


The referral question is quoted -in full because it 
nicely illustrates how the manifest referral question— 
the request for an assessment of impulsivity —is em- 
bedded in the context of a therapeutic dilemma. The 
boy, who sounds like he may be a past niaster at ex- 
ternalizing his unhappiness, has A caught the 


4 
Am J Psychiatry 137:10, October 1980 


psychiatrist up in a transference-countertransference 
bind ‘in which the therapist feels he has to chase 
around after the patient and cajole him into doing 
something for himself. In this position, the boy is basi- 
cally in control and the therapist fears he may lose the 
case. 

Although the therapist phrases his referral in terms 
of the need for diagnosis, it is clear in this case that he 
has already diagnosed the patient’s major ego prob- 
lem. He knows that the boy is impulsive. His implicit 
question is what to do about it. How does he handle an 
impulsive boy? How does he build an alliance with 
someone who makes as a precondition for treatment 
that he be cajoled and bargained with? Clearly, these 
are the problems that have him stumped, not the diag- 
nosis. 

However, the fact that the referral question is posed 
in terms of a diagnostic dilemma when the psychiatrist 
already knows the diagnosis suggests that there is a 
defense operating. For whatever reasons, it is appar- 
ently hard for the therapist to acknowledge to himself 
that he is having difficulty handling the case. This in 
turn poses a problem for the psychologist in terms of 
how to respond to the referral. If he responds in terms 
of the manifest question and gives diagnostic informa- 
tion, he is at best being academically correct: But to 
what purpose? The report is of little practical value, 
since it tells the psychiatrist something he already 
knows. If the psychologist attempts to give technical 
advice, he or she is bound to run up against the psychi- 
atrist’s defenses and to be experienced as intrusive 
and presumptuous. This kind of dilemma makes for 
tension between psychiatrist and psychologist. 

In the final clinical example, the psychiatrist asked 
in his referral for testing whether there was evidence 
of depression and/or borderline pathology in his fe- 
male patient. When I arrived for the first testing ap- 
pointment, I realized that I had walked into a battle 
between the patient and her therapist and that I was 
expected to be the arbiter. The patient greeted me by 
saying, ‘‘My psychiatrist says I am depressed, and I 
say I am not. I think I’m ready to leave the hospital, 
but he says I can’t because I’m mentally ill. I want you 
to tell him that he’s wrong.” | 

I tried to learn what had led up to this battle. The 
patient had entered treatment some months earlier be- 
cause of a severe letdown and feelings of anxiety after 
the youngest of her three children started grade 
school. While her children were young, she had felt 
charged with self-confidence, but their reaching school 
age left her feeling empty and fearing that she would 
ever after be directionless in life. When she began 
treatment, which was at first on an outpatient basis, 
she reported that she quickly got in touch with feelings 
of rage toward her own hypercritical and controlling 
mother; she had apparently developed a mother trans- 
ference toward her therapist around that time, too. 
With the therapist she remembered longing for unmiti- 
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gated praise and reassurance, and felt deflated and an- 
gry when she did not get this from him. She called him 
between sessions saying if he did not "give her scme- 
thing" she was afraid of how depressed she might be- 
come. He gave her medications, in increasing dosages, 


- as the between-session calls and demands for reassur- 


ance escalated. Finally, he told her that outpatient 
therapy was not sufficient and suggested hospital- 
ization. She panicked; in her mind, her therapist was 
confirming her worst fear, that she was very sick and 
on a downhill course from which she would not recov- 
er. She declined hospitalization, but by this time he 
was insisting on it, saying she was too ill to make her 
own decisions. The battle had begun in earnest. By the 
time the testing rererral was made, the patient had 
adopted a position that she was, in her words, ‘‘:ust 
fine, with no mental illness, no defense mechanisms 
working, and no signs of depression." She felt furious 
with her psychiatrist who, with threats and angry con- 
frontations, was try:ng to force her out of her denial. 

This is a testing referral which falls on that end of 
the continuum where diagnosis is of no practical value 
at all. Both therapist and patient are seeking diagnostic 
information not as a means for understanding sorne- 
thing together, but zs a weapon to force the other to 
capitulate. For the psychologist in this situation, it is 
hard to see how responding in terms of diagnosis could 
do anything but intensify the pitch of the battle. Fur- 
thermore, this is another case where the psychiatrist 
seems to have a good enough understanding of the di- 
agnosis before he requests testing. He knows that she 
has problems with ego functioning, relies on blanket 
denial, and fears she will be overwhelmed if any feel- 
ings seep through. He knows she is dealing with indi- 
viduation issues in the transference and that she expe- 
riences feelings of emptiness when he cannot be with 
her or do her thinking for her. The problem for him is 
not in identifying these weak points but in knowing 
how to deal with them. How can he treat someone who 
has a phobic attitude toward uncovering her own feel- 
ings? How does he help her deal with anxiety over sep- 
arations? How can he avoid taking the role of an intr- 
sive mother when his patient's behavior seems to be 
pushing him into it? These are the real problems b2- 
hind this testing referral. 

What can be concluded about the usefulness of psy- 
chological testing in cases such as those I have pre- 
sented? Optimally, simply answering the manifest re- 
ferral question can serve as an injection of diagnostic 
reality for the therapist, who can then go on to reas- 
sess the underlying treatment issues for himself. Th:s 
was the situation in the first referral I described, where 
testing was requested to rule out schizophrenia. Once 
the hysterical nature of his patient's symptoms was 


‘brought back into perspective, the psychiatrist was 


less alarmed by the patient's outbursts and in a far bet- 
ter position to empathize and understand them with 
her. | 
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The process does not always work this smoothly, 
however. Sometimes the countertransference has be- 
come too intense or the technical problems too com- 
plex to yield without being directly identified and dis- 
cussed. This was the situation in the last case. Unfor- 
tunately it is rare, when the latent referral problems 
need to be opened up for discussion, to have the kind 
of collaborative relationship between psychiatrist and 
psychologist that can make such discussion comfort- 
able and productive. Often the two have not met face 
to face but communicate by means of consult sheets or 
telephone calls. The psychiatrist may resist discussion 
of the therapeutic problems for defensive reasons. The 
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psychologist, too, may have learning problems and re- 
sistances that hamper his or her effectiveness. Com- 
monly, the psychologist is so focused on demonstrat- 
ing diagnostic expertise that he or she fails to appreci- 
ate situations where such expertise is irrelevant. If 
there are resistances on each side, the testing can turn 
into an exercise for confirming the defensive per- 
ceptions of everyone involved, including those of the 
patient, and thereby actually contribute to the diffi- 
culty of the treatment situation. It seems that the more 
both sides can develop a readiness to listen for the la- 
tent reasons behind a referral, the more likely testing 
can turn out to be a genuinely useful consultation. 


Curt P. Richter Prize in Psychoneuroendocrinology 


Through the generosity of the Irish Foundation for Human Development, an annual prize 
has been established for meritorious research in the area of psychoneuroendocrinology. 
The sum of $1,000 will be awarded annually for the best essay or manuscript (original re- 
search or a review article including research) submitted by a scientist or physician under 
35 years of age by January | of the year of the award. The winning paper must be in a 
format suitable for publication in Psychoneuroendocrinology, the journal in which the 
winning paper will be published. The aim of the prize is to encourage younger scientists 
to contribute to this interdisciplinary field. | 


Manuscripts should be submitted in quadruplicate to 


Dr. Fleur L. Strand, Secretary 

International Society of Psychoneuroendocrinology 
Biology Department, New York University 
Washington Square, New York, N.Y. 10003 


All submissions will be screened by a broad committee of established psychoneuroendo- 
crinologists. The deadline for submission is January 2, 1981. 
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The Father’s Parenting Experience in Divorce 


'BY HENRY J, FRIEDMAN, M.D. 





The author discusses the father-child relationship as it 
is influenced by divorce. Psychiatrists are often 
consulted by individuals considering divorce who are 
concerned about its probable impact on their children. 
Data gathered from the treatment of fathers during 
divorce indicate that there can be positive changes in 
their parental bonds as a result of increased 
opportunities to relate to children in a conflict-free 
atmosphere. In such a setting, the father's nurturing 
experience provides him with a new perspective on 
parenting. Psychotherapeutic help can lead to a 
strengthening of parental bonds, with subsequent 
benefits to both father and child. The author 
encourages professionals to support men in improving 
their fathering during the postdivorce period. 





espite the currents of social change, or perhaps 
because of them, the literature on divorce and 
family life has tended to favor conservative and even 
reactionary views about the effects of divorce on child 
development and parental functioning. Many authori- 
ties consider an intact family unquestionably prefer- 
able to separation and divorce (1, 2). Authors who 
conclude their presentations with a cautionary state- 
ment that they are not opposed to divorce as a solution 
to marital conflict still fail to differentiate adequately 
divorce situations wherein optimum personality struc- 
ture in the parents leads to a very different outcome 
than is seen in other divorce situations (3). It is pecul- 
iar that despite our experience with the negative ef- 
fects of persistently conflictual marriages on the devel- 
opment of patients we treat as adults, no attempt has 
been made to identify the potentially positive effects of 
divorce on child-parent relationships. 
The regrettable absence of such an approach is com- 
pounded by a tendency in the psychoanalytic literature 
to underemphasize the father's role in child develop- 
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ment. In a 1973 paper, Burlingham (4) presented mate- 
rial about the role of fathers in the lives of preoedipal 
children. Although she acknowledged a greater pos- 
sible role for the father, she continued to maintain that 
the preferred pattern for development was based on 
predominantly "feminine" mothers and ‘‘masculine”’ 
fathers. Burlingham indicated that blurring of feminine 
and masculine responsibility could lead to a ‘‘decrease 
in variety of experience which might well prove to be a 
loss to the child and show up later in the development 
of a flatter, more uniform and less rich affective life.” 
Furthermore, according to Burlingham, the father's in- 
terest in nurturing a new offspring seemed to be based 
on a pathologic feminine identification and com- 
petitiveness with the mother. 

The purpose of this paper is to discuss the possi- 
bilities of positive effects of divorce on the father's ex- 
perience as a parent. Improvement in the father-child 
relationship is a possible outcome in many divorces, 
particularly if the children are young. Divorce increas- 
es the possibility for an intensified parental bonding 
experience through the father's opportunity to do 
more direct nurturing. I will attempt to present a per- 
spective on the experience of divorce as a possibly 
positive adaptational experience that can give fathers 
the opportunity for increased nurturing experience and 
hence greater intuitive appreciation of their child's 
growth and development. The importance of a nurtur- 
ing relationship for the development of an adequate 
bond between father and child has rarely been ac- 
knowledged, while the emphasis on good mothering as 
a necessity for future health has been a constant 
theme. There is an element of the nurturing experience 
that goes beyond providing the basic requirements for 
the child's development. The importance to the child 
of being nurtured by the father resides in the increased 
attachment of the father to the child and the resultant 
increase in paternal intuition. That later paternal at- 
tachment might be enhanced by fathers having intense 
bodily responsibility for their children in infancy 
seems axiomatic but has not been widely acknowl- 
edged. 

The divorced father faces a crucial choice about his 
involvement with his children. Unfortunately, until re- 
cently custody and visitation arrangements tended to- 
ward minimal paternal involvement. Now that this has 
changed, more fathers are having to face the in- 
tricacies of a parenting role. In this paper I will empha- 
size the role of psychotherapists in helping fathers en- 
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hance their participation with children. I will also dis- 
cuss the sexual confusion, fear, and withdrawal from 
the parental role that often interfere with a father's 
positive adaptational response but can be ameliorated 
by proper clarifications in psychotherapy. 

Psychiatrists are in the unique position of seeing 
parents in various stages of marriage, separation, and 
divorce. Although we see a wide range of disturbed 
reactions, we also observe situations in which there 
can be a strengthening and even improvement of a fa- 
ther's roles in his children's lives. When parents seen 
in individual psychotherapy assert that they are stay- 
ing in a marriage for the children's sake, one often sees 
a pattern in the fathers of overwork, absence from the 
home, and a tendency to give over control of the chil- 
dren to the wife. It is unlikely that high-level intensive 
fathering is occurring in such situations, even though 
there is no overt split between the parents. 

Adult patients who have grown up in homes with 
unhappily married parents almost always report fan- 
tasies and wishes that their parents had separated in 
order to reduce tension and possibly permit a more 
harmionious relationship with each parent. Often this 
picture seems quite compatible with the therapist's 
speculations about what might have happened had a 
divorce actually occurred. 


THE FATHER IN A CONFLICTUAL MARRIAGE 


Burlingham (4) noted that ‘‘during the last and be- 
ginning of this century it was considered unsuitable for 
а father to be openly involved with the infant's care, as 
if taking the maternal role in this respect was undigni- 
fied for a man and betrayed a lack of masculinity.” 
While Burlingham acknowledged some shift from this 
extreme position in the English fathers she observed, 
she was skeptical about the changes apparently occur- 
ring in the liberated upper-middle-class families of the 
United States. In fact, the fathers she described would 
be considered unacceptable as parenting partners in 
marriages between compatible, loving adults in this 
country. Improved family planning and greater equal- 
ity in decision making and in sharing economic bur- 
dens have meant that fathers are no longer remote ''in- 
strumental’’ figures (5). Fathers in the modern intact, 
educated family have a far greater share in the actual 
handling, feeding, bathing, and clothing of the new- 
born infant. Of course, when both parents adhere to a 
strict division of function, the importance of the fa- 


ther's role is delayed and often diminished. However, 


with more women returning to work soon after child- 
birth, sharing (not blurring) of child care responsibili- 
ties has become more the rule than the exception. 

In families where incompatibility of emotional needs 
is reflected in overt or covert conflict, optimum shar- 
ing rarely occurs. Instead one sees some estrangement 
of the father from the newborn child. When marital 
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tensions are chronic, the development of the father- 
child relationship is disturbed. Although few patients 
are in treatment for sufficient time to observe this dete- 
rioration at each stage of the father-child relationship, 
it is possible to reconstruct from male patients at vari- 
ous stages the deviations from optimum parenting 
style. If the conflicts between the parents remain unre- 
solved and the marriage continues, there is a tendency 
for the father to become a shadowy, less significant 
parental figure. 


CASE REPORTS 


Case examples illustrating the nature of the father- 
child relationship in various stages of divorce are pre- 
sented to show that the effects on the child-parent in- 
teraction are not always negative. When the father is 
in analytic psychotherapy or analysis, as were the two 
men described herein, it is possible both to study the 
nature of the father-child interaction and to influence it 
through therapeutic interaction. Of course, the results 
obtained in the cases I will describe are unusual in that 
patients capable of being in intensive therapy often 
have better developed ego capacities for experiencing 
emotion and modifying their interactions with others. 


Case 1. Mr. A, a 35-year-old professional man, entered 
treatment because of marital discord. His wife was spending 
increasing amounts of time away from the home and becom- 
ing involved with younger colleagues from her work. Mr. A 
had responded to his wife's absences from the home, most of 
which were for social activities, with increasing exaspera- 
tion, temper tantrums, and depressive affect. He had, how- 
ever, remained active in his profession and was quite suc- 
cessful despite his personal unhappiness. 

On closer examination, the marriage appeared to have 
been unsatisfactory in many ways before Mrs. A began to 
move away from her husband. She did not admire his consid- 
erable accomplishments and in fact resented the demands of 
his professional life. The couple had two children, ages 8 and 
5 when Mr. A's treatment began. 

As treatment proceeded it became clear that the patient 
was seen by his children as an intrusive, frightening, and un- 
pleasant individual, a perception that had much basis in their 
interactions with him. Mr. A worked long hours and was sel- 
dom at home. He often returned to be faced with the chil- 
dren's fighting or uncooperative behavior. He tended to 
blow up at the children and yell at them for their in- 
adequacies. Mr. A seldom took the time to understand the 
complexity of his interactions and often displaced his anger 
from his wife to the children. As a result, he seldom had a 
pleasant interaction with the children. Although he was sen- 
timental about them, it seemed unlikely that there could be 
much basis for actual positive feeling on their part. The chil- 
dren gave many indications that they were content with their 
father's absences from the home. 

In treatment Mr. A's attention was drawn to the basic na- 
ture of his interaction with the children, which focused on 
irritability and harassment rather than understanding and 
caring. Even when the marital discord decreased, Mr. A's 
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relationship with the children remained vaguely troubled. He 
could not understand their ‘‘childish’’ responses to each oth- 
er, their "dawdling," and their frequent tearfulness. 

Eventually Mr. A decided to end his marriage. At the time 
of separation hedid not have much feeling about leaving his 
children; he seemed more like a single man looking forward 
to a life of freedom. However, on the therapist's urging, Mr. 
A declined job offers in other cites and took up residence 
within walking distance of the family home. He spent time 
investigating private schools for one of his daughters and 
eventually arranged for her to attend a school much better 
suited to her developmental needs. 

The children began to be more real for Mr. A as he faced 
taking care of them on his own without the interference of 
his conflict with his wife. He realized that in the past his 
attention to the children’s problems had often led to argu- 
ments with his wife, so he never saw his interventions and 
interactions with them through to a successful conclusion. 
He could now experience his emotional needs for closeness 
with his children. The therapy has continued, with evidence 
that a real parent-child relationship is developing. 


Case 2. Mr. B's history is presented to show the fallacy of 
assuming that a father's continued presence in the home, de- 
spite severe marital conflict, is helpful in developing an ade- 
quate father-child relationship. As is often true in divorce, 
one spouse (the wife in this case) had a subtle but severe 
pathology. 

Mr. B was an administrator in his late 40s who sought 
treatment for chronic depression, work inhibition and inef- 
fectiveness, and distress related to his recent loss of another 
important position. The patient felt that he often failed to 
accomplish important work tasks despite direct pressures, 
and he had in fact been fired for this reason. He expressed 
his feelings about his failure primarily in terms of disappoint- 
ing his wife. Although Mr. B described her as an excellent 
wife, she did not meet what would ordinarily be considered 
the standards of reasonable companionship. Mrs. B was 
chronically angry and depressed and blamed the patient for 
her distressed state. 

The couple had two children who were adolescents at the 
time of the treatment. Mr. B had no relationship at all with 
the children, who had formed an almost symbiotic bond with 
their mother. Although Mr. B said he got along better with 
his older daughter, she seemed extremely narcissistic in her 
relationship to him, not caring much about his wants or 
needs. The younger daughter was heavily allied with her 
mother; Mr. B said she shared her mother's every whim and 
was concerned exclusively with her comfort and needs 
rather than those of her father. As the patient began to re- 
flect on his relationship with his children, his sadness was 
intense. He had always been aware of some marital unhappi- 
ness, but he had felt certain that he must remain in the mar- 
riage for the children's sake. When he had worked through 
his feelings about his relationship with his children suffi- 
ciently, Mr. B felt able to leave his wife and to give up the 
illusion of a satisfactory relationship with his children. 

The effects of the separation seemed largely positive, 
within the confines imposed by the established preference of 
the children for their mother. However, for the first time Mr. 
B can see some positive aspects in his relationship with both 
children as they are forced to develop some relationship as 
individuals. * 
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EARLY DIVORCE AS A MODE OF CONFLICT 
RESOLUTION 


If in a disturbed couple the father tends to withdraw 
or is excluded by the mother, one can hypothesize that 
the normal attachment process of father to child or 
child to father will be hampered. Divorced fathers who 
take complete care of their infant offspring, at least on 
a part-time basis, have a special opportunity to experi- 
ence the child in an :ntimate setting. Men in conflictual 
marriages, and possibly in most ma-ital relationships, 
may view their relative passivity in regard to using 
their full capacity as nurturing, caring figures.as a rea- 
sonable response to their children. Although some at- 
tention has been paid to the need for men’s liberation 
from rigid role models, this has not teen done with the 
same intensity or ferment that has attended the reex- 
amination of the woman's role. However, there is 
some indication from social observation that many fa- 
thers are becoming more aware of their children emo- 
tionally, particularly of the importance to their narcis- 
sism of their children's caring responses. The father 
involved in separation and divorce o:ten reports a new 
awareness of the joys of child care. Fathers who might 
have bathed, fed, and comforted their children only on 
occasion within the marriage may find themselves 
doing such things regularly, with very positive results. 
Orthner and associates (6), in their study of fathers 
with exclusive custody, reported thet ‘‘if there is one 
most impressive conzlusion we can make from our in- 
terviews with these single parent fathers it is this: 
These fathers feel quite capable and successful in their 
ability to be the pr.mary parent of their children."' 
These researchers were clearly surprised by their find- 
ing that fathers did quite well tending to their children 
on their own. 


FACTORS IN A FATHER'S POSITIVE 
ADJUSTMENT TO DIVORCE 


Although fathers in the United States may hold, 
handle, bathe, and feed their children during the first 
year of life—serving as perfectly acceptable alterna- 
tive caretakers—this is often done only on rare occa- 
sions and as a "favor" to the mother. There is often no 
necessity for the father to exercise his potential for 
caretaking in the intact family. Waen the mother 
works, caretaking may be relegated t» another family 
member or to a paid caretaker. 

In severely conflicted marriages, »regnancies and 
births still occur. The birth of a child may increase the 
marital estrangement, but it is fairly unusual for sepa- 
rations and divorce to occur when there are children 
under 1 year of age. There are several probable causes 
for this fact. First, even in difficult marriages, a preg- 
nancy may be an attempt to forestall an actual break. 
After the birth of the infant, the mother's physical 
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: needs and vulnerability may delay a separation 
through a combination of both neurotic and reality fac- 
tors. Possibilities of separation increase during the 
child's second year of life. If it is hypothesized that 

‘direct care of the infant increases the father's attach- 
ment, then this may be an optimal time for the change 
to occur. When children are older, the opportunities 
for increased intensity of attachment are limited by 
family. alliances (usually stronger to the mother) that 
have formed during the earlier years. Further, the old- 
er child is at a developmental stage in which his or her 
energies are directed away from the primary object in 
general. The newly divorced or separated father with a 
child under 2 years of age or several children under 5 
years of age faces his own developmental challenge as 
well as an opportunity to expand his experience of his 
children. In cases of later separation the father may be 
able to separate himself from a morass of strife that 
‘has prevented him from conveying to his child a clear 
image of who he is and to receive from the child a rela- 
tively uncontaminated response that depends on ade- 
quate separation from the mother. 

The challenge of single fathers revolves around an 
issue of sexual role identity. Lerner (7) has noted that 
sexual role stereotypes are more adaptive for individ- 
uals whose sexual identity is weak or brittle. The man 
who can do nothing that is identified culturally as femi- 
nine and the woman who cannot engage in any activi- 
ties commonly identified as masculine represent, ac- 
cording to Lerner (7), the less healthy end of the sex- 
ual identity spectrum. Men who adhere rigidly to 
narrow, demanding views of masculinity are unable to 
take advantage of the opportunity of being a ‘‘sepa- 
rate" parent. These men tend to withdraw from their 
children or see them very little for a period after the 
separation. This withdrawal may persist until the chil- 
dren have reached an age where they no longer require 
"maternal" care. Unfortunately, such men often view 
psychotherapy as threatening to their masculinity and 
avoid treatment as something unacceptable to their 
view of themselves as men. Men burdened with this 
machismo syndrome, which consists of rigid adher- 
ence to a narrow set of. male characteristics and an in- 
sistence that certain activities are exclusively mascu- 
line or feminine, are often forced into quickly finding a 
new woman to depend on. The dependency is ex- 
pressed in terms of activities that ‘‘must’’ be done by 
women (cooking, cleaning, arranging a social calen- 
dar, doing the laundry), not in terms of closeness to 
another person. Since there are so many single and di- 
vorced women in our culture, men with such needs 
often find a female replacement for the lost, discarded, 
or rejecting wife quickly. This woman is then used as 
the new caretaker for any small children during peri- 
ods of visitation. | І 

The centrality of a flexible sexual identity for single 
fathers cannot be overestimated. Only with such flexi- 
bility is a new form of male parenting related to the 
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divorce experience possible (8, 9). It is curious that 
our profession has shown so little concern about this 
concept. In their book on part-time fathers, Atkin and 
Rubin (10) described their method of helping fathers 
adjust to the arduous task of being with*their children. 
They try to teach fathers how to be comfortable with 
children for whom they must care during visitation pe- 
riods. It is clear from the authors’ examples that they 
deal largely with men who have had little experience 
with the requirements and joys of maintaining a house 
and feeding and clothing small children. In my clinical 
experience men are not always so rigid and often have 
started on their own to achieve the special relationship 
that can occur when a father cares directly and exclu- 
sively for his child. Current custody practices are such 
that it is still rare for a father to obtain exclusive cus- 
tody of small children unless the mother refuses cus- 
tody or is declared unfit. On the other hand, men are 
increasingly asking for and obtaining joint custody ora 
much greater level of visitation. A concerned father 
may see his child for two or three days a week, often on 
weekends, during which time he is responsible for the 
physical care, entertainment, and understanding of the 


-child. Contrary to what might be expected, if separa- 


tion experiences are early and consistent, the young 
child usually makes an intense and satisfactory attach- 
ment to the father. The father who is open to and un- 
threatened by the nurturing role begins to experience 
what have been described as maternal feelings. The 
‘‘in-tuneness’’ of the good mother becomes а part of 
his ego capacities. It is difficult to describe a man’s 
discovery that his nurturing capacities are greater than 
he had anticipated. Furthermore, this intricate and in- 
tense understanding of the child is something that 
"normal'' fathers may persistently lack. 

Divorced fathers who have an opportunity to live 


with their children as caretaking parents rather than 


Sunday afternoon baby-sitters also report that their 
sense of loss and alienation as a result of the divorce 
has been lessened. They describe a different and far 
less intense or absent experience of loss resulting from 
this experience with their children. Many of these men 
report great pleasure with the parenting experience 
and voice regret that they did not have this experience 
sooner. 

The importance of this new form of attachment for 
men lies in sharing an intensity of experience that was 
largely the domain of mothers in the past. This has to 
do not only with socially conditioned patterns of par- 
enting but with the fact that the early symbiotic union 
is a basis for empathic understanding of subsequent 
childhood development. The father who knows his 
young child is more inclined to be aware of the phase- 
specific problems and conflicts of each developmental 
stage and, later, to recognize the child’s transition in 
latency to a more adult sensibility. Awareness of the 
child’s personhood is intensified, and the special na- 
ture of the father-child unit is increased. This special 
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quality deserves further consideration. The divorced 
father who has had considerable contact with his child 
thinks and feels more like a traditional mother, who is 
never far from including the child in some wav in her 
emotional lifé. Fathers—and mothers—fantasize about 
the child’s inclusion at a social event, on a trip, or 
on summer vacation. Furthermore, there is beginning 
to be support in the social milieu for the importance of 
the father-child relationship. Friends and relatives ask 
about the child by name, and schools have started to 
include. the father in a much more direct and meaning- 
ful way. 

Of course, parenting is never free from ambiva- 
lence, and one experience of the father as exclusive 
parent is an awareness of the extremes of love and 
frustration with the child. The ''maternalization"" of 
the father creates a new psychological experience for 
both parent and child. The father also achieves a kind 
of indestructibility as an object. There is less risk of 
postdivorce withdrawal by the father and of his gradu- 
al exclusion from the child's life. Even when the 
mother is hostile to the father, his loving, caring, and 
limit-setting involvement with the child prevents his 
becoming a shadowy figure who may be fantasized 
about but not experienced fully. Children who have 
lived part-time with their fathers and have been cared 
for by them directly cannot fail to identify with the fa- 
ther's real characteristics and understand them better. 


IMPLICATIONS FOR CLINICAL PRACTICE 


It is important that psychiatrists recognize the po- 
tential of early separation and divorce in facilitating 
fáther-child attachments. People who otherwise might 
not consult psychiatrists and psychiatric ‘social work- 
ers do so in the face of deteriorating and possibly lost 
marriages. Psychiatrists, like anyone else, are subject 
to time-honored prejudices that are viewed as facts. 
Many do not believe in divorce and assert that it is 
always detrimental to the children. Of course, many 
situations deviate from the ideal described in this pa- 
per, but it is useful for psychiatrists to have a guideline 
for these positive effects of separation and divorce. It 
is obvious that if separation and divorce lead to the 
father's abandoning the family—literally or figur- 
atively —detrimental effects are far more likely. By 
stressing the positive effect of attachment-bonding for 
the father, one can emphasize the inadequacy of 
stereotypic thinking about human experience. 

It is undeniable that divorce can cause hardship for 
children and parents, but this is not inevitable. In clini- 
cal practice it will increasingly become psychiatrists’ 
responsibility to help divorced (or separated) men and 
women to cope with their new status. Recognition of 
the father’s potential as an adequate caretaker is es- 
sential for the helping person. In addition, it is often 
necessary that the mother be given the opportunity to 
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recognize, over time, the father's importance to the 
children. Even reasonably healthy women tend to un- 
derestimate the importance of fathers as nurturing fig- 
ures. Fathers are often viewed as providers, as per- 
formers of chores, or as representatives of authority 
and the “real world.” In the optimum postdivorce sit- 
uation the mother has increasing aad regular opportu- 
nities to see the child's importance to the father and 
the father's importance to the child. All but the most 
retaliatory and sadistic women will learn to view the 
father as a positive factor in the ckild’s life. . 

Professionals who treat separated or divorced fa- 
thers need to recognize the importance of supporting 
the father's continued interest in and interaction with 
his children. In particular, men should be helped to 
recognize and feel comfortable with their so-called ma- 
ternal or feminine side. To achieve this, it is essential 
that periods of visitation or shared custody be ade- 
quate for the child and the father tc achieve a true at- 
tachment to each other. This assertion is contrary to 
the position of Goldstein and associates (11), which 
advocates the need for an intense ettachment to only 
one parent. Those authors believe that the mini- 
mization of conflict between parents takes precedence 
over all else. 

A shared basic attachment enables a child to identify 
with and introject parental qualities from the father as 
well as the mother. The loss to chilcren whose fathers 
are excluded from the developmental matrix canno: be 
assessed only in terms of a narcissistic injury leading 
to depression in the child. The loss cf intzojected stan- 
dards, qualities, and characteristics is of equal impor- 
tance. Psychoanalysts have been slow in recognizing 
the significance of social change and social role modifi- 
cation as positive factors. There has been a marked 
tendency to suspect the worst in terms of outcome and 
in terms of the unconscious motivations of the male 
parent who wants to truly care for his offspring. 

We must ask ourselves whether the concept of role 
confusion is not based on sexist assumptions. The dif- 
ferences between mothers and fathers that are signifi- 
cant to children are not related to the kind of work, 
taste, sensibilities, or dress that either possesses: they 
are genital differences, which a child must. come to ap- 
preciate and integrate. An in-depth approach to deval- 
opment should lead to the conclusion that superficial 
interests or activities do not determine gender identity. 

This paper has stressed the potent:al positive effect 
of separate caring experiences for fathers. It should эе 
added that truly shared caretaking in intact homes also 
is likely to strengthen the father-child bond and aid tne 
development of a separate relationship, thus improv- 
ing adjustment for all of those involved in the process. 
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The authors treated 18 rigorously diagnosed 
depressed patients with amitriptyline after baseline 
urine samples were collected for the measurement of 
3-methoxy-4-hydroxyphenylglycol (MHPG). Neither 
age nor severity of depression before treatment 
correlated with MHPG excretion. There was also no 
significant correlation between baseline MHPG 
excretion and clinical response at the end of at least 25 
days’ treatment with amitriptyline. The authors 
discuss the relevance of amitriptyline and nortriptyline 
plasma levels to MHPG and the noradrenergic! 
serotonergic theories of depression. 





n recent years several different attempts have been 
made to develop laboratory tests that might predict 


the response of depressed patients to various tricyclic . 


antidepressants. One approach has been to measure 
urinary excretion of 3-methoxy-4-hydroxyphenylgly- 
col (MHPG). MHPG is believed to be the principal me- 
tabolite of central nervous system norepinephrine (1, 
2). It was originally studied to test the hypothesis that 
depression in humans is associated with a deficiency of 
catecholamines in the CNS (3, 4). Subsequent investi- 
gators used MHPG levels to differentiate subtypes of 
depression (2, 5, 6). Further investigation suggested 
that the excretion of MHPG might predict the re- 
sponse of depressed patients to different antidepres- 
sants (7-12). 

In 1972 Maas and associates (7) reported on the rela- 
tionship between urinary MHPG and response to two 
different antidepressants. In the first group of 12 pa- 
tients treated with either imipramine or desmethyli- 
mipramine, the group of responders excreted smaller 
amounts of MHPG than did the group of non- 
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responders. These ündings were replicated in a second 
series of 16 patients who were all treated with imipra- 
mine. In 1974 Maas and associates (8) summarized 
these data and noted that 8 of 8 de»ressed female pa- 
tients with MHPG excretion of less than 1000 4g/24 
hours responded to imipramine or desmethylimipra- 
mine. In 1975 Beckmann and Goodwin (9) replicated 
this work using 23 unipolar patients treated with 
imipramine. They reported that 9 "unequivocal re- 
sponders" to imipramine had significantly lower 
MHPG excretion than 7 ‘‘unequivocal nonrespond- 
ers" and that there was no overlap between the two 
groups. Although these data are impressive, there is 
one small study with contradictory results. Shopsin 
and associates (10) reported that 3 depressed women 
who had urinary MHPG values within the normal 
range nevertheless responded to imipramine. The rea- 
son for this discrepancy is unclear. 

The relationship between MHPG excretion and re- 
sponse to amitriptyline has not been as extensively 
studied. In 1973 Schildkraut (11) reported that of 6 pa- 


tients treated with amitriptyline, the 3 with the lowest 


MHPG values failed to respond to the drug, while the 3 
patients with the highest values did respond. How- 
ever, the 2 patients with the lowest values were diag- 
nosed as bipolar. This confounds the results because 
bipolar depressed patients have consistently been 
found to have low MHPG excretion (2, 5, 6). In 1975 
Beckmann and Goodwin (9) avoided this criticism by 
reporting results from a group of 16 unipolar patients 
treated with amitriptyline. They described 4 subjects 
who were ‘‘unequivocal responders" to amitriptyline 
and 4 who were ‘‘unequivocal nonresponders." The 
responders excreted significantly hizher amounts of 
MHPG than did the nonresponders, and there was no 
overlap between the two groups. Sacchetti and associ- 
ates (12) reported that 4 of 5 unipolar men, including 2 
with very low MHPG values, responded to amitripty- 
line. Thus, the relationship between MHPG excretion 
and response to amitriptyline is less clear than that be- 
tween MHPG excretion and imipramine. 

Based on the above findings and other work, it has 
been proposed that there may be two biochemically 
definable types of depression, which have been called 
Group A and Group B (13, 14). Group A patients are 
characterized by low pretreatment MHPG excretion, a. 
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favorable response to imipramine or desmethylimipra- 
: mine, an elevation in mood after a trial with dextroam- 
phetamine; and a failure to respond to amitriptyline. 
Based on these observations, Maas has suggested that 
Group A patients have a depression associated with an 
alteration in the noradrenergic system. Group B pa- 
tients are characterized by normal to high pre- 
treatment urinary excretion of MHPG, a favorable re- 
sponse to amitriptyline, a lack of mood change during 
a trial with dextroamphetamine, and a failure to re- 
spond to imipramine. Maas has proposed that Group B 
patients have an abnormality associated with the sero- 
tonergic system (14). However, as he noted, there is at 
least one potential flaw in this method of classification. 
Although amitriptyline is probably not an effective 
blocker of norepinephrine uptake, its metabolite nor- 
triptyline is (14). Consequently, patients who have low 
pretreatment MHPG excretion and thus presumably 
have a depression associated with a deficiency of the 
noradrenergic system should be nonresponders to 
amitriptyline unless their plasma nortriptyline level is 
in the therapeutic range. If their nortriptyline level 
falls within the therapeutic range, they should be re- 
sponders. To the best of our knowledge, no one has 
attempted to test the noradrenergic/serotonergic theo- 
ries of depression in this manner. 

The first purpose of this study, therefore, was to at- 
tempt to replicate earlier studies which suggested that 
high baseline urinary excretion of MHPG predicted a 
favorable response to amitriptyline. The second pur- 
pose was to test the noradrenergic/serotonergic theo- 
ries of depression by measuring plasma nortriptyline 
levels in patients who had low MHPG excretion and 
had received an adequate trial of nortriptyline. 


METHOD 


All subjects were inpatients on the clinical research 
unit at Western Psychiatric Institute and Clinic. At the 
time of admission patients were given a traditional 
psychiatric interview and a complete physical exami- 
nation. During the subsequent 2-week drug-free peri- 
od, they underwent a variety of routine laboratory 
tests including thyroid function tests, an EEG, and any 
other tests indicated based on their history and phys- 
ical examination. Any patient who was found to have a 
medical illness affecting the CNS was excluded from 
the study. All patients gave informed consent. 

At the end of the 2-week drug-free period, the 
Schedule for Affective Disorders and Schizophrenia 
(SADS) (15) was completed using information from the 
initial interview, case records, collateral information 
from relatives, observation on the University of Pitts- 
burgh and Western Psychiatric Institute and Clinic 
Clinical Research Unit, and a second interview with 
each patient. The SADS is a structured research inter- 
view that collects information necessary to make diag- 
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noses using the Research Diagnostic Criteria (RDC) 
(16). For inclusion in the study the patients had to 
meet the RDC for major depressive disorder, primary, 
unipolar, and endogenous subtypes. In addition, they 
could not meet the criteria for the psyclfotic subtype. 
The severity of depression was measured by the Ham- 
ilton Rating Scale (HRS), using the sum of two raters 


on the 17-item HRS (17). Patients entered the study if 


the combined HRS score for two raters was 28 or 
more. They were subsequently rated twice weekly us- 
ing the HRS. The patients were then given placebo 


.tablets four times a day for 5-7 days. Amitriptyline 


was gradually substituted for the placebo tablets until 
the daily dose reached 200 mg per day. All patients 
received amitriptyline for a minimum of 25 days of 
treatment, and for at least the last 14 days they re- 
ceived 200 mg per day. 

During the placebo period, at least two 24-hour 
urine samples were collected and aliquots were frozen 
at —20° C. MHPG was subsequently measured using 
the methods of Dekirmenjian and Maas (18). Creati- 
nine was measured using an automated method based 
on the Folin and Wu procedure (19). Urine collections 
were considered complete only if the 24-hour creati- 
nine excretion exceeded 1400 mg or 20 mg/kg for men 
and 1000 mg or 15 mg/kg for women. These values 
were chosen because they were approximately one 
standard deviation below the mean values reported in 
several studies (20-22). Theoretically, these values 
would exclude only approximately 16% of the urine . 
samples which were in fact complete. This was consid- 
ered a reasonable rate to accept to ensure that the 
MHPG values were not skewed downward by the in- 
clusion of incomplete collections. Blood collection and 
preparation for measurement of plasma levels of ami- 
triptyline and nortriptyline were done as previously 
described (23). Levels of significance were determined 
using Pearson's product-moment correlation (24). 


RESULTS 


Eighteen patients (5 men and 13 women) had at least 
two complete 24-hour urine collections during the 
drug-free period and received an adequate trial of 
amitriptyline. Their data are shown in table 1. The 
MHPG values ranged from 725 to 3906 ug/day (mean 
+SD=2148+822 ug/day). There was no significant 
correlation between age and MHPG excretion (r=.09) 
or between Hamilton scores before treatment with 
amitriptyline levels and MHPG excretion (r=.10). The 
baseline MHPG values were plotted against the final 
Hamilton scores in figure 1. No significant correlation 
was observed between MHPG and final Hamilton 
scores (r=.10). There was also no significant correla- 
tion between MHPG excretion/creatinine excretion 


апа final Hamilton scores (r=.01). There were 6 clear- 


cut amitriptyline responders (final Hamilton score of 
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TABLE 1 
Urindxy MHPG, Plasma Amitriptyline and Nortriptyline Levels, and Hamilton Rating Scale Scores for 18 Depressed Райегіѕ 
Age MHPG MHPOlCrestnine Hamilton Scale Score Amitriptyline Nortriptyline 
' Patient ____(угаг) (ug/24 hours) (ratio) Initial Final? (ng/ml)? (ng/ml)? 
1 18 725 .66 28 16 150 202 
2 36 990 .89 52 2 66 69 
3 36 1005 .65 38 18 93 68 
‚ 4 23 1649 1.78 43 18 98 51 
5 34 1793 1.59 30 6 105 126 
6 37 1817 1.79 38 12 136 135 
7 53 1834 1.85 31 22 115 174 
8 36 1868 1.77 38 4 79 17 
9 30 1957 1.26 30 30 119 115 
10 58 2205 1.15 32 28 218 190 
11 27 2295 1.96 40 16 311 221 
12 39 2352 1.64 48 16 79 48 
13 48 2367 3.19 40 I9 97 72 
14 28 2775 1.64 48 42 89 48 
15 30 2791 1.16 | 30 22 121 158 
16 35 3144 2.62 34 12 — — 
17 27 3198 1.65 46 20 229 152 
18 36 3906 1.46 38 2 72 49 





3 Values were obtained at the end of 25 days of treatment with amitriptyline. 


FIGURE 1 
Baseline MHPG Values and the Final Hamilton Rating Scale Score for 
18 Depressed Patients 
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12 or less), and the MHPG excretion (mean+SD) in 
these patients was 2253+ 1065 ug/day. There were also 
6 clear-cut nonresponders (final Hamilton score of 20 
or more), and the mean MHPG excretion in this group 
was 2460+541 ug/day. 

Table 1 shows the plasma amitriptyline levels at the 
end of 25 days of treatment with amitriptyline. The 
plasma level of amitriptyline that is effective to block 
the serotonergic system is unknown. However, if pa- 
tients with a normal or high MHPG excretion have a 
depression associated with the serotonergic system, 
one would expect some correlation between plasma 
amitriptyline level.and final Hamilton score. Normal 








MHPG excretion is approximately 1400-1600 ug/cay 
(25-29). In the present study 14 patients had MH?G 
excretion greater then 1600 ug/day; their plasma ami- 
triptyline levels were determined. There was no signif- 
icant correlation between final Hamilton scores and 
plasma amitriptyline levels (r=.15). This correlation 
would not be significant even if only the 8 patients with 
MHPG excretion greater than 2000 wg/day (and. w:th 
plasma amitriptyline levels determined) were eval- 
uated (r— —.45). 

Table 1 also shows the plasma nortriptyline levels 
after 25 days of treatment with amitriptyl:ne. Of the 3 
patients with low MHPG values, 2 had plasma псг- 
triptyline levels between 50 and 150 ng/ml. One patient 
was a clear-cut responder and one was a partial re- 
sponder (final Hamilton score of less than 20 but тоге 
than 12). One patient had a nortriptyline plasma level 
of 202 ng/ml and was a partial responder. 


DISCUSSION 


The major purpose of this study was to test the hy- 
pothesis that high baseline urinary excretion of MHPG 
correlates with a favorable response to amitriptyline. 
Our data do not support this hypothesis. Of the 6 pz- 
tients in our sample with the highest MHPG values, 
only 2 responded to amitriptyline. In the whole sample 
of 18 patients, there was no correlation between base- 
line MHPG excretion and final Hamilton score. Cor- 
recting the data for the daily creatinine excretion did 
not improve the correlation. À comparison of the un- 
equivocal responders (final Hamilton score of 12 or 
less) and the unequivozal nonresponders (final Hamil- 
ton score of 20 or morz) also was not helpful. In fact, 
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the responders had a lower mean excretion of MHPG 
than did the nonresponders, although the difference 
was not statistically significant. The data were also ex- 
amined using several other statistical approaches, with 
nonsignificant results. 


The reasons for our not finding a correlation be- - 


tween MHPG excretion and response to amitriptyline 
are not clear. Diagnostically, our patients were well 
defined and relatively homogeneous. Our criteria for 
excluding urine samples because they may have been 
incomplete were more stringent than those of most 
other studies. This probably explains why the patients’ 
mean MHPG excretion was comparatively high. One 
possible explanation is that in spite of adequate oral 
doses, some of the patients did not receive enough 
amitriptyline. However, the measurement of amitrip- 
tyline plasma levels allowed us to control for this vari- 
able, and that did not explain the lack of correlation. In 


addition, the majority of our subjects were routine ad- - 


missions from the emergency room, and only 4 had 
had a reasonable prior trial of amitriptyline (patients 
12, 13, 14, and 16). Consequently, most of our patients 
represented fairly typical cases of depression. At any 
rate, on the basis of our data, one must conclude that 
there are patients with normal or high baseline MHPG 
excretion who fail to respond to amitriptyline in spite 
of an adequate trial. 

The interpretation of our data regarding plasma nor- 
triptyline levels, baseline MHPG excretion, and re- 
sponse to amitriptyline in the context of the proposed 
noradrenergic/serotonergic theories of depression is 
less conclusive because only 3 of our patients had low 
MHPG excretion. One hypothesis relevant to this 
study is that depressed patients who excrete low base- 
line MHPG may have a depression associated with a 
deficiency of CNS norepinephrine. Although amitrip- 
tyline is not an effective blocker of the reuptake of nor- 
epinephrine, nortriptyline is. Consequently, patients 
who excrete low baseline MHPG should not respond 
to amitriptyline unless their plasma nortriptyline level 
is within the therapeutic range (14). Although there is 
some question about the upper limits, a reasonable es- 
timate of this range is 50-150 ng/ml (30-33). Of the 3 
patients in our study with low MHPG values, 2 had 
nortriptyline values within this range (see table 1). As 
noted previously, one of those was a responder and 
the other a partial responder. Sacchetti and associates 
(12) have also reported on patients with low MHPG 
excretion who responded to amitriptyline. In a sample 
of 5 subjects, 3 had low MHPG excretion and 2 of 
these 3 responded to amitriptyline. Sacchetti and asso- 
ciates' data could be used as an argument against the 
noradrenergic theory of depression. However, our 
data suggest that this apparent discrepancy may be ex- 
plained by the noradrenergic blocking effect of nor- 
triptyline. Further study in this area is indicated, and 
obviously plasma tricyclic antidepressant levels 
should be measured. 
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The Physical Examination in Office Practice 


BY WILLIAM H. ANDERSON, M.D. 





Physical illness may first declare itself as a 
disiurbance in thinking, mood, or behavior. 
Recognition of physical disorders is enhanced by 
informed use of the relevant procedures of physical 
examination. Objections to physical examination are 
based on the assumptions that it is overly time- 
consuming, is psychotherapeutically contraindicated, 
or requires unusual skill, but observation and 
minimally intrusive procedures can provide much 
information that may exclude emergent organic 
conditions. Different patients, illnesses, and settings 
require different ievels of examination; the author 
describes the appropriate procedure for psychotic 
patients, substance abusers, patients taking ` 
psychotropic medications, and other patients. 





onvincing evidence now exists that physical ill- 
СЕ may first assert itself as a disturbance in 
thinking, mood, or behavior (1-3). Early recognition of 
such conditions is imperative in order that effective 
treatment begin before complications supervene. As 
hyperspecialty medicine continues to be a pre- 
dominant mode of care delivery, the psychiatrist is 
called on to recognize and sometimes to treat these 
conditions. It is possible that the. internist may not 
have special skill in this area and may ascribe such 
disturbances to psychological causes. 

The physical examination supplies data for the logi- 
cal process of differential diagnosis. It is a procedure 
that must be congruent with the clinical situation. The 
diagnostic process generates hypotheses from the pa- 
tient's history (4), attempts to support these hypothe- 
ses by observation, examination, and laboratory find- 
ings, and orders the winnowed hypotheses according 
to the extent of critical need for action (5). Of the plau- 
sible diagnostic hypotheses, the one that leads to a 
specific effective treatment should be entertained first. 

When we replace the concept of physical examina- 
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tion as ritual with the concept of hypothesis con- 
firmation, the usual objections to such procedures can 
be seen in perspective. All patients thus require a 
“physical examination,” but the specific content must 
be a variable set of procedures that depend on the clin- 


‘ical context. If we are told by another physician that 


*'the physical examination is negative" for a psychotic 
patient, this is not highly informative, as we are un- 
aware of the physician’s opinion as to which observa- 
tions are relevant to the differential diagnostic ques- 
tions involved. If we are told that the temperature is 
37° C, the pulse is 84, the pupils are equal and reactive 
at 3 mm and there is no diaphoresis, we have some 
useful information which helps us to rank our diagnos- 
tic hypotheses in a rational order of plausibility. 

The- general problem, therefore, is to erect a hier- 


‚ archy of examination techniques that identify serious 


conditions when present and yet do not subject the pa- 
tient to an involved ritual of low-yield procedures. 
This may be accomplished by having one physical ex- 
amination procedure for psychotic patients, one for 
possible substance abusers, one for those taking psy- 
chotropic medications, and one for all others. I will 
consider each of these groups separately. 

Five reasons have been advanced for psychiatrists’ 
avoidance of physical examinations (6-7). Most of 
these have grown out of the implicit assumption that 
the physical examination is a single standard proce- 
dure. To the contrary, since its purpose is to confirm 
or refute specific diagnostic hypotheses generated by 
the patient’s history, the proper physical examination 
ought to have different areas of emphasis depending on 
the illness and situation. It will surprise no one that a 
cardiologist and an ophthalmologist will have greatly 
different skills, yet each is capable of performing the 
relevant areas of a physical evaluation. In the case of 
the psychiatrist, the relevant skills include the mental 
status examination and all other procedures and obser- 
vations that discriminate between organic brain syn- 
dromes and functional conditions. 


OBJECTIONS TO PHYSICAL EXAMINATIONS 

1. Other physicians have greater skill in performing 
physical examinations. Surely the cardiologist is more 
astute at detecting heart murmurs, but this skill is not 
pertinent to the psychiatrist’s task. No physician will 
have more skill than the psychiafrist at taking the 
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nd ee pulse, or temperature, noting move- 
menMdisorders, or observing signs of autonomic dys- 
function. It is likely that an internist will have less skill 
‘in certain of these critical areas than the psychiatrist, 
who sees maify more patients who have subtle extra- 
pyramidal and autonomic disturbances secondary to 
treatment with psychotropic drugs. 

2. It is impractical in office practice to have the pa- 
tient disrobe. This is true, yet for the relevant observa- 
tions and procedures disrobing is most often unneces- 
sary. 

3. The physical examination gives a low yield of 
positive findings. The truth or falsity of this statement 
depends on the patient and circumstances. For the 
healthy outpatient it is usually true, but for an elderly 
psychotic patient in the emergency room it is usually 
false. 

4. The performance of a ТРА examination poses 
unmanageable transference and countertransference 
problems. If this formulation is ever true, it applies on- 
ly to those patients and psychiatrists who are currently 
involved together in psychoanalytic psychotherapy. 
This is a subset of psychiatric intervention for which 
diagnosis is not pertinent. 

5. Performing a physical examination would expose 
the psychiatrist to risk of malpractice litigation. Surely 
the reverse is true. To look for a significant abnormal- 
ity and not find it is clearly more defensible than to 
avoid looking altogether. As physicians responsible 
for the patient's care, we are obligated to have direct 
knowledge of those physical findings which are related 
to the disturbance at hand. 


PHYSICAL EXAMINATION 
OF PATIENTS 


FOR COMMON TYPES 


Psychotic Patients 


Patients with psychosis, especially in its acute 
forms, require that careful atterition be paid to certain 
physical findings in order to exclude the variety of 
medical conditions which may resemble manic-depres- 
sive disease or schizophrenia. Careful history and lab- 
oratory examination are also invaluable and are dis- 
cussed elsewhere (8). | 

The relevant aspects of physical examination for 
psychotic patients are neither intrusive nor time-con- 
suming. Most often they can be accomplished by the 


clinician's deft, firm, and gentle manner. Examination. 


can usually take place without resorting to antipsy- 
chotic drugs before diagnosis; for very agitated pa- 
tients this ideal is not always practical. In such cases a 
small dose of high-potency antipsychotic drug (e.g., 5 
mg of haloperidol) may be injected to facilitate the ex- 
amination. 

There are many possible medical causes of a psy- 
chotic syndrome (9). In office practice it is generally 
not practical to exclude them all. It is therefore neces- 
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sary to order the index of suspicion such that the most 
serious possible causes are considered first. Fortu- 
nately these are few in number and most often dis- 
cernible by brief examination: 

1. Infectious diseases. In cases of meningitis and. 


encephalitis fever, headache, and pain on neck flexion 


are important to identify. Systemic infections such as 
subacute bacterial endocarditis cause fever and tachy- 
cardia. 

2. Toxic conditions. Poisoning by tricyclic antide- 
pressants or other anticholinergic agents may be rec- 
ognized by tachycardia, fixed dilated pupils, flushed 
dry skin, and diminished bowel sounds. Delirium 
tremens (sedative withdrawal syndrome) is сһагасівг- 
ized by tremor, hyperreflexia, diaphoresis, fever, my- 
driasis, and tachycardia. 

3. Metabolic and endocrine disorders. Hypoglyce- 
mia is suggested by diaphoresis and tachycardia, 
éspecially in an insulin-dependent diabetic. Cerebral 
hypoxia is suggested by history оЁ cardiopulmonary 
disease with changes in vital signs. Wernicke’s en- 
cephalopathy may be recognized by confusion, nys- 
tagmus, ataxia, and ophthalmoplegia. Thyrotoxicosis 
is suggested by enlarged thyroid, tachycardia exoph- 
thalmus, and diaphoresis. - 

4. Vascular conditions. Intracranial hemorrhage is 
suggested by, sudden onset of headache with nuchal 
rigidity. Hypertensive encephalopathy is excluded by 
a relatively normal blood pressure. 

While this is not an exhaustive list of the organic 
brain syndromes that may mimic functional psychosis, 
it contains most of those conditions whick may cause 
death or serious impairment in a very short time. Tke 
principal physical findings do not require excessive 
manipulation or more than usual experience and dex- 
terity. . 

In summary, the initial physical examination of the 
psychotic patient should include at least the following: 
1) vital signs, especially temperature; 2) general ар- 
pearance— whether the patient is neatly dressed, 


"which would suggest very acute onset; 3) head—anv 


signs of injury; 4) eyes— pupil size and dynamics, pres- 
ence of nystagmus or exophthalmus; 5) neck—rigiditv 
or thyroid enlargement; 6) skin color and perspiration 
level; 7) hands—presence of tremor, asterixis, or 
chorea; 8) reflexes— whether they are hyperactive or 
asymmetrical and whether the suck, snout, and grasp 
reflexes are present. 


Possible Substance Abusers 


Patients who may have high risk of substance abuse 
because of history or demographic factors require a 
special set of observations. Findings may differ de- 
pending on the drugs in question and whether the cur- 
rent state is one of intoxication or withdrawal. 

Visible signs of opiate use include miosis znd a smil- 
ing, sleepy appearance. Needle marks are generally 
concealed by clothing. Signs of withdrawal include 
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mydriasis, diaphoresis, gooseflesh, yawning, lacrima- 
tion, and rhinorrhoea. 

Amphetamine, cocaine, and methylphenidate intox- 
ication may cause diaphoresis, tachycardia, and ele- 
vated blood pressure. The patient is alert or even hy- 
pervigilant. The pupils are dilated and reactive to light. 
After abrupt withdrawal, lethargy and depression may 
occur. Drugs of the cannabis type produce tachycardia 
and reddened conjunctivae. Phencyclidine intoxica- 
tion produces ataxia and nystagmus (10). 

Acute intoxication from alcohol, barbiturates, or 
related sedative-hypnotics causes ataxia, slurred 
speech, and nystagmus. Chronic use of alcohol may 
sometimes produce facial erythema and edema or 
hoarseness. Early or mild withdrawal signs include 
tremor and diaphoresis. Later and more severe signs 
of withdrawal are tachycardia, туйган, һурег- 
reflexia, and fever. 

Átropine, scopolamine, and related drugs are occa- 
sionally abused. More frequently, patients develop 
anticholinergic toxicity from prescribed .antipsychot- 
ics, antidepressants, and antiparkinson drugs. Recog- 
nition of these signs is described below. 

Thus, the initial examination for the substance abus- 
er should include at least the following: 1) vital signs; 
2) general áppearance—ataxic gait, slurred speech, or 
hoarseness; 3) skin— degree of moistness, presence of 
flushing, gooseflesh, or needlemarks; 4) eyes— pupil 
size and reactivity and presence of nystagmus or red 
or jaundiced sclera. 


Patients Taking PERTE Medications 


Adverse effects of psychotropic drugs depend on the 
pharmacologic class of drug and the clinical time 
frame. Some of those which arise in the initial weeks 
of treatment are recognized by history rather than 
physical findings. Examples are blood dyscrasias, liver 
disease, and allergic phenomena, which are serious 
but will not be considered here. I will examine only 
those conditions which are best identified by observa- 
tion. 

Antipsychotic drugs. Observable adverse effects are 
best considered as early (occurring in the first 10 
weeks of treatment) and late (occurring months or 
years after treatment begins). Early observable effects 
consist of the Parkinson spectrum of movement dis- 
orders and anticholinergic effects. 

The Parkinscn syndrome spectrum consists of aki- 
nesia (which may be mistaken for depression or the 
flat affect of schizophrenia [11]), dystonia (sometimes 
mistaken for hysteria), akathisia (sometimes thought 
to be anxiety or psychotic agitation), and pill-rolling 
tremor. During the early weeks of antipsychotic treat- 
ment these effects should be anticipated and, if neces- 
sary, treated by dosage reduction or antiparkinson 
medication. Cogwheel rigidity is frequently discernible 
in the wrist joints even when other manifestations of 
the syndrome are minimal. | 
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Anticholinergic action is characteristic of all gnti- 
psychotic drugs but is most pronounced in the Ower 
potency ones such as chlorpromazine and thiorida- 
zine. Observable anticholinergic effects include tachy- 
cardia, mydriasis, fever, and diminished bowel 
sounds. Mental status changes, including psychosis, 
may occur as well. It is essential to recognize this pos- 
sibility lest the anticholinergic psychosis be treated 
with a higher dose of antipsychotic drug, which would 
exacerbate the condition. 

Later observable effects of antipsychotic drugs in- 
clude tardive dyskinesias and skin and eye changes. 
The first signs of tardive dyskinesia are usually seen in 
the tongue, lips, and fingers. The essential feature of 
these abnormal movements is randomness. The 
tongue cannot be protruded steadily for a period of 
more than a few seconds. Fine vermicular movements 
may be seen within it. The lips may smack and pucker 
at random. The fourth and fifth fingers may flicker in- 
voluntarily. 

Peculiarities of skin pigmentation may occasionally 
be seen. These are usually gray to violet, more marked 
in areas exposed to the sun, and frequently reversible. 

Deposits of particulate matter may occasionally be 
seen in the cornea and lens of the eye. These are fre- 
quently reversible and. may not substantially interfere 
with visual acuity. Thioridazine in doses above 800 mg 
per day has been reported to cause nonreversible and 
visually damaging pigmentary retinopathy. 

. Tricyclic antidepressants. The chief observable ad- 
verse effects of these drugs are anticholinergic, as de- 
scribed above, and orthostatic hypotension. 

Antianxiety agents. Signs of intoxication include se- 
dation, slürred speech, and ataxia. Signs of withdrawal 
may be tremor, diaphoresis, and tachycardia. 

Lithium carbonate. Patients receiving this drug may 
be seen to have neuromuscular disturbances even at 
normally therapeutic levels, although generally they 
are seen when the lithium concentration in the blood is 
above usual. The major finding is essential tremor, 
which may be seen in the outstretched fingers and 
heard as a quavering of the voice. As lithium is an anti- 
thyroid drug, occasionally a euthyroid or hypothyroid 
Boiter develops. Periodic palpation of the gland is 
therefore indicated. 

The physical examination for patients taking psy- 
chotropic medication should thus include the follow- 
ing: 1) vital signs; 2) skin— moist versus dry, unusual 
pigment; 3) eyes— papillary dynamics, visual acuity, 
color of sclera, opacities of cornea and lens; 4) neck— 
thyroid enlargement; 5) neurological functioning: 
Parkinson's syndrome—akinesia, akathisia, tremor, 
cogwheel rigidity, and gait; tardive dyskinesia— 
tongue, lips, fingers; and essential tremor. 


All Other Patients 


In the usual office practice the typical patient on his 
or her first visit will not fall into thé above three cate- 
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gories. The history will exclude many diagnostic en- 
ich Һа may coexist with psychiatric complaints. If 
there are subjective physical complaints the patient 
‚тау reasonably be instructed to have these investi- 
gated by а gefteral internist. Here the physical exami- 
nation should consist mainly of a mental status exami- 
nation and observation and should involve minimal 
procedures. 

The general observations should include checking 
skin color for suggestions of pallor or jaundice. (For 
patients with marked pigmentation, their palpebral 
conjunctivae may be checked.) The quality of the 
voice may raise the possibility of hypothyroidism (a 
deep croak) or chronic alcoholism (hoarseness). The 
patient's gait and hand movements may suggest the 
presence of tremor or chorea. The hands may show 
clubbing of the fingers (suggestive of cardiopulmonary 
or gastrointestinal disease) or edema. The proper pro- 
cedures include a handshake to judge the amount of 
sweating; diaphoresis might imply anxiety, hyper- 
thyroidism, or sedative withdrawal. Taking the pulse 
is hardly an intrusive procedure and may yield infor- 
mation concerning arrhythmia or autonomic function. 
Blood pressure might also be checked, not because hy- 
pertension is typically associated with psychiatric 
manifestations, but rather as a simple check for a very 
prevalent and damaging treatable disease. If any of 
these observations suggests abnormality the psychia- 
trist might order laboratory tests or make a referral as 
appropriate. | 

The patient who is not psychotic, a substance abus- 
er, or a taker of psychotropic medications may never- 
theless benefit from any of the above observations but 
especially from having his or her pulse taken and from 
observation of his or her general appearance, e.g., 
grooming, cleanliness, appropriate dress, unusual 
odors, voice, skin, hair, hands (clubbing, edema, 
sweating). 


The Neurological Examination 


Whenever a psychiatric patient gives a history sug- 
gestive of neurological impairment, a detailed exami- 
nation is warranted. The complexity and subtlety of 
such an examination may tend to discourage the psy- 
chiatrist. Nevertheless, it is important to be aware that 
some neurological examination procedures are espe- 
cially useful. While not a substitute for a full examina- 
tion by a neurologist under ideal conditions, the fol- 
lowing procedures are included here because of their 

i relative simplicity and high yield in terms of likelihood 
| of discovery of pertinent findings: 

Mental status. Defects of recent memory, orienta- 
tion, and fund of information suggest organicity. Tac- 
tile hallucinations suggest toxic or metabolic encepha- 
lopathy, delirium tremens, or temporal lobe epilepsy. 

Cranial nerves. Tests of the olfactory and optic 
nerves are the most useful. 

Motor system. Weakness may be roughly assessed 
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by looking for drift of outstretched arms with the eyes 
closed. ; 

Sensory examination. The most usefil procedures 
are double simultaneous stimulation, stereognosis, 
and stereographia. 

Cerebeilum. Nystagmus and past poin-ing tests may 
be useful. 

Reflexes. Increased deep tendon refexes suggest 
upper motor lesions and alcohol and s2dative with- 
drawal. Useful pathologic reflexes are grasp, palmo- 
mental, suck, and glabellar tap. 


COMMENT 


Generally it is the patient with acute psychotic ill- 
ness who most requires evaluation by the set of proce- 
dures described in this article. Even in the case of psy- 
chosis the relevant data may be obtained with observa- 
tions and procedures that are only minimally intrusive. 
Of course, all psychiatric patients deserve and require 
careful medical screening. Those who are psychotic, 
those who may be substance abusers, and those taking 
psychotropic medication may especially »enefit from 
early recognition of medical conditions. All patients 
should have whatever screening is clinica ly indicated 
in the opinion of the psychiatrist or the pat'ent's gener- 
al physician. The procedures described here are not 
intended to replace the general physical and neurologi- 
cal examination properly used on admission to an in- 
patient service. Instead, this method is useful for early 
identification of serious medical illness that may ini- 
tially declare itself as behavioral change. Such patients 
often enter the health care system through a psychia- 
trist's office or by psychiatric consultation in the emer- 


.gency department. Psychiatrists must be justly con- 


fident of their capacity to recognize mecical illness 
that causes or coexists with the disturbances of think- 
ing, feeling, and acting, which are our professional 
concern. The relevant physical examinaticn is an es- 
sential tool for the accomplishment of this purpose. 
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The Phenomenology of Near-Death Experiences 


: BY BRUCE GREYSON, M.D., AND IAN STEVENSON, M.D. 
e 





The authors studied retrospectively 78 reports of 
“near-death experiences” using subjects’ narratives 
and questionnaires, interviews, and medical records. 
Prior experiences suggestive of transcendence of 
death were more common among these subjects than 
among control populations, but prior experiences 
suggestive of extrasensory phenomena were less 
common. Subsequent changes in attitudes were more 
common than among subjects in other studies who 
had had psychic experiences. The influence of cultural 
and psychological factors, sensory deprivation, and 
reflex adaptive responses to stress explain some but 
not all of the features of near-death experiences. Their 
potential value to our conceptualization of dying and 
to suicide prevention and the care of the terminally ill 
justifies further investigation. 


rofound subjective events experienced on the 

threshold of death, so-called ‘‘near-death experi- 
ences," have been reported by people who have been 
seriously injured or ill but unexpectedly recovered and 
by people who had anticipated imminent death in po- 
tentially fatal situations but escaped uninjured (1). The 
investigation of near-death experiences may contrib- 
ute not only to our understanding of the dying process 
but to our care of terminally ill patients, our ability to 
help grieving families, and our approach to suicidal pa- 
tients. In this paper we describe the characteristic fea- 
tures of a large self-selected sample of people who had 
had near-death experiences and discuss the implica- 
tions of these data for the interpretation of such phe- 
nomena. 
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METHOD 


We retrospectively collected 78 reports of near- 
death experiences from three self-selected sources: 


.letters to a national magazine from ccrrespondents 


who had read an article on near-death experiences (18 
cases), responses to announcements of cur interest in 
studying such cases in professional newsletters and in 
magazines that specialize in popular articles about 
parapsychological phenomena (22 cases), and commu- 
nications from informants who knew of the long-stand- 
ing interest of one of us (I.S.) in the nature of death (38 
cases). 

For each case we obtained a firsthand written or 
tape-recorded narrative account from the person re- 
porting the experience and supplemented these ac- 
counts whenever possible by a detailed questionnaire, 
personal interview, and examination of medical rec- 
ords relevant to the close brush with death. 

We transferred characteristics of each respondent's 
reported near-death experience to a checklist, either 
directly from questionnaire responses (38 zases) or by 
extracting such data as were available from the narra- 
tive report, interview, and medical records of those re- 
spondents who did not complete the questionnaire (40 
cases). Frequencies of individual items were then 
computed, and certain cross-tabulations, selected for 
their relevance to explanatory hypotheses were eval- 
uated by chi-square tests. 


RESULTS 
Predisposing and Precipitating Factors 


_ At the time of the near-death experience 27% of our 
respondents were 18 years old or younger, 3296 were 
19 to 35 years old, and 4096 were older thaa 35 years. 
All of our subjects were Caucasian; 63% were women. 
At the time of the near-death experience 47% were 
married, 40% were single, 6% were separated or di- 
vorced, and 6% were widowed. 

At the time of the study 7696 had completed high 
school, and 53% had attended college. Ou- respond- 
ents included executives and professionals (2596), 
service workers and laborers (29%), and students and 
housewives (31%). Fifty-eight percent of our sample 
were Protestant, 18% Catholic, 4% adherents to East- 
ern faiths, 8% agnostics; none were Jewish or Muslim. 

The incidences of apparent mystical or paranormal 
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TABLE 1 

Mystical or Paranormal Experiences in Subjects Who Later Had Near- 
Death Experiences, the General Population (2), and Psychiatric In- 
patients (3) 








Percent of Group 








Subjects 
with 
Near-Death General Psychiatric 
Experiences Population Inpatients 

Experience (N78) (N=354) (N=92) 
More frequent among people 

with near-death experiences 

Sense of unity with nature 50 28 E 

Sense of God within oneself 37 

Apparent perception of 

persons not present 48 17 30 

Apparent memory of a 

previous life 43 8 — 

Auras/halos sensed around . 

others 29 5 — 

"Out-of-body experiences” 27 14 19 

Apparent communication with 

the dead 24 8 15 
Less frequent among people 

with near-death experiences 

Apparent clairvoyance or 

precognition while awake 31 38 47 

Apparent clairvoyant or 

precognitive dreams 28 36 40 

Figuring in another person’s 

apparent psychic experience 13 13 21 

Seeing objects move without 

apparent cause 5 8 — 


experiences that occurred before the near-death expe- 
rience are summarized in table 1, where they are com- 
pared with data from previous surveys of the general 
population (2) and of psychiatric inpatients (3). In ad- 
dition, 28% of our respondents reported having had a 
close brush with death prior to the one being investi- 
gated, and 2596 acknowledged having read something 
about near-death experiences before having this close 
brush with death. 

Before the near-death experience 5096 of our re- 
spondents had expected dying to be painful; only 396 
had expected it to be pleasant. Seventy-seven percent 
had expected to pass into some unearthly realm of ex- 
istence after death, 63% had expected to be reunited 
with deceased acquaintances, 29% had expected to be 
reborn on earth, and 17% had some other expectation 
of postmortem survival; 3596 had expected to cease 
existing at or shortly after death. Thirty-two percent 
stated that they either wanted to die or were ambiva- 
lent about dying at the time of the near-death experi- 
ence. 

Medical personnel were present during or immedi- 
ately after the near-death experience in 8096 of our 


cases. The experience was precipitated by medical ill-- 


ness in 4096 of our cases, by traumatic injury in 3796 
(of which 7096 were accidental), by surgical operation 
in 13%, by childbirth in 7%, and by drug ingestion in 
496. Forty-seven percent of the subjects reported hav- 
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ing taken some type of drug or alcohol on the day of 
the experience. 

Forty-one percent of our subjects reported that they 
had been considered dead during the near-death expe- : 
rience; an additional 41% reported sofie degree of 
physical injury, and 18% reported escaping the close 
brush with death without any injury. Thirty percent of 
our respondents reported that the duration of the expe- 
rience was more than an hour; 6796 reported that it 
seemed to last more than an hour. 


Features of Near-Death Experiences 


The impression of feeling or seeing oneself to be out- 
side the physical body, an ‘‘out-of-the-body experi- 
ence," was reported by 7596 of our respondents. The 
apparent exit from the body was most commonly de- 
scribed as easy (by 96% of those reporting out-of-the- ` 
body experiences) and instantaneous (68%). In 66% of 
our cases the initial impression that one was out of the 
body was reported as due to seeing one’s body as if 
from another point in space. 

Ninety-five percent of those reporting out-of-the- 
body experiences stated that they seemed to move 
about while seemingly out of the body, most common- 
ly within a limited area a few yards from the body 
(45%); 71% claimed that they could see and hear per- 
sons physically present. The apparent re-entry into the 
physical body was most commonly described as easy 
(79%) and instantaneous (71%). 

The impression of having some sort of nonphysical 
body separate from the physical body was reported by 
58% of our respondents (77% of those reporting out-of- 
the-body experiences). The nonphysical body was 
most commonly described as lighter in weight than the 
respondent’s physical body (74%) but the same size 
(68%) and the same age (84%). The nonphysical body 
was described as showing some indication of ''life"' 
(e.g., pulse, breath) by 6796 of those reporting a non- 
physical body and as ‘‘linked”’ to the physical body in 
some way by 28%. Twenty percent of those reporting 
a nonphysical body claimed that sensorimotor or 
structural defects present in their physical body (e.g., 
partial deafness, missing limbs) were absent in the 
nonphysical body; 3% reported such defects to be 
present in the nonphysical body. 

The impression of passing through a tunnel or simi- 
lar structure was reported by 31% of our respondents, 
more frequently by executives and professionals than 
by laborers and service workers (y?=14.75, df=3, 
p<.01). Seeming to enter some unearthly realm of ex- 
istence was reported by 72% of our subjects, more fre- 
quently by women than by men (x?=7.58, df=1, 
p<.05); such reports were not correlated with prior be- 
liefs or expectations. Seeming to reach a border or 
"*point of no return" was reported by 57% of our re- 
spondents. 

Forty-nine percent of our subjects reported seeming 
to meet some person(s) not physically present; these 
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pergons included a "'being of light’’ (not .otherwise 
identifiable) (27%), religious figures (2595), deceased 
acquaintances (16%), living acquaintances (14%), and 
‚ unidentified strangers (26%). These apparent encoun- 
ters with peiSons not physically present were more 
likely to be reported as part of a near-death experience 
occurring at home or outdoors than as part of one that 
occurred in a hospital or other public place (у?= 14.95, 
df=4, p<.01). There was no correlation between such 
apparent meetings and prior beliefs or expectations. 
Thirteen percent of our respondents reported a feeling 
'of being judged or held accountable for their lives. 

Unusual visual phenomena (e.g., lights, auras) were 
reported by 4846 of our respondents and occurred pre- 
dominantly during nighttime near-death experiences 
(327 13.42, df=2, p<.01). Unusual somatic sensations 
(e.g., warmth, analgesia) were reported by 71% of our 
respondents, unusual auditory phenomena (e.g., mu- 
sic, noises) by 57%, unusual olfactory phenomena by 
25%, and unusual gustatory phenomena by 10%. 
There were no significant diurnal variations in report- 
ed sensations other than visual phenomena. 

Distortions of the sense of time were reported by 
79% of our respondents; 54% reported that time 
seemed to pass more slowly than usual during the 
near-death experience. This subjective slowing of time 
was inversely correlated with the use of drugs or alco- 
hol on the day of the experience (y?=5.88, df=2, 
p<.05) and with prior religiosity (х2=7.44, df=2, 
р<.05). 

Apparent extrasensory experiences during the near- 
death experiences were reported by 39% of our re- 
spondents; 21% claimed that during the experience he 
or she figured in another person's psychic experience. 
Reports of extrasensory events during a near-death ex- 
perience were not correlated with the respondent's 
prior knowledge about parapsychological phenomena, 
nor with reports of prior experiences suggestive of 
parapsychological phenomena. 

Fifty-two percent of our subjects reported having 
believed during the near-death experience that they 
were dying. This belief was inversely correlated with 
the subjective duration of the experience (x?=7.38, 

.df-2, p<.05); that is, the longer the experience 
| seemed to last, the less likely the subject was to be- 
lieve that he or she was indeed dying. 

Review of past events, or "panoramic memory," 
was reported by 27% of our respondents; memories 
were most commonly described as appearing all at 
once (38%) rather than in some particular sequence. 

The near-death experience was reported to have 
been.a very positive affective experience by 1596 of 
our respondents, mildly positive by 40%, neutral or 
mildly negative by 4596, and very negative by none. 
Positive affect was significantly correlated with dis- 
tortions in one’s sense of time (x?=6.89, df=2, р<.05). 

No single feature of the near-death experience was 
significantly correlated with the respondent’s having 


т ~ 1 +З еа - 
. 


BRUCE GREYSON AND IAN STENSON 1195 


TABLE 2 
Percent of People Who Reported Changes in Attitudes After a Near- 
Death or Psychic Experience (2) 








Near-Death Psychic 
Experience Experience 
Subject of Attitude Change (N=78) (N=354) 
God or religion 75 23 
Self 74 27 
Own death 73 — 
Death in general 72 13 
Life and its meaning, health 64 25 
Humanity 55 17 
Suicide 50 — 
Family, friends 50 17 
Nature 45 12 
Material possessions 45 9 
Sex, marriage ` 42 16 
Personal fame or power 42 5 
War, murder 37 5 
Education 37 6 
Science 34 5 
Society 29 6 
Business 29 6 





had one previously or with the extent of the respond- 
ent's prior knowledge about near-death experiences. 


Sequelae 


The near-death experiences reported in this study 
occurred 1-67 years before our investigation (medi- 
an=30 years). At the time of the investigation, 60% of 
our respondents claimed to have detailed recollections 
of the experience, and 83% claimed that the memory 
of the near-death experience was clearer than his or 
her memories of other events from the same time peri- 
od. 

Respondents' changes in attitudes after their nea-- 
death experiences are presented in table 2, where they 
are compared with data on attitudé changes following 
psychic experiences among the general population (2). 
Subsequent changes in attitude were more frequert 
among those of our respondents who believed during 
the experience that they were indeed dying (x?=5.17, 
df=1, p<.05) and among those who reported pan- 
oramic memory experiences (x?=4.02, df=1, p<.05) 
but were not correlated with any factor prior to or pre- 
cipitating the near-death experience. 


DISCUSSION 


Because our cases were not randomly selected, the 
preponderance of whites, women, and single persons 
among our respondents may reflect sampling biases. 
Our subjects were characteristic of white Americans in 
terms of education and occupation but included a dis- 
proportionate majority of Protestants. 

Our respondents as a group shared a distinct pattern 
of reported mystical and paranormal experiences prior 
to the near-death experience: they acknowledged a 
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higher incidence than either the general population or 
identified psychiatric patients of experiences that 
might suggest transcendence of or survival after death 
but a lower incidence of prior apparent extrasensory 
phenomena than either the general population or the 
sample of psychiatric patients. 

The correlations in our data between occupation and 
seeming to enter a tunnel and between sex and seem- 
ing to enter another realm of existence suggest cultural 
or psychological factors influencing the perception or 
report of a near-death experience. Despite the absence 
of correlation between prior beliefs and specific fea- 
tures of the experience, the finding that our respond- 
ents also reported prior experiences suggesting tran- 
scendence of death more often than comparison 
groups further supports an influence of prior experi- 
ences on reports of near-death experiences. 

Comer and associates (4) and Noyes (5) suggested 
that sensory deprivation may produce phenomena 
similar to those reported in near-death experiences. In 
our data, the incidence of unusual visual phenomena in 
near-death experiences occurring at night was higher 
than that during daylight hours, which may suggest the 
influence of decreased sensory input; this diurnal vari- 
ation in unusual sensory phenomena was not reported 
for other sensory modalities that would not be affected 
by darkness. Our finding that apparent meetings with 
persons not physically present were reported more fre- 
quently in near-death experiences occurring in isola- 
tion (outdoors, at home) than in those occurring in 
publie buildings may be related to the relative lack of 
sensory stimulation in the former settings. 

Noyes and Kletti (6) suggested that the apparent 
separation from the physical body, the impression of 
time moving more slowly, and the hyperalert but nar- 
rowly focused cognitive and sensory functioning seen 
in near-death experiences constitute a reflex adaptive 
response to a life-threatening danger: potentially fatal 

. crises may induce a focusing on accelerated internal 
processes, producing a comparative subjective slow- 
ing of external time and a concomitant feeling of de- 
personalization. The correlation in our series between 
positive affect during the near-death experience and 
distortion of one's sense of time is compatible with the 
hypothesis that temporal slowing acts as a defense 
mechanism. The inverse corrélation between the im- 
pression of temporal slowing and religiosity also sup- 
ports Noyes and Kletti's interpretation of near-death 
experiences if it is assumed that death may be per- 
ceived as more threatening by the less religious. Our 
finding that the subjective slowing of time was reported 
significantly less often by those who had taken drugs 
or alcohol on the day of the experience suggests that 

' certain drug effects may impede the reflex response of 

internal focusing; consequently a near-death experi- 
ence occurring in a drug-free individual may paradox- 
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ically diverge more from the normal state of conscigus- 
ness than would a drug-inhibited near-death experi- 
ence. Osis and Haraldsson (7) reported that drug in- 
toxication during a close brush with death diminished 
the likelihood of a near-death experiencÉ.  - 

The intérpretation of near-death experiences as 
adaptive responses does not adequately explain the 
mystical components of these experiences (1, 6). Mel- 
ges and associates (8) suggested that temporal dis- 
organization and depersonalization, both seen in near- 
death experiences, may produce the mistaken impres- 
sion of paranormal connections between unrelated 
events. Our finding that apparent extrasensory experi- 
ences during the near-death experience were not cor- 
related either with subjective slowing of time or with 
reported out-of-the-body experiences does not support 
this hypothesis. 

The reported effects of the near-death experience on 
the subsequent attitudes of our respondents are con- 
sistent with those reported previously (5, 6) and are far 
more pervasive than reported effects of other mystical 
or paranormal experiences in the general population. 
If near-death experiences are suggestive of post- 
mortem survival, as those who report such experi- 
ences commonly claim (5-7), then their potential con- 
tribution to our understanding of death, and of the pro- 
cess of dying, alone justifies further investigation. On 
the other hand, even if near-death experiences are the 
epiphenomena of adaptive defense mechanisms or 
transient delirious states, their profound impact on 
subsequent attitudes justifies their further study. We 
suggest that further investigations of near-death expe- 
riences be conducted prospectively on patients who 
are at high risk for such experiences, such as a cohort 
of coronary care unit patients, in order to eliminate the 
sampling-biases that have occurred in retrospective 
studies and the possible errors of interpretation atten- 
dant on such biases. 
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Nightmares: Clinical Characteristies and Personality Patterns 


«BY ANTHONY KALES, M.D., CONSTANTIN R. SOLDATOS, M.D., ALEX B. CALDWELL, PH.D., 
DENNIS S. CHARNEY, M.D., JOYCE D. KALES, M.D., DAVID MARKEL, M.D., 


AND ROGER CADIEUX, M.D. 





The authors evaluated the development and clinical 
course of nightmares and the personality patterns of 
people with this disorder by studying 30 adults who 
had a current complaint of nightmares. Nightmares 
usually began in childhood or adolescence and were 
chronic. Psychological factors played a major role in 
the development and persistence of nightmares, major 
life events were often associated with the onset of ihe 
disorder, mental stress usually increased the 
frequency of events, and psychological testing 
indicated relatively high levels of psychopathology. 
Nightmare sufferers in general were distrustful, 
alienated, and emotionally estranged, and many 
showed a chronic schizoid pattern of adjustment, but 
they were not overtly psychotic. 





ightmares are nocturnal episodes of intense anx- 
N iety and fear associated with a vivid and emotion- 
ally charged dream experience. Nightmares are com- 
mon in children but are not infrequent in adults; in a 
survey of a large metropolitan area (1), 5.3% of the 
adults reported a current complaint of nightmares. 
The word ‘‘nightmares’’ traditionally has been used 
to refer to both actual nightmares, which are the com- 
mon frightening or bad dreams, and the much less 
common night terrors (pavor nocturnus in children and 
incubus attack in adults). Nightmares occur during 
REM sleep (2, 3), whereas night terrors occur in slow 
wave sleep (stages 3 and 4) (3-5). In most cases, how- 
ever, nightmares can be easily differentiated from 
night terrors on the basis of their general clinical char- 
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acteristics. The night terror is accompanied by much 
more anxiety, vocalization, motility, and autonomic 
discharge. Also, whereas there is amnesia or very little 
recall of the night terror event, there typically is ce- 
tailed recall of the nightmare (2-6). 

Most clinical research on nightmares has focused on 
the content of terrifying dreams, particularly in child- 
hood, and their psychological meaning (7-10). This 
there is little general clinical information available on 
this disorder in adults. The primary goals of this study 
were to assess the development and course of night- 
mares, clinical characteristics, and psychological ccr- 
relates in adults, including personality patterns. 


METHOD 


We evaluated 30 adult subjects with a current com- 
plaint of nightmares. Their mean age was 39.1 years 
(range, 19-77 years); 27 were women and 3 were men. 
All of the subjects responded to an advertisement by 
our Sleep Research and Treatment Center for individ- 
uals with a current or past problem of nightmares. To 
qualify for the study, each subject had to have a fre- 
quency of at least 12 nightmares per year. 

Each subject participated in an interview that was 
structured to obtain information on the clinical charac- 
teristics of his or her nightmares, and each completed 
the Minnesota Multiphasic Personality Inventory 
(MMPI) as well as a comprehensive sleep question- 
naire. A subsample of 20 subiects with a current com- 
plaint of nightmares whose mean age was 39.7 years 
(range, 19-77) also completed a special questionnaire 
that provided additional dream history data, the Symp- 
tom Check List (SCL-90), and information on personal 
and family mental health. 

The general sleep history data as well as the MMPI 
scores of the group of subjects with nightmares were 
compared with those of a group of 30 age- and sex- 
matched control subjects. The control subjects, who 
were required to have negative histories for past and 
current sleep disorders, were also recruited through a 
newspaper advertisement. ў 

The dream data were analyzed by chi-square tests, 
except for the number cf nights per year when dreams 
were recalled, which were analyzed using Student's t 
test. Data from the mental health history were ana- 
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lyzed by chi-square tests. Individual MMPIs were con- 
sidered invalid if more than 20 of the 550 questions 
were left unanswered, if the raw score on the F scale 
was higher than 22, or if both the raw score on the F 
scale was between 17 through 22 inclusive and the dif- 
ference between the raw F minus raw K scores was 
more than 11. The MMPI data were analyzed in terms 
of absolute elevations of the individual scales, by 
mean elevations within groups, and by code or profile 
pattern types. The between-group differences in the 
mean scores for each of the eight major clinical MMPI 
scales and the averages of the number of pathological- 
ly elevated scales per individual (T score of 70 or 
above) were compared using Student's t test. Chi- 
square comparisons were made between groups as to 
the number of individuals with at least one pathologi- 
cally elevated MMPI scale. 

Finally, the raw scores for the nine symptom dimen- 
sions and the three global indices of the SCL-90 were 
scaled on the basis of normative data derived from a 
nonpatient sample of men and women (11). Com- 
parisons between the 20 subjects with nightmares and 
20 matched control subjects for the mean values of the 
SCL-90 were made using Student's t test. The mental 
health data for these groups were compared using chi- 
square tests. The minimum confidence level for all sta- 
tistical analyses was p<.05. 


RESULTS 


The results are reported in relation to three major 
areas: 1) the developnient and clinical course of night- 
mares, 2) characteristics of dreams and nightmare 
events, and 3) personality patterns and mental health 
correlates of nightmare sufferers. 


Development and Clinical Course of Nightmares 


Half of the group of subjects with nightmares had an 
age of onset before age 10; two-thirds had experienced 
nightmares by age 20. The distribution of the age of 
onset by 10-year epochs was as follows: 1-10 years, 15 
subjects; 11-20 years, 5; 21-30 years, 4; 31-40 years, 
3; 41-50 years, 1; and 51-60 years, 2. The mean dura- 
tion of this sleep disorder was 21.6 years (range, 2-50 
years). The occurrence of a major life event preceding 
the oriset of the disorder was reported by 60% of the 
subjects. 

The peak frequency for nightmares was about 3 epi- 
sodes per week; the current frequency was about 2!/2 
episodes per week. A very high percentage of the sub- 
jects (9096) reported that mental stress increased the 
frequency of their episodes. One-third (33%) thought 
that fatigue increased the frequency of their episodes, 
and only a few (13%) reported that a change in sleep 
environment increased the frequency of their epi- 
sodes. 

Positive histories for other current or past sleep dis- 
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orders were reported by nightmare subjects as follows: 
43%, insomnia; 33%, sleeptalking; 17%, sleepwalking; 
13%, enuresis; and 7%, night terrors. 


Characteristics of Dreams and Nightmage Events 


When comparing the general dream data of the sub- 
jects with nightmares (independent of their nightmare 
dreams) with the dream data of the normal control sub- 
jects, we found that the subjects with nightmares re- 
ported recall for their dreams more nights per year 
(181.6 versus 90.9, p<.05). In addition, these subjects 
more frequently reported that their dream recall was 
detailed (p<.01) and that their mood was affected the 
next day by the previous night’s dreams (p<.05). 

Nightmares did not typically occur during any one 
period of the night. The average time of occurrence of 
nightmares was 212.3 minutes after sleep onset. Five 
of the subjects with nightmares were unable to specify 
a given time of night, although they indicated that their 
episodes were less likely to occur early in the night. 
Nineteen of the remaining 25 subjects with nightmares 
reported a time of occurrence of their episodes that 
corresponded to the second and the last thirds of the 
night. The mean reported duration of the nightmare 
episodes was about 12 minutes (range, 1-25). 

Typically, the subjects reported that they spontane- 
ously awakened from their nightmares; awake time 
following nightmares averaged 23.2 minutes. Usually 
the content of the nightmare was associated with fear. 
Specific fears were reported by the following percent- 
ages: fear of attack, 73%; fear of falling, 73%; and fear 
of death, 60%. Thirty percent of the subjects with 
nightmares reported a feeling of choking or suf- 
focating. Most of them (83%) reported that they often 
experienced recurring nightmares. 


Personality Characteristics and Mental Health 
Correlates 


Table 1 lists the mean values of the clinical MMPI 
scales for the subjects with nightmares and for their 
control group. One nightmare subject (a 35-year-old 
man) had an invalid MMPI and was excluded from the 
analysis. When compared with their controls, the sub- 
jects with nightmares had higher mean values on all 
eight clinical scales (р<.01 by Sign test) (see table 1). 
The group of subjects with nightmares also had at least 
one pathologically elevated clinical scale two and a 
half times as often as the normal control group (68% 
versus 26%, p<.01). The mean number of elevated 
scales per individual for the nightmare subjects was 
2.6, versus 0.3 for the control group (p<.01). The sub- 
jects who had an age of onset of the nightmare disorder 
after age 18 had relatively higher scores on every clini- 
cal MMPI scale except for mania in comparison with 
the subjects who had an earlier age of onset. 

The three highest mean scores for the subjects with 
nightmares were, from highest to lowest, for the scales 
of psychopathic deviate, schizophrenia, and hysteria. 
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TABLE 1 
MMPI Findings in Subjects with Nightmares and Normal Control Sub- 
jects 











* Normal 

e Subjects with Control 

Nightmares Subjects 
MMPI Scale Mean SE Mean SE 
Hypochondriasis (Hs)* 63.0 2.1 48.5 1.4 
Depression (D)? 63.8 2.2 49.2 1.9 
Hysteria (Hy)? 66.2 1.8 54.0 L7 
Psychopathic deviate (Pd)? 69.1 2.4 55.2 1.8 
Paranoia (Pa)* 63.4 1.8 55.2 1.2 
Psychasthenia (Pt)? 65.3 2.4 50.3 1.4 
Schizophrenia (Sc)? 68.8 2.7 52.8 1.7 
Mania (Ma) 59.0 2.0 55.6 1.7 





*The difference between the groups was significant by Student’s t test (p<.01). 


The complete mean profile for the subjects with night- 
mares coded '48 37 261-9. The highest percentages of 
subjects with nightmares having pathologically ele- 
vated scores on a given scale were 48% for psycho- 
pathic deviate, 41% for schizophrenia, and 38% for 
hysteria. Also, the density values for these scales were 
similar in terms of their being one of the three highest 
scales for each subject’s MMPI pattern: 56.3% for psy- 
chopathic deviate, 51.1% for schizophrenia, and 
46.6% for hysteria. 

The psychopathic deviate and schizophrenia ele- 

ments were predominant. Not only were these among 
the three highest scales in 56% and 51% of our profiles, 
respectively, but 5 of the valid 29 profiles coded 4-8 or 
8-4. Subjects whose MMPIs code as 4-8/8-4 are typi- 
cally described as distrustful, alienated, and estranged 
(12). They are quick to withdraw emotionally and to 
overreact to mistreatment or to what they perceive as 
mistreatment. They lack persistence in the pursuit of 
goals and repeatedly have difficulties in making the 
sacrifices that are necessary to maintain meaningful 
long-term relationships. These characteristics lead to 
serious difficulties, such as underachievement in 
school and work, repetitive sexual problems, and re- 
peated involvement in broadly sadomasochistic and 
mutually destructive relationships. They often seek 
clinical help at times of situational stress and acute dis- 
tress, especially when they have alienated the other 
person in their current primary relationship. When 
more disturbed and depressed, they may force care 
and intervention (and thus reassurance against their al- 
ienation) by attempting suicide. 
The consistency of elevations on the schizophrenia 
scale in our sample suggests long-term schizoidness 
and perhaps what Meehl termed "'schizotypy" (13). 
owever, there was no indication of any overt psy- 
hoticism. Finally, the values for the psychopathic de- 
iate and hysteria scales were among the three highest 
ean scores for the group as well as among the three 
ighest scales in individual profiles. This indicates a 
otential for dissociative episodes in our sample. 
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The SCL-90 scores for the subjects with nightmares 
were significantly higher on each of the nine symptom 
dimensions compared with the scores for the control 
subjects. Ín addition, the scores for each of the three 
global indexes were significantly higher (р<.01) amoag 
the subjects with nightmares; general symptom index, 
68.9 versus 54.1; positive symptom total, 61.4 versas 
51.0; and positive symptom distress, 70.0 versus 53.4. 

Analysis of the questionnaire items pertaining to 
personal and family mental health showed that more 
subjects with nightmares than control subiects report- 
ed having had emotional problems (p«.05) and having 
considered committing suicide (p<.01). Also, more 
nightmare subjects than control subjects reported 
emotional problems in their families (p«.05) and that 
family members had committed suicide (p<.05). 


DISCUSSION 
Clinical Course and Characteristics 


Among our subjects with nightmares, the night- 
mares usually began in childhood or adolescence and 
were a chronic condition. In some cases, however, the 
onset was in middle life or even later. The high fre- 
quency of nightmares at the time of their peak occur- 
rence and at the time when the subjects were eval- 
uated suggests that the clinical course of the disorder 
is relatively consistent. It is possible, however, that 
individuals with a low nightmare frequency were ie 
concerned and did not contact us. 

Nearly all of the subjects with nightmares were 
women. It is unlikely that the sex ratio in our sample 
approximates the sex ratio of people who have night- 
mares. Nightmares have been reported to be slightly 
more frequent among women, and even this small dif- 
ference has been considered a function of societal ex- 
pectations: to preserve their masculine image, men 
would be less likely to admit to having nightmares (14). 
If this assumption is correct, even fewer men with 
nightmares would be expected to respond to an adver- 
tisement such as ours. 

In relation to general dream characteristics, our 
nightmare sufferers in comparison with their controls 
reported more frequent and intense dreams; they also 
reported that these dreams had a greater impact on 
their mood the next day. Our finding of a high preva- 
lence of other sleep disorders in our nightmare patients 
compared with the prevalence of these disorders in the 
general population (1) confirms previous observations 
(15-17). The relatively high prevalence of insomnia in 
the subjects with nightmares may reflect the sleep dis- 
ruption directly caused by the nightmares and/or the 
psychopathology that commonly underlies both in- 
somnia and nightmares. As for the high prevalence of 
sleeptalking in these subjects, this may be accounted 
for by the sleeptalking that often occurs during the 
nightmare episodes themselves. 
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Etiological Considerations 


From a developmental standpoint, childhood night- 
mares are most often related to specific phases of 
growth: they are most common during the preschool 
and early school years. Mack (7) has reviewed and dis- 


cussed the relationship of nightmares to ego develop- . 


ment and to conflict. One could also postulate that 
neurophysiological changes related to the maturing 
brain contribute to the occurrence of nightmares dur- 
ing these stages of development. 

The persistence of nightmares into adulthood in our 
subjects appeared to be correlated with the presence 
of serious psychopathology. Major life events preced- 
ed the onset of the disorder in 6096 of the subjects, and 
mental stress increased the frequency of episodes in 
90% of the subjects. In addition, the SCL-90 data show 
high levels of psychopathology for every symptom di- 
mension‘as well as for the three global indexes. Fur- 
thermore, the MMPI data, in addition to showing that 
these patients had considerable psychopathology, also 
indicate a common personality pattern for nightmare 
sufferers (4-8/8-4 MMPI code types). The nightmare 
sufferers in general were distrustful, alienated, es- 
tranged, oversensitive-overreacting, and egocentric. 
Their distrustfulness, however, was diffuse and gener- 
alized, and in this context was not genuinely paranoid 
in terms of fixed persecutory beliefs that would be di- 
rected toward a specific object. None of the subjects 
was overtly psychotic, although many had an ünder- 
lying chronic schizoid pattern of adjustment. 

We consider morbid nightmares to be episodic re- 
leases of intense emotions in individuals with long- 
term schizoid adjustments and chronic difficulties in 
dealing with interpersonal resentments and fears of 
hostility from others. When the individual cannot 
adapt to the excessive fear and hostility resulting from 
conflictual and antagonistic object relations by suffi- 
ciently discharging them during the daytime, the fear 
and hostility may be expressed during sleep in the form 

‘of the nightmare. Thus the nightmare would serve as a 
vehicle not only for discharging such unreleased fears 
of hostility but also for extinguishing unfinished anger 
and generally negative emotionality. When this dis- 
tressing emotionality is finally expressed in the night- 
mare, it becomes anxiety-provoking and produces 
more fear because of its punitive consequences. 

The dissociative elements that were apparent in our 
subjects, as suggested by the elevaiions on the hys- 
teria scale in combination with the psychopathic de- 
viate scale of the MMPI, appear to have an ego-pro- 
tective function bv enhancing the degree to which the 
nightmares are experienced as ego-alien, as if the 
nightmares somehow came from ''outside" the per- 
son. The dissociativeness of the 3-4/4-3 profile is also 
directed toward avoiding frightening, hostile inter- 
actions. From this perspective, the fears and hostility 


in the nightmares, originating from unresolved anger in ` 
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everyday life, would be more acceptable if viewed as 
not ‘‘self-owned.”’ | i 

Our findings extend the results of several other in- 
vestigations, including our preliminary report on night- 
mare sufferers (18), a subsequent brief feport on adult 
nightmare patients (19), and a study of insomniac pa- 
tients who also had nightmares (20). The correlation of 
nightmares and psychopathology is also in agreement 
with a study of psychotic patients showing that fre- 
quent nightmare sufferers demonstrated greater mani- 
fest anxiety and lower ego strength (17). Further, a sig- 
nificant positive correlation was found between scores 
on the Manifest Anxiety Scale and nightmare frequen- 
cy (16). Our findings in nightmare sufferers are similar 
to those of Cartwright (21) in individuals with repeti- 
tive dreams, many of which were unpleasant. Specifi- 
cally, she related repetitive dreams to periods of stress 
associated with strong affect during the day. 

The subjects with nightmares were found to have an 
underlying ''schizotypy'' (13) (a chronically schizoid 
pattern of adjustment), but none was overtly psychot- 
ic. The high value for the MMPI schizophrenia scale in 
our sample is in general agreement with the finding by 
Hartmann and Russ (19), although their subjects 
scored even higher on this scale. Nevertheless, their 
sample had a mean age of 22 years, and it is well docu- 
mented that disturbed younger people often obtain ele- 
vated scores on this scale. If, according to their con- 
tention, nightmares were a ‘‘marker for schizophre- 
nia,” one would expect the score for the schizophrenia 
scale in a considerably older sample of people with 
nightmares such as ours to be higher and to include 
distinctly psychotic profiles, but this was not the case. 
In general, their results were difficult to interpret be- 
cause they did not present data on group mean pro- 
files, percentage of primed profiles, or code type fre- 
quency. In our subjects the MMPI depression scale 
was not prominent, as it was in their study (19), but 
our subjects reported a significantly greater frequency 
of past suicidal ideation than did controls. The lack of 
elevation of the depression scale may have been due to 
the limited number of men in our sample because it 
was prominent only in the men studied by Hartmann 
and Russ. This is of potential clinical importance be- 
cause when the depression scale is elevated in subjects 
showing the 4-8/8-4 code type, the risk of suicide at- 
tempt increases. 


Clinical Applications 


The evaluation of the patient complaining of night- 
mares begins with taking a thorough history, including 
age at onset, frequency of episodes, time of occur- 
rence, behavior associated with the episode, length of 
the episode, degree of recall of mental activity, general 
daytime behavior and adjustment, and relation of the 
onset or recurrence of nightmares to stressful major 
life events. Since many drugs, including alcohol, may 
induce marked changes in both the frequency and in- 
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tensity of dreaming (22, 23), a complete drug history is 
very important. 

A thorough history is almost always sufficient in dif- 
*ferentiating between nightmares and night terrors. The 
night terror typically occurs early in the night and is 
identified by excessive vocalization and motility, a 
marked increase in autonomic response, impaired 
arousal following the event, and total amnesia or limit- 
ed recall of the episode (2-6, 24). The nightmare, in 
contrast, may occur at any time during the night and is 
characterized by limited vocalization and motility, 
minimal autonomic response, unimpaired arousal, pro- 
longed wakefulness after the event, and vivid, detailed 
recall of the episode. 

In the assessment of the adult patient with night- 
mares, a careful psychiatric evaluation should follow 
the taking of the history. If there is an indication of a 
considerable degree of psychopathology, as was often 
the case with our nightmare sufferers, the nature of the 
intrapsychic conflicts should be explored. For ex- 
ample, the physician may determine that early life ex- 
periences cause greater concerns and preoccupation 
with death in patients with nightmares (25). Although 
monosymptomatic psychiatric conditions, such as 
chronic fears or phobias, may be responsible for night- 
mares, it is usually a more global psychological distur- 
bance that causes nightmares in adulthood, as demon- 
strated in the present study. 

Since the nightmare sufferer's emotional condition 
is often complicated rather than monosymptomatic, 
we would expect behavioral treatment (26-28) to be 
effective only in selected cases but insight-oriented 
psychotherapies more likely to be effective in the vast 
majority of cases. The psychotherapist should be 
aware of the distrustfulness and alienation often pres- 
ent in the nightmare sufferer and the consequent likeli- 
hood of his or her suddenly terminating treatment. 
Thus a major consideration at the beginning of therapy 
is to deal with issues of trust and develop a sound ther- 
apeutic relationship and then to help the patient 
achieve a better understanding of his or her emotions, 
particularly anger. This would enable the patient to ex- 
press his or her emotions more efficiently, rather than 
becoming excessively frustrated and, as a con- 
sequence, discharging resentments in nightmares. 

The psychotherapist should be alert to the schizoid 
adjustment in the nightmare sufferer's lifestyle, but he 
or she should understand that the patient's coping 
mechanisms generally are not psychotic in nature. 
When overtly psychotic behavior is associated with 
the presence of nightmares, however, the psychiatrist 
should proceed with the indicated antipsychotic treat- 
ment. He or she should also be alert for the presence 
of depression, especially in the male nightmare suf- 
ferer, since he tends to avoid professional help and 
thus a suicidal potential may go unnoticed. 
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Identification of a Subgroup of Tardive Dyskinesia Patients by 


Pharmacologic Probes 


BY DANIEL C. MOORE, M.D., AND MALCOLM B. BOWERS, JR., M.D. 





Some patients with tardive dyskinesia fit the 
cholinergic-dopaminergic imbalance theory, but some 
do not. In an attempt to study this heterogeneity 
further, the authors measured the responses of 10 
patients with tardive dyskinesia to intravenous 
challenge doses of drugs that facilitate or inhibit 
acetylcholine transmission (physostigmine or 
benztropine, respectively). They then measured the 
response of these patients to an open outpatient 
deanol trial. They found that the responses of half of 
the patients followed the classic theory, 2 responded 
paradoxically, and 3 responded inconsistently. They 
suggest that there is a subgroup of tardive dyskinesia 
patients who fit the theory but that more research is 
needed to identify the subgroups who do not. 


ver the past 5 years there has been increased at- 

tention to prevention and treatment of tardive 
dyskinesia because the frequency of this disorder 
seems to be increasing. In particular, the strong rela- 
tionship between long-term treatment with neurolep- 
tics and the development of the involuntary move- 
ments that characterize tardive dyskinesia has threat- 
ened therapeutic strides made in the treatment of 
schizophrenia and other psychotic disorders in the last 
20 years. 

Recent theories of tardive dyskinesia have focused 
on the neuropharmacologic interactions of the dopa- 
mine and acetylcholine systems in the corpus striatum 
of the basal ganglia. Chronic administration of neuro- 
leptic medications is thought to cause denervation hy- 
persensitivity of the dopamine receptors, resulting in 
relative dopaminergic predominance and a choliner- 
gic-dopaminergic imbalance (1, 2). Similarly, it has 
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been observed clinically that anticholinergic agents 
make tardive dyskinesia worse and that in some cases 
the disorder has disappeared after the anticholinergic 
agent has been discontinued (3-5). Klawans and Rubo- 
vits (6) showed that tardive dyskinesia could be tem- 
porarily improved with the rapid-acting anticholines- 
terase inhibitor physostigmine, which presumably re- 
Stores the cholinergic-dopaminergic balance by in- 
creasing acetylcholine activity. Results of studies at- 
tempting to find cholinergic agents that would be ef- 
fective on a long-term basis, such as deanol or choline 
chloride, have been mixed: some patients have im- 
proved remarkably, some have become significantly 
worse, and still others have responded little or not at 
all (7-9). These findings, plus case reports of para- 
doxical positive responses to the anticholinergic agent 
benztropine (10, 11), suggest that only a subgroup of 
patients with tardive dyskinesia fit the current choli- 
nergic-dopaminergic imbalance theory. 

In an attempt to study this apparent heterogeneity 
further, we first measured responses of patients with 
tardive dyskinesia to brief i.v. challenge doses of drugs 
that facilitate or inhibit acetylcholine transmission 
(physostigmine or benztropine, respectively). We then 
measured the subsequent response of these patients to 
an open outpatient deanol trial. 


METHOD 
Subjects 


Our subjects were 10 chronic psychiatric patients, 2 
men and 3 women, who were admitted to the Con- 
necticut Mental Health Center research ward after giv- 
ing informed consent. They received physical, neuro- 
logic, psychiatric, and routine laboratory examina- 
tions. Criteria for inclusion in the study included 1) 
visible dyskinetic movements following prolonged ex- 
posure to neuroleptics, 2) no known family history of 
the heredodegenerative diseases that involve dyskinet- 
ic movements, 3) no exposure to medications that may 
predispose to dyskinetic movements (e.g., ampheta- 
mines, L-dopa) other than neurcleptics, anticholiner- 
gics, or antidepressants, 4) duration of tardive dyski- 
nesia of at least 6 months, and 5) no medical con- 
traindication. All patients were kept on their routine 
medications, which were unchangéd for at least a 
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month before the study. No attempt was made to tabu- 
late the many different neuroleptic and anticholinergic 
medications patients had been given in the past be- 

. cause this information was not available in reliable 
form. ә 


Drug Schedule 


Once admitted, patients were allowed to become ac- 
customed to the ward for 2 days. A videotape record 
was then made of their movement disorder; this served 
as a baseline for comparison following administration 
of deanol. For the next 3 days each patient spent 2 
hours a day in the research room in a hospital bed with 
his or her head elevated. Ап i.v. line was placed in one 
arm, and a blood pressure cuff and stethoscope were 
attached to the other so that they could be manipulated 
by a nurse behind a screen. The patients could see the 
video camera, which was placed at the end of the bed. 
On the first of 3 test days the subjects received an in- 
jection of methscopolamine, .50 mg i.m., 30 minutes 
before the procedure began. After two 1-minute base- 
line videotapings 10 minutes apart, 2 ml of saline was 
infused over 5 minutes, followed by five 1-minute 
videotapings 10 minutes apart over the next hour. 

The same overall procedure was followed for the 
next 2 days, alternating randomly between 1) meth- 
scopolamine, .50 mg i.m., 30 minutes before the proce- 
dure, and physostigmine, 2.0 mg i.v., infused over 5 
minutes, and 2) saline, .5 ml i.m., 30 minutes before 
the procedure, and benztropine, 2.0 mg i.v., infused 
over 5 minutes. Patients were pretreated with meth- 
scopolamine because it blocks the unpleasant periph- 
eral side effects of physostigmine without affecting the 
central actions. The effects of intravenous test doses 
of physostigmine or benztropine lasted less than 2 
hours so that there was virtually no likelihood of drug 
carry-over from day 2 to day 3. | 

After challenge trials were completed, the patients 
were discharged and treated with deanol, 900 mg/day, 
in three divided doses. If this dose did not completely 
suppress the tardive dyskinesia, the dose was raised 
by 300 mg/day every 7 days up to a total dose of 1800 
mg/day. If side effects occurred, the dose was lowered 
to a tolerable level and held at that level. Subjects 
were videotaped while receiving 900 mg, 1200 mg, 
1800 mg, or the highest tolerable dose—in one case 
only 600 mg—for a total of 7 days. 


Evaluation of Dyskinesias 


Changes in dyskinetic movements were rated by 
choosing the most significant and disfiguring move- 
ment for each subject and counting its frequency over 
a I-minute period. The correlation coefficient for inter- 
rater reliability between the two raters, one blind 
(M.B.B.) and one nonblind (D.C.M.), varied from .82 
to .98. The average for all 10 patients was .92. Rating 
changes in amplitude were found to be unreliable and 
so were omitted. .. 
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DATA ANALYSES 


We analyzed the -esults from the i.v. challenges and 
the deanol trial in a number of ways to find consisient 
patterns of response to the different drugs adminis- 
tered. We examined the data from the i.v. challenges 


. with saline, physostigmine, and benztropine by aver- 


aging the two basel-ne measures and using a paired t 
test to compare averaged baseline scores with scares 
of 10, 20, 30, 40, and 50 minutes after administration of 
each drug. This approach produced no statistically sig- 
nificant. results even though the observed changes 
seemed to show a theoretically coherent pattern in a 
subgroup of patients. Consequently, results in individ- 
ual patients were evaluated by averaging the th-ee 
scores for the 30—-50-minute time period and ex- 
pressing them as percent change from baseline (see 
table 1). 

` Changes with deanol were evaluated by taking the 
average of the four baseline scores and comparing it 
with the average of the four deanol scores using paired 
t test and percent change from baseline. Finally, pa- 
tients were divided into responders and nonresponders 
to physostigmine and deanol to see if one could predict 
response to the other. 


RESULTS 
Challenge Drugs 


The scores of 6 subjects decreased (i.e., they had 
fewer dyskinetic movements) with physostigmine by 
14.796-55.196 (average, 33.3%), while 4 increased their 
movements. Given b2nztropine, 7 patients increased 
their score by 2.3%-94.7% (average, 41.8%), while 3 
had reduced movements. Since the changes occurred 
in both directions, the group findings did not reach sig- . 
nificance with either drug. As can be seen in table 1, 
certain patients, such as patients 3, 4, 5, and 8, showed 
clear decreases when ziven physostigmine, and others 
(patients 6 and 7) showed dramatic increases. Still oth- 
ers (patients 1 through 5) showed marked increases in 
movements when given benztropine. Unfortunately, 
the striking variability of the baseline patterns made 
changes in either direction difficult to document statis- 
tically. 

Seven patients improved when given deanol at dos- 
ages of 900-1800 mg/day. Generally, the patients given 
the 900-1200-mg range showed the greatest improve- 
ment. However, the improvement was not significant 
for the group as a whole because patients 6 and 8 had 
such significant increases in dyskinetic movements on 
deanol (225.6% and 146.7%). When these 2 patients 
were removed from the analysis, the deanol improve- 
ment became significant at the p<.001 level. 

Taking the 7 patients whose movements decreased 
in response to deanol as a group, we examined their 
response to the experimental drugs by comparing each 
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TABLE 1 
Drug Effect on Tardive Dyskinesia in 10 Patients: Percent Change from Baseline? n 
Patient Number Saline Physostigmine Benztropine Deanol Deanol Dose (mg/day) 

1 ~21.9 —14.7 +49.3 —31.0 e 200 

2 +8.0 —23.3 +43.1 —39.6 1800 

3 +4.7 —37.1 +94.7 —78.3 1200 

4 6.8 —33.6 +44.5 —62.9 1200 

5 —0.03 —36.2 +41.7 — 100.0 1800 

6 —48.2 +180.8 +2.3 +225.6 600 

7 -17.8 +39.1 -5.4 0 900 

+10.5 1800 

8 +25.4. —55.1 -7.8 + 146.7 1800 

9 +15.4 +21.4 +17.1 —33.7 900 

10 —64.7 +11.8 —5.4 —24.7 900 








аА positive percent change indicates an increase in the number of dyskinetic movements observed. 


time period with the baseline to see if there was a sig- 
nificant trend. With benztropine, the dyskinetic move- 
ments of these patients were significantly increased 
(p<.05) at 20, 40, and 50 minutes after drug adminis- 
tration. There were no statistically significant changes 
with physostigmine or saline. 

The pattern of the responses of patients 1 through 5 
fits the current choliriergic-dopaminergic imbalance 
theory (see table 1): cholinergic agonists like physo- 
stigmine and deanol improved tardive dyskinesia and 
cholinergic antagonists like benztropine made it 
worse. Patients 6 and 7 showed a paradoxical pattern, 
with increased movements in response to physostig- 
mine апа déanol and no change in response to benztro- 
pine. The final 3 patients did not fit any consistent the- 
oretical pattern. 


DISCUSSION 


Until recently tardive dyskinesia has been viewed as 
a single disease with a single etiology. Our findings 
show that 50% of the patients with tardive dyskinesia 
whom we tested followed the classic cholinergic-do- 
paminergic imbalance theory. They formed a major 
subgroup within the larger group of tardive dyskinesia 
patients and could be distinguished by pharmacologic 
challenges with cholinergic and anticholinergic agents. 
Casey and Denney (12) had similar results in an ele- 
gant study of 6 patients. They challenged each patient 
with L-dopa (a dopamine agonist), droperidol (a dopa- 
mine antagonist), physostigmine, and benztropine. 
They then placed patients on a double-blind deanol 
and placebo trial and found that 3 patients improved 
significantly on physostigmine, droperidol, and deanol 
in accordance with current theory, while 3 other pa- 
tients became significantly worse on the same three 
drugs and better on benztropine. In other words, ap- 
proximately 50% of their patients fit the current phar- 
macologic theory that dopamine antagonists and choli- 
nergic agonists will decrease tardive dyskinesia, a 
finding that agrees with our own results, i.e., 5 out of 


10 patients improved on physostigmine and deanol and 
became worse on benztropine. 

` A survey of the literature on ће use of cholinergic 
agents in tardive dyskinesia reveals a consistent recur- 
rence of this 5096 figure, which may represent a sub- 
group. For instance, eight different investigators, who 
have administered physostigmine in doses of 1-3 mg 
i.v. to a total of 53 tardive dyskinesia patients, found 
that 28 (52.8%) showed decreased movements, 10 
(18.9%) showed increased movements, and 15 (28.3%) 
showed no change (6, 8, 12-17). Similar figures emerge 
from i.v. trials of benztropine, 2.0 mg; or scopolamine, 
] mg. Of 24 cases studied by four investigators, 12 
(50%) followed the theoretical pattern by getting 
worse, while 5 (20.8%) had decreased symptoms and 7 
(29.296) showed no change (6, 11, 12, 17). 

Casey (18) reviewed the therapeutic use of deanol in 
tardive dyskinesia. Using the rigorous criteria for im- 
provement of 50% change in symptoms, he noted that 
of 75 cases reported in the literature, 30 patients im- 
proved (4076), 44 had a slight or no response (58.796), 
and 1 became worse (1.3%). Looking at double-blind 
studies only, he found that of 29 patients, only 7 
(24.196) significantly improved. He noted no patient 
characteristics or clinical aspects of tardive dyskinesia 
that would predict response to deanol. 

By way of comparison, a double-blind crossover 
study with choline chloride, a more likely precursor of 
acetylcholine (19), found that 5 of 20 patients im- 
proved greatly and 4 patients improved moderately. 
Movements were unchanged in 10 patients and worse 
in 1. This 4576 improvement rate is the best reported to 
date with longer-acting cholinergic agents. 

All four drugs seem to show a consistent subgroup 
of approximately 4095-5096 of patients who respond 
according to current pharmacologic theory. However, 
at this stage of research in tardive dyskinesia, we can- 
not rule out a number of possible sources of experi- 
mental variability that might explain the lack of uni- 
formity of response on a technical basis. Many authors 
have discussed, and Simpson and associates (20) have 
documented, the day-to-day changes in tardive dyski- 
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nesia. Combined with the tendency of patients either 


to suppress or release movements when anxious or ob- 
served, this variability makes changes in movements 
extremely hard to score reliably in both acute and 
chronic drug trials. Another source of confusion is the 
failure of most investigators to control for a number of 
factors that are generally acknowledged as influencing 
the severity of tardive dyskinesia. These include main- 
taining patients on anticholinergics during drug trials 
(6, 9, 12-14), discontinuing psychotropic medication 
immediately before administering experimental drugs 
(8, 17, 20, 21), or disregarding the duration of tardive 
dyskinesia (7, 8, 11, 20). 

Further studies will be necessary to control for these 
sources of variability more rigorously, and the result 
of this more careful attention to experimental method 
may be the development of subgroups of patients with 
tardive dyskinesia who respond more uniformly to 
specific drugs. These subgroups might be based on 
age, sex, duration of tardive dyskinesia, total duration 
of neuroleptic treatment, diagnosis, or some other as 
yet unknown factor. We have recently shown that a 
group of patients with tardive dyskinesia was hetero- 
geneous with respect to CSF measures of central 
dopamine activity (22). Our present study suggests 
that approximately 5096 of tardive dyskinesia patients 
can be identified as responders to cholinergic treat- 
ment consistent with the cholinergic-dopaminergic im- 
balance theory. Just as intriguing is the etiology of tar- 
dive dyskinesia in the 50% who do not respond in the 
expected fashion to cholinergic agents. Advanced age 
and diagnosis of organic brain syndrome are important 
risk factors for senile (spontaneous) dyskinesia as well 
as for tardive dyskinesia, and it may be that older or 
demented patients have a more permanent lesion that 
is less responsive to pharmacologic intervention. Still 
another subgroup of patients seems to react para- 
doxically, such as our patients 6 and 7, who had in- 
creased movements when given physostigmine and 
deanol. Their response is similar to that of 3 out of 6 of 
Casey and Denney's patients, who became worse on 
physostigmine, droperidol, and deanol (12). They may 
have changes in different areas of the corpus striatum, 
resulting in a "*hypercholinergic" form responsive to 
anticholinergics as theorized by Casey and Denney 
(12) and Gerlach and associates (23). 

Studies that treat all tardive dyskinesias as a uni- 
form clinical entity for statistical purposes may ob- 
scure significant clinical responses of subgroups of pa- 
tients who, as shown above, may respond in diametri- 
caily opposite ways to the same drug. To understand 
and treat tardive dyskinesia more successfully we will 
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need to try multiple drugs on the same population of 
patients and then examine individual responses to 
identify specific subtypes. 
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The Psychiatry Internship and the Development of Professional ° 


Identity 


BY MARGARET M. GILMORE, M.D., AND SAMUEL W. PERRY Ш, M.D. 





Advocates of the psychiatry internship believe the 
experience fosters professional maturity. The authors 
examined the maturing process of 10 psychiatry 
residents during their internship year. Changes in the 
interns’ professional identity including expectations of 
self and others are described and seen as a goal of the 
experience. The authors outline danger signals of poor 
professional development and suggest interventions to 
help interns resolve conflicts. 





he purpose of an internship for psychiatrists has 

been debated for years. In 1970 the American 
Board of Psychiatry and Neurology eliminated the in- 
ternship requirement; in 1975 the Board reinstituted it 
in modified form. Controversy ensued as educators 
struggled to find—and to fund—a meaningful experi- 
ence (1-3). Many arguments did not distinguish be- 
tween what the internship offered in the acquisition of 
medical skills and what it offered in helping the young 
physician to mature professionally. The acquisition of 
medical knowledge does not justify the internship 
year. Medical facts alone can be taught more con- 
cisely, and certainly more comfortably, to a psychiatry 
resident than to an exhausted intern. The requirement 
may be justified if the internship catalyzes a matura- 
tional process that is essential to becoming a psychia- 
trist. In this paper we examine how the internship fos- 

` ters that process. 

Many observers have suggested that the internship 
promotes professional maturity, but this notion has 
not been documented (4). Sociological studies have 
described the broad attitudinal changes that accrue in 
different hospital environments and historical periods 
(5, 6). These reports have not been supplemented by 
an examination of the psychological changes. Karasu 
and associates (7) compared psychiatry residents who 
had completed an internship with those who had not 
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and found that the internship residents were consid- 
ered more proficient in relating to staff and patients, 
more capable in their handling of medical problems, 
and more responsive in emergencies. In a follow-up 
study (8) Karasu and Stein found that internship resi- 
dents were rated by supervisors as having better clini- 
cal judgment and that these residents carried larger 
caseloads, had fewer patients drop out of treatment, 
and prescribed medication more often. They con- 
cluded that ‘е internship does have a maturing influ- 
ence.” Unfortunately, the studies did not define pro- 
fessional maturity. In addition, because these studies 
were retrospective and uncontrolled, they could not 
determine whether the internship residents were more 
mature to begin with—and perhaps chose to take an 
internship for that reason. 


THE STUDY GROUP 


We decided to conduct a prospective study to exam- 
ine what constitutes professional maturity and how the 
internship year helps it develop. Throughout one year, 
we observed the professional development of 10 psy- 
chiatric residents during their internship year at New 
York Hospital. Each resident spent approximately 6 
months on general medical services, including 2 
months in private medicine, 1-2 months on a special- 
ized cancer treatment service, 1 month on neurology, 
1 month on pediatrics, and 5 months on psychiatric 
services, including 2 months in a walk-in clinic and 1 
month each on three inpatient units specializing in the 
treatment of geriatric, alcoholic, and research pa- 
tients. Our observations took place in a discussion 
group that we established in order to provide a '*home 
base" for the interns who were rotating singly from 
service to service. 

Once a week the 12 of us gathered to review case 
vignettes, reactions to patients, interactions with staff, 
ideas, and feelings — whatever seemed related to the 
experience of being an intern and becoming a physi- 
cian. Initially, attendance at the group was excellent, 
but it tapered in the last two months. We stated from 
the start that the group would not focus on individual 
personality styles or intimate problems. The primary 
objective of the group would be to examine the psy- 
chological issues relevant to the internship experience. 
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Only after several weeks did we appreciate a second 
objective of the group: the process of examining the 
conflicts of internship was helpful in resolving them. 


. 
GROUP DATA 


The group study gradually revealed the psychologi- 
cal conflicts that the internship evokes. We learned 
that the training experience presents opposing views 
of one's professional self-worth. The interns ex- 
pressed conflicts between feeling knowledgeable or ig- 
norant, certain or uncertain, helpful or helpless, au- 
thoritative or deferential, and responsible or subordi- 
nate. 

These conflicts were particularly acute for the resi- 
dents during their medical and pediatric rotations, 
where they were required to make rapid diagnostic de- 
cisions, work endless hours and perform invasive pro- 
cedures such as venipunctures, lumbar punctures, and 
liver biopsies, and institute complicated, unproven, 
and sometimes life-threatening treatment protocols for 
cancer patients. They could not avoid an emotional in- 

' volvement with frightened patients and their disrupted 
families. As the residents recounted case vignettes 
they recognized the complex contributions of family 
involvement, medical knowledge, and socioeconomic 
variables that contribute to decisions to initiate or ter- 
minate intensive medical treatment. While in pediat- 
rics, the residents were forced to confront their own 
painful emotions about youthful patients and to recog- 
nize the effect these feelings had on their treatment de- 
cisions. Simultaneously, the interns were expected to 
be receptive, inexperienced students, to follow the ad- 
vice of their attending physicians, and to follow resi- 
dents’ directions about chart notes, daily routines, fill- 
ing out forms, and getting X rays. 

The conflict between feeling omnipotent and impo- 
tent is not exclusive to this year of training, but the 
candid group discussions repeatedly emphasized how 
the internship uniquely polarizes these extremes. The 
unshakable presence of physical illness forced the in- 
terns actively to confront this conflict. The interns— 
unlike psychiatry residents—could not retreat into a 
position of passive neutrality. The option of psychia- 
trists to defer responsibility and deflect the problem 
back onto the patient in the privacy of an office is not 
available to the intern on a medical, surgical, or pediat- 
ric service. During a patient's cardiac arrest, not to 
decide is to decide! The experience thereby not only 
intensified conflicts between omnipotence and impo- 
tence, but through its requirement for action pressed 
for an adaptive resolution. 

The early group discussions exposed only one pole 
of this conflict: the impotence. The interns complained 
of feeling overwhelmed, inexperienced, and in- 
adequate. They felt like ‘‘imposters’’ when writing or- 
ders or doing procedures. One intern thought the 
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nurses must be joking when they addressed her as 
"doctor" —after all, the nurses knew far more than 
she did, and they certainly knew she was not reaily a 
doctor. Conversations centered on the most ill pa- 
tients. The interns, an insightful group, realized that 
because they felt vulnerable and helpless themselves, 
they sympathetically identified with the most depen- 
dent patients. The interns were less quick to rezlize 
that—also like these neediest patients—they had de- 
veloped unrealistic expectations of their own ‘‘care- 
takers” by overidealizing attending physicians anc by 
viewing residents as incredibly knowledgeable. Hav- 
ing a sharp resident provided a sense of security —and 
a sense of panic when that maven left for the day and 
the interns were confronted with handling patients on 
their own. 

This idealization of the attending staff and residents 
had a short life. Although the interns, in response to 
their own feelings of inadequacy and frustration, con- 
tinued to believe that they were merely “puppets on a 
string," they stopped regarding their superiors as so 
grand. The interns began to express contempt for resi- 
dents, attending phvsicians, and hospital administra- 
tors who had "let them down” by not fulfilling the 
great expectations of a top training program. Elder 
physicians were ''incompetent and outdated," youag- 
er attending physicians were ‘‘ambitious and in- 
sensitive," and residents were "competitive and un- 
available." A litany of complaints permeated the 
group; the interns sharply criticized a cancer research 
protocol, picked apart a treatment plan by a presti- 
gious attending physician, and derided a resident Zor 
failing to order further tests for a dying patient. This 
disappointment reached a crescendo in the group 
when a patient committed suicide in the psychiatric 
hospital. The interns greeted the news with angry in- 
credulity. How could it happen? Why couldn't the 
staff stop him? Why didn't the psvchiatrist predict the 
suicide and take proper precautions? 

During this phase the interns regarded their superi- 
ors not only as incompetent but malevolent as well. 
They felt they were handmaidens designated to do the 
undesirable work so that private practice physicians 
could live comfortably. One group member suggested 
that the internship is the result of a necessary financial 
collusion between hospital administrators and ex- 
ploitive attending physicians. Other members believed 
the only rationale for the experience was that it was a 
type of hazing ritual for the rite of passage into the 
medical guild. They talked about the need of insecure, 
older physicians to inflate themselves by speaking 
about **days of the giants, when ships were made of 
wood and men were made of steel." 

The interns' failure to find any value in the intern- 
ship experience reached its highest pitch when one of 
the group members decided to take a leave of absence. 
The interns’ rotation schedules had to oe revised. 
They were irate. They felt maligned, ‘‘political 
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pawns” whose lives were being manipulated for the 
sake of the department. The prearranged schedule was 
the one thing they had relied on. Now that, too, was 
being taken away. 

Their general disappointment in their residents and 
attending physicians and their specific disappointment 
in having to readjust their schedules catalyzed a dra- 
matic change in the interns’ view of themselves. Feel- 
ings of being helpless victims and incompetent neo- 
phytes were replaced with feelings of being powerful, 
prestigious, and influential. ‘‘We really keep the hospi- 
tal going." “Were the ones on the inside track.” 
‘The attendings come and go but we're where it's at— 
on top of things.” Esoteric medical jargon then infil- 
trated the group discussions as a symbol of the interns’ 
acquired status. An intern mentioned that she had 
walked out of the psychiatry conference on her medi- 
cal service because ‘‘all they do is talk,’’ and she felt 
that was a meaningless exercise when one was treating 
people who were "'really sick.” Another intern boast- 
ed that he had made the important management deci- 
sions regarding a patient while the rest of the staff vac- 
illated. Despite the complexity of the issues involved, 
the intern refuted any possibility that his judgment 
might not be absolutely right. The implication was that 
if the interns could not rely on attending physicians 
and residents for foolproof answers, at least they could 
rely on themselves. They bragged to each other about 
their fast workups and diagnostic acumen. Their com- 
plaints of overwork decreased. One intern even com- 
plained of having an insufficient work load! 

At approximately midpoint in the vear the group 
gradually entered its third phase. Whereas during the 
first phase the interns saw themselves as incompetent, 
with power delegated to others, and whereas in the 
second phase the interns devalued their superiors and 
assumed the power themselves, the third phase was 
characterized by their realization that neither they nor 
others were omnipotent. As one intern stated suc- 
cinctly, '* Medicine isn't magic—not the pills, not the 
people.” 

With this realization came a heaviness in the group. 
The interns’ despair over recognizing limitations made 
difficult problems seem utterly hopeless. ‘‘What can 
doctors really do? Patients never reallv get well. They 
just die or stay sick a long time." Group members 
compared notes about patients whom one intern had 
admitted, treated, and discharged, only to have anoth- 
er intern readmit the patient for the same medical 
problems a few weeks later. The despair over thera- 
peutics was compounded by the interns’ disappoint- 
ment about what gratification they could expect from 
their work. Patients would not worship the doctor who 
did not cure them, and they might even resent the doc- 
tor who inflicted pain. One intern poignantly described 
her conflict over drawing blood from an adolescent 
who accused her of torturing him. When their dis- 
couragement became most intense, the interns dis- 
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cussed the “worthless” and “meaningless” naturesof 
the internship in particular and of medicine in general. 
One intern considered quitting, and others discussed 
returning home *'tearful.'" The group agreed the year 
was not necessary for those planning cifreers in psy- 
chiatry. | 

During the last three months the group discussions 
shifted into a fourth and final phase. The interns’ mood 
improved, and they began to express pride in what 
they had accomplished—or at least survived. Al- 
though still disappointed in the limitations of medicine 
and of physicians, the interns expressed a more realis- 
tic appraisal. They regarded physicians as human 
beings who get tired, make mistakes, but take reason- 
ably good care of patients. The interns’ descriptions of 
patients gained new dimensions as well; they regarded 
them as both helpless and helpful, cooperative and un- 
cooperative. Maintaining an all-lovable, infallible im- 
age with patients became less of a goal. Members re- 
ported vignettes about setting limits with patients even 
when doing so caused resentment, such as refusing to 
sign a patient's disability form. The interns were more 
comfortable in experiencing anger with patients who 
tried to frustrate or humiliate them or make excessive 
demands, and they distinguished this anger from the 
unreasonable anger at patients who did not respond to 
treatment. 


USE OF GROUP PROCESS 
The discussion group provided both a way of deter- 


mining whether an intern was inflexibly stuck in one of 
the phases we have described (feeling helpless, om- 


- nipotent, depressed, or cynical) and an environment to 


help the interns find more adaptive solutions. Through 
trial and error, we found that several technical maneu- 
vers were useful in that process. | 

During the first phase, when the interns revealed ап 
exaggerated sense of their own inadequacy, our tactic 
was to refuse to accept these notions. We asked the 
interns what was being accomplished by their feeling 
so helpless. This question forced the interns to recog- 
nize that their sense of incompetency was a distortion. 
Furthermore, as the interns used their insight and in- 
tellect to analyze the question, the process of using 
these more mature ego functions short-circuited the 
regressive wish to be taken care of. 

Another maneuver during this first phase was to re- 
ject the interns' helplessness within the discussion 
group. The interns expected us to structure the group, 
relieve the silences, and come up with the final answers. 
We refused this overidealized role. Instead, we allowed 
silences and discussed our own mistakes and doubts 
about patient care. Similarly, during the crisis when 
one intern took a leave of absence, we refused to ac- 
cept their notion that we should be able to prevent or 
correct such situations. We pointed out that such 
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d are unavoidable. As the interns assumed more 
responsibility for making the best of this bad situation, 
they recognized that they had previously viewed them- 
selves in the subordinate position of being interns in 
order to feel éntitled to be taken care of. By the end of 
this first phase the interns understood that making one- 
self dependent does not ensure that an all-providing, 
dependable parent will appear. 

During the second phase the group process chal- 
lenged the interns' fragile grandiosity while at the 
same time offering collegial support. We helped the in- 
terns see that their need to feel admired—to be the gi- 
ants who rescued mankind from the grip of disease— 
was an attempt to master feelings of uncertainty, futili- 
ty, and aloneness. When a member of the group de- 
scribed how brilliantly he or she had handled a case or 
managed an inhuman work load, the other members 
would respectfully permit the intern to boast, but in 
time they would gently question the idealized account. 
The mutual support of the group members and the 
sharing of uncertainties became a more adaptive way 
of facing their limitations as physicians. 

The devaluation of attending physicians in the sec- 
ond phase posed a special challenge to the group 
coleaders. There was a great temptation for us to iden- 
tify with the attending physicians who were being be- 
rated and to counterattack defensively. We tried to re- 
sist this temptation. We reminded ourselves that to 
counterattack would only increase the interns' in- 
security and thus increase their need to feel omnip- 
otent. However, we did not want to appear helpless. 
We found that an effective way to interact with the 
interns was to agree to disagree by stating our opinions 
firmly so that the interns knew what we did and did not 
believe. We also tried to depersonalize the discussions 
and get the residents to face their own conflicts rather 
than attack authority. We asked more general ques- 
tions. Where can a physician reasonably expect to get 
gratification? From work? From the admiration of pa- 
tients? From monetary reward? From the improve- 
ment of patients? From a final job well done? 

The group appeared to have its greatest value during 
the third phase, when it definitely helped the interns 
cope with their grief over lost self-idealizations. By 
this time we had sufficient data to interpret the interns' 
despair. We pointed out that the demands and limita- 
tions of the internship were forcing the group members 
to come to terms with who they were and who they 
were not. Although these interpretations were useful, 
the group process was even more helpful. It provided a 
supportive place where the interns could withdraw for 
a moment to contemplate the impact of the internship 


experience. During this phase we also had to confront. 


our own limitations and resist the temptation to try ‘Чо 
make it come out all right" for the interns. They 
needed to understand that physicians cannot cure the 
unavoidable disappointments, losses, and frustrations 
of life. . 
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During the final phase, as the interns established 
more realistic professional expectations for them- 
selves and for others, the group reinforced this process 
by inviting senior faculty members to attend the group 
and discuss conflicts of their own professional lives. 
The chairman, vice-chairman, director of training, and 
the coordinator for the next year all came and infor- 
mally revealed their professional goals, frustrations, 
successes, and failures. | 


DISCUSSION AND CONCLUSIONS 


The group data supported the view of internship as a 
crisis in professional identity. The pattern in whick all 
of the interns passed through similar phases as they 
attempted to cope with the stress of developing a more 
consolidated professional identity conforms to the the- 
ory of phase resolution of crisis (9, 10). Psychosocial 
and psychological studies (11-15) have emphasized 
that establishing a realistic appraisal of oneself is not 
just the struggle of the young child, but a lifelong proc- 
ess with definable critical periods and developmer tal 
tasks. Internship can be seen as just such a critical pe- 
riod—a physician's ‘‘professional adolescence” when 
issues about professional self-worth are heightened. 
Interns are forced to close the gap between their own 
ideal self-expectations and exaggerated sense of in- 
adequacy. 

The study group revealed the four phases of conflict 
resolution and some techniques for fostering intern 
growth: 1) a phase of helplessness when the interns 
overidentify with the patients and view themselves as 
totally incompetent and delegate exaggerated powers 
to others; 2) a phase of aggrandizement when the :n- 
terns inflate themselves with magical expectations for 
cure and admiration; 3) a phase of despair when the 
interns grieve over the lost omnipotence in themselves 
and others; and 4) a phase of transformation when tre 
interns set more reasonable expectations for them- 
selves and others, accept their limitations, and contin- 
ue to grow by finding positive aspects ir. their work 
and colleagues with which to identify. 

Our study group also helped us to recognize when 
interns are in trouble with their professional maturity. 
If interns remain stuck in phase 1, they will be para- 
lyzed by uncertainty, will be unwilling to assme respon- 
sibility in difficult situations, and will rely too heavi_y 
on colleagues, consultants, or the institution of medi- 
cine rather than assuming an autonomous position. 
Similarly, if interns remain stuck in phase 2, they will 
avoid the complex, chronically ill, or dying patients 
who challenge their magical view of themselves. They 
will also resent patients who do not love and admire 
them and will be demeaning and contemptuous toward 
colleagues who are less than perfect. Interns’ cliniczl 
judgment will be impaired by their wish to please pa- 
tients at all costs, which will lead them to avoid per- 
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forming painful procedures or to prescribe unneces- 
sary medications. Finally, if interns remain stuck in 
phase 3, they will be forever disenchanted with medi- 
cine and with themselves, constantly frustrated about 
how little they and the profession have to offer. 

The group study was a first step in defining profes- 
sional maturity. Mature physicians can simultaneously 
accept their limitations and maintain their therapeutic 
optimism and concern for patients. Their clinical judg- 
ment will be impaired by neither a need to be omnip- 
otent nor a therapeutic nihilism. Mature physicians 
will be able to tolerate their emotional involvement 
with chronically ill and dying patients without seeing 
them as totally helpless victims or biological speci- 
mens. They will recognize the complexities of family 
ties, socioeconomic variables, and medical knowl- 
edge, which operate in determining patient care. 

We recognize that this study supplies neither a com- 
plete definition of professional maturity nor a defini- 
tive answer about the questionable value of medical 
rotations for the psychiatric resident. However, it is a 
beginning. 
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Race Bias in the Diagnosis and Disposition of Violent Adolescents 


BY DOROTHY OTNOW LEWIS, M.D., SHELLEY S. SHANOK, M.P.H., ROBERT J. COHEN, ED.D., 
MICHAEL KIMGFELD, M.D., AND GIOVANNI FRISONE, PH.D. 





The authors compared psychiatric symptoms, violent 
behaviors, and medical histories of an entire one-year 
sample of adolescents from the same community who 
were sent either to the correctional school or the only 
state hospital adolescent psychiatric unit serving the 
area. The initial hypothesis that the incarcerated 
eroup would be equally disturbed but more violent 
than the hospitalized group was contradicted. 
Violence as well as severe psychiatric 
symptomatology was equally prominent in the two 
eroups. The most powerful variables distinguishing 
the groups were race, accidents, and injuries 
'especially head injury), and sex. The medical and 
social implications of the findings are discussed. 


n this paper we report clinical and epidemiological 
Гоа of race bias in the ultimate disposition of 
aggressive adolescents. We shall report similarities 
and differences between adolescents from the same 
community sent either to a correctional institution or 
to a psychiatric hospital during a single year in the 
mid 1970s. 

In our previous work (1-5) we have reported the ex- 
istence of severe psychopathology in a delinquent pop- 
ulation. We have also reported that incarcerated delin- 
quents have extremely adverse medical histories (6-8) 
and are characterized by many neuropsychiatric signs 
and symptoms (9). Having found such a high preva- 
lence of psychotic symptoms, neurological impair- 
ment, and serious medical problems in incarcerated 
youngsters, we wondered what factors might influence 
a psychiatrically disturbed adolescent's being sent to a 
correctional facility rather than a treatment facility. 
We hypothesized that the behavior of incarcerated 
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adolescents would be characterized primarily ‘by ag- 
gression toward others, whereas the behavior of psy- 
chiatrically hospitalized adolescents would -be more 
withdrawn, self-destructive, or, if violent, would be 
expressed within the home. We also wondered wheth- 
er such factors as race and sex affected where a child 
was sent. 


METHOD 
Samples 


Our two samples consisted of 1) all adolescents frcm 
an urban area of Connecticut who in a given year were 
sent to the only correctional school in the state and 2) 
all adolescents from the same area who in that same 
year were admitted to the adolescent unit of the only 
state psychiatric hospital serving the same area. Since 
both populations came predominantly from the lowest 
socioeconomic sectors of the area, private hospitzl- 
ization was seldom available. The few residential 
treatment facilities for the area had waiting lists and 
tended to accept younger children. Except for a gener- 
al-hospital-based crisis unit, there were no other read- 
ily available alternative placements for this popu- 
lation. 

The sample of adolescents sent to a correctional 
school consisted of 63 youngsters, and the sample sent 
to an adolescent unit consisted of 35. Six children had 
been to both institutions and were included in the cor- 
rectional school sample because this was their ultimate 
placement. 

Because of differing acceptance criteria regarding 
age, the average age of the correctional school sampl2 
at the time of our studv was 15.56 years and that of the 
adolescent unit children was 17.01 years, a significant 
difference (t=6.151, p<.001). To correct for possible 
bias due to age differences between the two groups, all 
data regarding medical histories were analyzed for two 
time periods, before age 4 years and through age 16 
years. 


Settings 


The two institutions were situated in the same town. 
approximately 25 miles from the urban area being 
studied and only minutes from each other by car. Thus 
they were theoretically equally accessible to the 
youngsters. Both institutions had open and closed fa- 
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cilities and were equipped to care for aggressive chil- 
dren. The adolescent service had 16 beds reserved for 
boys and 12 for girls. The correctional school had 4 
cottages of 30 beds each for boys and 2 cottages of 30 
beds each for girls. 


Sources of Data 


Data were gathered from the records of the adoles- 
cent unit of the state hospital, the records of the cor- 
rectional school, all available previous psychiatric 
evaluations, and the records of the largest general hos- 
pital serving the urban area. This hospital had been 
used by 83.9% of the correctional school sample and 
88.2% of the adolescent unit sample. The advantages 
and disadvantages of using these hospital records to 
gather medical information have been discussed in an- 
other report (7). 

The following factors were explored: 1) violent and 
nonviolent behaviors influencing institutionalization, 
2) quality of psychiatric symptoms mentioned, 3) num- 
ber of general hospital visits, 4) use of particular serv- 
ices, such as the emergency room, clinics, and wards, 
5) the nature of medical problems (e.g., perinatal diffi- 
culties, accidents and injuries, head and face injuries, 
and respiratory infections), 6) age, 7) sex, and 8) race. 
Although socioeconomic class could not always be es- 
tablished from the records, the great majority of ado- 
lescents in both groups came from the lowest so- 
cioeconomic sectors of the urban population. 

For purposes of assessing the presence or absence 
of violent behaviors, violence was defined as any men- 
tion in the records of arson and/or serious physical vio- 
lence directed against other people. That is, murder, 
serious assault in which injury to another person oc- 
curred, sexual assault, and threatening with a weapon 
were classified as violent. 


FINDINGS 
Behaviors 


Our assumption that the psychiatrically hospitalized 
adolescents would be demonstrably less violent than 
their incarcerated peers was refuted by the data avail- 
able. Of the 33 hospitalized adolescents about whom 
information regarding behaviors was available, 25 
(76%) had extremely violent acts documented in their 
charts. In fact, according to their clinical charts, 19 of 
these hospitalized adolescents were known to the po- 
lice or to the courts for a variety of more or less violent 
antisocial acts; however, for reasons that were not ex- 
plicit, the courts had not sent them to the correctional 
institution. 

The extreme violence. manifested by the psychiatri- 
cally hospitalized youngsters is evident in the follow- 
ing examples: | ` 

One boy had been arrested for sexual assault, van- 
dalism, indecent exposure, and beating an aged rela- 
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tive. Another had committed armed robbery, had A 
drugs, and had a great number of minor charges 
against him. One boy had knifed another boy and had 
stated, “I get real violent. I don't stop until I see 
they're bleeding." One boy had threatened his 
mother's life, was arrested, released on $2,500 bail, 


: and then sent to the hospital after injuring a policeman. 


Another boy, charged with burglary, fire-setting, lar- 
ceny, and reckless endangerment, had allegedly homo- 
sexually attacked a small child and had taken his fa- 
ther's gun and tried to kill the father: Another boy had 
attempted to choke a younger sibling and had sub- 
sequently been ejected from a Salvation Army shelter 
when he assaulted another patron; a gun had been con- 
fiscated from him at one hospital, and bullets had been 
confiscated from him at another. 

Physical aggression was characteristic of hospital- 
ized girls as well as hospitalized boys, although it 
seemed to be somewhat less violent in nature. One gir] 
had been expelled from a residential school because of 
violent behaviors and had subsequently assaulted a 
hospital staff member. Another had had a history of 
assaultiveness since second grade, had punched an- 
other patient in the mouth, and had threatened to harm 
staff. Another girl, who had also been expelled from 
school because of assaultiveness, had slapped around 
a child for whom she was babysitting and had phys- 
ically assaulted the child's mother. 

Of the 8 hospitalized adolescents not classified as 
violent about whom behavioral information existed, 5 
had histories either of violence toward property (e.g., 
smashing furniture or breach of the peace) and/or 
threatening others with violence. Counter to our pre- 
diction, only 3 of the hospitalized adolescents were 
characterized primarily by self-destructive behaviors. 
Moreover, violent behaviors clearly were not limited 
to violence within the home. 

Although it is not possible to compare exactly the 
prevalence and degree of violence in the two samples 
because the assessments of violence are inexact, a re- 
view of correctional school records indicated that 46 
(7396) of the incarcerated sample had committed vio- 
lent acts similar in nature to the acts of the 25 most 
violent hospitalized adolescents (e.g., assault, armed 
robbery, and sexual assault). Thus as far as we could 
determine, violence seemed to be as characteristic of 
the hospitalized sample as it was of the incarcerated 
sample. In fact, the majority of hospitalized young- 
sters had been àrrested but not incarcerated for violent 
acts. 


Psychopathology 


Psychiatric hospital and correctional school records 
were maintained for clinical purposes and not for re- 
search; therefore, the clinical data were not uniform. 
All of the hospitalized children had been seen by a psy- 
chiatrist; some had also been seen by a psychologist. 
Almost ail of the incarcerated children had received a 
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Mean, Number of Medical Contacts of 34 Psychiatrically Hospitalized and 63 Incarcerated Adolescents Through Age 16 











Hospitalized Incarcerated 

Type of Hospital Contact Adolescents Adolescents t? Significance 
Hospital visits Ы 9.38 12.50 1.14 n.s. 
Emergency room visits 4.71 7.62 1.94 p=.056 
Clinic visits 4.94 4.22 0.50 n.s. 
Admission to hospital ward 27 67 1.98 р=.051 
Accidents or injuries 1.88 3.93 2.75 p=.008 
Head or face injuries 56 1,29 2.34 p=.022 











*Two-tailed t test. 


TABLE 2 
Number and Percent of Psychiatrically Hospitalized and incarcerated 
Adolescents with Particular Medical Problems Through Age 16? 











Hospitalized Incarcerated 
Adolescents Adolescents 
Medical Problem N % N % 
Perinatal problems? 9 6.0 19 61.3 
Child abuse 6 17.6 16 27.1 
Psychiatric symptoms 16 47.1 23 39.0 
Psychiatric/social work 
consultation 9 26.5 19 32.8 





4All of the comparisons were nonsignificant according to chi-square. 

"Data on perinatal problems existed for 15 hospitalized and 31 incarcerated 
adolescents. Data in the other categories are based on 34 hospitalized and 59 
incarcerated adolescents. 


psychological evaluation, and many had had psychiat- 
ric evaluations as well. Both groups had received so- 
cial work assessments. The majority of children in 
both groups had received previous psychiatric or psy- 
chological assessments in schools, clinics, or other 
residential settings, and these were also reviewed. 

Of the 33 psychiatrically hospitalized adolescents 
for whom adequate clinical data existed, 13 were de- 
scribed as showing psychotic symptoms and 10 were 
described as having borderline or equivocal manifesta- 
tions of psychotic disorders. Of the 60 incarcerated 
children for whom adequate clinical data existed, 14 
were described as demonstrating psychotic symptoms 
and 17 as showing equivocal evidence of psychotic 
symptoms. 

Because of the variability in the quality of clinical 
data available, we felt that it made little sense to make 
statistical comparisons between the prevalence of psy- 
chosis or borderline psychosis in the two groups. Suf- 
fice it to say that psychotic symptoms were reported to 
be prevalent in both groups. 


Medical Histories 


As can be seen in tables 1 and 2 hospitalized and 
incarcerated adolescents made similar numbers of hos- 
pital contacts and were equally likely to have sus- 
tained perinatal difficulties. Incarcerated adolescents, 
however, had significantly more accidents and in- 
juries, specifically-head or face injuries. It is notewor- 


thy that the incarcerated children were as likely as the 
psychiatrically hospitalized children to have had psy- 
chiatric problems noted at the general hospital and to 
have been referred for psychiatric or social work eval- 
uations. 


Comparison of Medical Histories of Adolescents from 
Each Sample Born at the General Hospital 


Although the correctional school youngsters лай 
more adverse medical histories through age 16 years 
than did the adolescent unit youngsters, it was ros- 
sible that differences in numbers of visits and numbers 
of injuries reflected length of residence in the area 
rather than actual numbers of medical events. More 
correctional school youngsters (N=28) than adoles- 
cent unit youngsters (N =9) had been born at the gen- 
eral hospital. Although this difference was not sigrifi- 
cant, it could conceivably have skewed our findings. 
We therefore decided to compare the medical histories 
of adolescents in each sample who had been born at 
the general hospital in question. 

Tables 3 and 4 show the similarities and differences 
between the medical histories of children in esch 
sample born at the general hospital studied. 

Again, the two groups had similar numbers of visits 
and a similarly high prevalence of perinatal difficulties. 
However, once more, accidents and injuries, specifi- 
cally head or face trauma, significantly distinguished 
the groups: incarcerated children had the greater num- 
ber of injuries. Of note is the finding that the :n- 
carcerated group made significantly more hospital vis- 
its and had somewhat more accidents and injuries te- 
fore age 4 years. 


Sex and Race of Entire Samples 


As can be seen in table 5 girls were more likely to 
be hospitalized and boys were more likely to be in- 
carcerated. Furthermore, a significantly greater pro- 
portion of black youngsters were sent to the correc- 
tional institution than were hospitalized. When the 
data were analyzed for sex and race, the ratio of black 
to white girls did not differ significantly within the two 
institutions. On the other hand, the ratio of black то 
white boys was significantly greater in the correctional 
school than in the adolescent unit of the hospital. 
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TABLE 3 / 
Mean Number of Medical Contacts of 9 Psychiatrically Hospitalized and 28 Incarcerated Adolescents Born at the General Hospital 
Hospitalized Incarcerated 
Type of Hospital Contact Adolescents Adolescents t? Significance . 
Hospital visits through age 16 ^ 13.44 19.07 1.20 7 n.s. 
Hospital visits before age 4 1.67 6.04 2.47 p=.019 
Emergency room visits through age 16 7.22 11.44 1.59 n.s. 
Clinic visits through age 16 5.78 6.67 34 n.s. 
Admissions to hospital ward through age 16 .44 .93 1.12 п.5. 
Accidents and injuries through age 16 1.89 5.46 2.73 p=.010 
Accidents and injuries before age 4 22. .89 1.55 nS. € 
Head and face injuries through age 16 67 2.11 2.06 p=.048 
Head and face injuries before age 4 22 .43 .84 n.s. 








aTwo-tailed t test. 


TABLE 4 

Number and Percent of Psychiatrically Hospitalized and Incarcerated 
Adolescents Born at the General Hospital with Particular Medical 
Problems Through Age 16° 











Hospitalized Incarcerated. 
Adolescents? Adolescents? 
Medical Problem N % N 96 
Perinatal problems 6 75.0 17 60.7 
Child abuse 3 33.3 10 35.7 
Psychiatric symptoms 5 55.6 15 53.6 
Psychiatric/social 
work consultation 3 33.3 11 39.3 





* All of the comparisons were nonsignificant according to Fisher's exact test. 
>Percents are based on the actual number of subjects on whom information 
was available for each category. Data on perinatal problems existed for 8 
psychiatrically hospitalized adolescents. All other data on psychiatrically 
hospitalized adolescents were based on 9 subjects. Data in all categories for 
incarcerated adolescents were based on 28 subjects. 


Multiple Regression Analyses 


Having found the quality and prevalence of violence 
to be similar in the two groups, we wondered which of 
the medical or demographic variables that we were 
able to investigate distinguished the correctional 
school sample from the adolescent unit saniple most 
clearly. We therefore conducted a multiple regression 
analysis, using group membership as the dependent 
variable (i.e., correctional school sample born at the 
hospital versus adolescent unit sample born at the hos- 
pital) and the following independent variables: 1) peri- 
natal problems, 2) number of emergency room visits 
through age 16, 3) number of ward admissions through 
age 16, 4) number of accidents and injuries through age 
16, 5) number of head and face injuries through age 16, 
6) number of respiratory infections through age 16, 7) 
sex, and 8) race. 

The most powerful variable distinguishing the 
groups was race, which accounted for 18.1% of the 
variance. Numbers of accidents and injuries through 
age 16 years accounted for 1196 of the variance; the 
. correctional school sample had the greater number. 
Sex accounted for 6.8% of the variance. Perinatal diffi- 
culties accounted for 4% of the variance: the hospital- 
ized sample had more perinatal problems. The above 


~ 


factors together accounted for 39.9% of the entire vari- 
ance (R=.632). 

When we repeated the multiple regression analysis 
using the variables of accidents and injuries and head 
and face injuries as discontinuous variables (i.e., acci- 
dent or injury through age 16, yes or no, and head or 
face injury through age 16, yes or no), the picture 
changed. The most powerful factor distinguishing the 
two groups was the fact of having received a head or 
face injury before age 17 years. This factor accounted 
for 30.2% of the variance: a greater proportion of cor- 
rectional school adolescents had at one time or anoth- 
er sustained a head or face injury requiring hospital 
care. Race accounted for 16.7% of the variance. Peri- 
natal difficulties accounted for 6.1% of the variance: 
the adolescent unit group had a greater prevalence of 
perinatal problems. Sex was the fourth most powerful 
predictor, accounting for 4.8% of the variance. These 
four factors accounted for 57.8% of the variance 
(R=.760). 


Factors Distinguishing Incarcerated from 
Hospitalized Adolescents Before Age 4 


We wondered whether a constellation of medical 
and/or demographic factors existed that distinguished 
the two groups early in life. We therefore conducted 
the same kinds of multiple regression analyses using 
age 4 as the cutoff point. Our dependent variable, 
again, was group membership (i.e., correctional 
school sample born at the hospital versus adolescent 
unit sample born at the hospital), and our independent 
variables were 1) perinatal problems, 2) number of 
emergency room visits before age 4 years, 3) number 
of ward admissions before age 4 years, 4) number of 
accidents and injuries before age 4 years, 5) number of 
head and face injuries before age 4 years, 6) number of 
respiratory illnesses before age 4 vears, 7) sex, and 8) 
race. 

We found that, again, race was the most powerful 
predictor of group membership, accounting for 18.196 
of the variance. Sex predicted 8.3% of the variance, 
and number of emergency room visits accounted for 
6.496 of the variance: correctional school children had 
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TABLE 5 ; 
Sex and Race of 35 Psychiatrically Hospitalized and 63 Incarcerated Adolescents 
Hospitalized Adolescents Incarcerated Adolescents 
Item N % N | % X Significance 
v 

Sex 

Male 22 62.9 52 82.5 

Female 13 37.1 11 17.5 

Comparison 3.709 :01<р<.05 
Касе 

Black 10 28.6 42 66.7 

White 25 71.4 21 33.3 

Comparison 11.625 p«.001 
Sex by Race 

Black and male 4 18.2 35 67.3 

White and male 18 81.8 17 32.7 

Comparison 13.061 p<.001 

Black and female 6 46.2 7 63.6 

White and female 7 53.8 4 36.4 

Comparison .198 n.s 





more emergency room visits. These three factors ac- 
counted for 33.3% of the total variance (R=.577). 
When accidents and injuries before age 4 years and 
head and face injuries before age 4 years were treated 
as discontinuous variables (i.e., accident or injury be- 
fore 4 years, yes or no, and head or face injury before 4 
years, yes or no), the following findings emerged: race 
accounted for 18.1% of the variance, sex for 8.8%, and 
having had a hospital-treated accident or injury before 
age 4 years an additional 7.2%. Incarcerated adoles- 
cents were more likely to have been treated at the hos- 
pital for an injury or accident before age 4. These three 
factors together accounted for 34.1% of the total vari- 
ance (R=.584). Thus the two groups could be distin- 
guished from each other before their fourth birthdays. 


DISCUSSION 


Counter to our initial hypothesis, the results of this 
study suggest that the majority of adolescents hospital- 
ized in the state psychiatric facility were as violent as 
their incarcerated peers. Whether or not the two sam- 
ples had equally severe psychiatric symptomatology 
was difficult to ascertain, but our clinical and epidemi- 
ological findings suggest that both samples were essen- 
tially psychiatrically similar. Clinical descriptions sug- 
gested that a few of the hospitalized youngsters were 
more flamboyantly and therefore obviously psychotic 
than the incarcerated group. Consonant with psychiat- 
ric findings was the fact that both groups had similarly 
poor medical histories. Paradoxically, incarcerated 
adolescents were significantly more likely to have sus- 
tained head injury requiring hospital care. It is ironic 
that head injury, a medical event that one might as- 
sume would correlate with subsequent psychiatric 
treatment, was strongly associated with subsequent in- 
carceration. 

Our findings regarding the disposition of violently 
aggressive adolescent girls represents one of the few 


examples in our society of the operation of what would 
seem to be a reverse sex bias. Aggressive behaviors 
that in adolescent boys are often treated as the deliber- 
ate acts of healthy youngsters are more likely to be 
recognized as psychologically aberrant when per- 
formed by girls. 

A most striking factor distinguishing the two groups 
was neither behavior nor psychopathology. It was 
race. In the lower socioeconomic sectors of the urban 
area studied, violent, disturbed black adolescents 
were incarcerated; violent, disturbed white adoles- 
cents were hospitalized. | 

There are several plausible explanations for the fact 
that aggressive, psychiatrically disturbed black adoles- 
cents are less likely than similarly disturbed and ag- 
gressive white adolescents to receive psychiatric treat- 
ment. The history of psychiatry in the United States 
bespeaks a tendency for white psychiairists to over- 
look or rationalize as normal the signs and symptoms 
of psychopathology in black individuals (10-12). The 

exclusion of black patients from white psychiatric fa- 

cilities was justified in the past by the presumption that 
black people were essentially different from white 
people—that they were cheerful and not prone to psy- 
chiatric illness and therefore were to be assessed by 
means of different standards of mental health (13). 

These early-twentieth-century rationalizations have 
persisted. For example, Fischer (14) stated, '* What is 
called sick or deviant behavior for one group may ac- 
tually be adaptive—or functional—in another.” Simi- 
larly, White (15) asserted, '' What the dominant culture 
deems deviant or antisocial behavior might indeed be 
the functioning of a healthy black psyche.” 

To this day psychiatric professionals are taught to 
guard against the possibility of diagnosing pathological 
deviance in a different racial population. It is our expe- 
rience that such advice and training have often led 
white professionals to dismiss the signs of psychotic 
and/or organic disorders in black patients as culturally 
appropriate. Hallucinations have been dismissed as 
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excessive religiosity, paranoid ideation and behaviors 
as healthy adaptation to hostile surroundings, and 
learning disabilities based on CNS dysfunction as evi- 


dence of cultural deprivation. As Comer (16) said so. 


well, ‘‘Well-meaning social scientists . . . attempting 
to explain the circumstances in the black community, 
have sometimes reinforced the stereotypes instead of 
demolishing them"' (p. 173). 

The choice of whether to send a violently disturbed 

adolescent to detention or to the hospital is often made 
by police, probation officers, and judges as well as 
emergency room physicians. Thus the medical and the 
law enforcement professions share in perpetuating the 
segregation of white and black violently disturbed ado- 
lescents. 
_ Our clinical and epidemiological findings indicate 
clearly that many seriously psychiatrically disturbed, 
aggressive black adolescents are being channeled to 
correctional facilities while their equally aggressive 
white counterparts are directed toward psychiatric 
treatment facilities. As a result of this practice, correc- 
tional facilities in the United States are being asked to 
function as the mental hospitals of the lower socioeco- 
nomic class black population. Conversely, it is likely 
(in view of the behaviors documented in the records of 
hospitalized white adolescents) that some of our state 
hospitals are required to function as jails for the dis- 
turbed, aggressive, lower socioeconomic class white 
population. The failure of white mental health profes- 
sionals to recognize, diagnose, and treat psycho- 
pathology in their black adolescent clients may explain 
in great measure the fact that our prisons and reform 
schools are becoming increasingly populated by mem- 
bers of minority groups. 
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Disulfiram Encephalopathy as a Cause of the Catatonia 


Syndrome 


BY WILLIAM W. WEDDINGTON, JR., M.D., ROBERT C. MARKS, M.D., J. PETER VERGHESE, M.D. 





The authors describe a case of the catatonia syndrome 
associated with disulfiram therapy. Although useful in 
the management of chronic alcoholism, disulfiram is 


' being increasingly associated with a wide spectrum of 


side effects and untoward medical sequelae, which 
now include catatonia. The authors note that 
catatonia is a clinical syndrome associated with 
multiple medical conditions as well as psychiatric 
disorders. 


isulfiram became a popular drug in the manage- 
ment of chronic alcoholism after 1948, when Hald 
and associates (1) noted that disulfiram interfered with 
the metabolism of ethanol by blocking liver aldehyde 
dehydrogenase. The buildup of high blood levels of ac- 
etaldehyde in an individual who ingests both disul- 
firam and alcohol leads to the toxic reaction of vasodi- 
lation, hypotension, tachycardia, vomiting, headache, 
and sometimes death. Acute organic brain syndrome is 
a reported side effect of disulfiram taken without alco- 
hol (2). Liddon and Satran (3) reviewed 52 cases of 
disulfiram-associated psychotic reactions and noted a 
wide spectrum of clinical symptoms, including con- 
fusion, anxiety states, depression, mania, paranoia, 
and frank convulsions. 
Other investigators have pointed out the possible se- 
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rious medical sequelae of extended disulfiram use. 
Plotnick (4) and Yodaiken (5) warned that workers 
who are exposed to ethylene dibromide (used in fuels 
and insectides) and are receiving disulfiram are at con- 
siderable risk for developing malignant tumors. Raiaey 
(6) proposed that carbon disulfide may be the metabo- 
lite of disulfiram that is responsible for the drug's side 
effects and that alcoholic individuals receiving as little 
as 125 mg/day of disulfiram may have a four times 
greater risk of developing arteriosclerotic cardiovascu- 
lar disease than do control subjects. However, Faiman 
and associates (7) question Rainey's assumptions and 
suggest that his conclusions are speculative. Lake end 
associates (8) noted small but significant increases in 
plasma norepinephrine and blood pressure in hospital- 
ized alcoholic patients receiving 500 mg/day of disul- 
firam. 

Gottesfeld and associates (9) reported what is to our 
knowledge the first case of acute catatonia associated 
with disulfiram therapy; they and others (10, 11) also 
have reported schizophrenic-like symptoms in other 
patients taking disulfiram. Reisberg (12) recently re- 
ported a second case of disulfiram-associated cata- 
tonia. 

Catatonia was first described by Kahlbaum in 1874 
(13) as a "symptom complex” consisting of negativ- 
ism, catalepsy, mutism, stereotypies, and verbigera- 
tion (stereotyped language). Kahlbaum considered 
catatonia to be the manifestation of pathoiogical brain 
structure. Kraepelin (14) included excited and re- 
tarded forms of catatonia as subtypes of the mental 
illness that he named "dementia praecox." Bleuler 
(15) redefined and expanded on Kraepelin's systematic 
classification of the psychoses and introduced the term 
"schizophrenia." Bleuler maintained catatonia as a 
schizophrenic subtype. Both Kraepelin and Bleuler 
taught that catatonic signs could be secondary to other 
conditions and were not exclusive symptoms of de- 
mentia praecox or schizophrenia, although Kraepelia 
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may have overvalued catatonia as evidence of a func- 
tional psychosis (16). Gelenberg (17) pointed out that 
the catatonic syndrome has come to be associated with 
schizophrenia in teaching and clinical practice since 
Kraepelin and that other causes of the syndrome have 
been understated. He noted that catatonia may also be 
a manifestation of neurological disorders involving 
focal lesions in the basal ganglia, limbic system, tem- 
poral lobes, and diencephalon. Drugs that have been 
documented to induce catatonic reactions include as- 
pirin, ACTH (17), the neuroleptics (18, 19), and now 
disulfiram. Other causes of catatonia are infections 
and metabolic and toxic conditions, as well as such 
psychiatric disorders as schizophrenia, manic-depres- 
sive illness, and the neuroses (17). 

Abrams and Taylor (20) studied prospectively 55 
psychiatric patients who exhibited one or more of the 
following catatonic motor signs: mutism, stereotypy, 
posturing, catalepsy, automatic obedience, negativ- 
ism, echolalia/echopraxia, and stupor; only 4 patients 
(7%) satisfied criteria for schizophrenia, 39 (71%) had 
an affective illness, 9 (16%) had epilepsy, encephalitis, 
or drug-induced or toxic psychoses, and 3 patients 
(5%) had a reactive psychosis. Interestingly, two- 
thirds of the patients showed marked improvement or 
full remission after short-term treatment. Other stud- 
ies have demonstrated that 16%-19% (21, 22) of 250 
catatonic patients qualified for the diagnosis of a pri- 
mary affective disorder, and 13.5%-28% (23-25) of 
manic patients exhibited clinical signs of catatonia. 
The catatonic signs were not predictive of outcome in 
treated and untreated patients. In this paper, we will 
describe a third patient who manifested catatonic 
symptoms as part of a disulfiram-induced encephalop- 
athy. 


CASE REPORT 


Mr. A, a 25-year-old engineer, had a 9-year history of al- 
cohol abuse. At the insistence of his work supervisor and his 
wife, he entered an inpatient alcoholic treatment unit several 
years ago. He was discharged 1 month later and maintained 
on 250 mg/day of disulfiram, which had been started about 2 
weeks after he entered the treatment unit. Mr. A refrained 
from alcohol use and within 1 month after his discharge was 
functioning well at work and home. About 10 days later a 
marked change in Mr. A's behavior occurred. He became 
quiet and withdrawn and began to complain of diminishing 
memory, headaches, and dizziness. Five days later (the day 
before his admission to a local community hospital) Ms. A 
noticed that her husband was staring for long periods, appar- 
ently awake but not responsive; he was intermittently agi- 
tated. Ms. À encouraged Mr. A to stop taking disulfiram and 
arranged for his immediate admission. 

On the day that Mr. A was admitted to the hospital, Ms. A 
stated that in spite of the success of her husband's alcoholic 
treatment program, she thought he had been "worried а 
lot." She also reported that Mr. A's younger sister was a 
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chronic schizophrenic. No other family members wdre 
known to have mental illness. ; 

During his stay in the hospital Mr. A was intermittently 
withdrawn and excited. Results of his physical examination 
were unremarkable except for hypertensiog (blood pres- 
sure=200/110). Laboratory results were entirely within nor- 
mal limits except for a serum sodium of 133 mEg/liter, hemo- 
globin of 13.8 g/100 ml, and ECGs showing nonspecific T- 
wave changes. Serum alcohol levels were negative. 

On admission, Mr. À was given 100 mg i.m. of chlordiaze- 
poxide immediately and 50 mg b.i.d. orally, in addition to 
thiamine, 100 mg b.i.d. orally. There was no immediate 
change in his behavior. He was negativistic and occasionally 
self-mutilating and sat immobile staring at a television set for 
hours. After 5 days of hospitalization and no clarification of 
diagnosis or evidence of improvement, Mr. A was trans- 
ferred to our medical center for further evaluation. 

At the time of the transfer, Mr. A was perseverating, dis- 
oriented to time and place, restless, and showed a profound 
memory loss, both recent and remote. His general physical 
examination was normal except for injected conjunctivae. A 
neurological examination was unremarkable except for the 
marked mental status changes already noted. A traumatic 
lumbar puncture was performed: the opening pressure was 
120 mm water; there were 6 lymphocytes and 5000 red cells. 
per mm?; and the spinal fluid contained 53 mg/100 ml of pro- 
tein and 42 mg/100 ml of glucose (serum glucose, 79 mg/100 
ml). Assays for neurotropic viral antibodies had negative 
results. | 

During the next 5 days, Mr. A remained intermittently agi- 
tated and withdrawn. He pulled out his intravenous tube, 
exhibited posturing of his arms, and was negativistic, refus- 
ing to eat or have vital signs taken. There were no focal neu- 
rological findings. On the 4th day after his transfer Mr. A had 
ап EEG that showed ‘‘diffuse disorganization and disruption 
of activity . . . consistent with a diffuse gray and white mat- 
ter encephalopathic process." On the 5th day a neuroleptic 
was administered to control his agitation (75 mg i.m. of 
chlorpromazine and 25 mg orally q.i.d.) 

A psychiatric evaluation on the 6th day after his transfer 
revealed that Mr. A was awake, staring, and with his arm 
raised in a fixed position. He was not responsive to question- 
ing, his affect was flat, and he resisted passive movements of 
his extremities and neck. His orientation, thought process, 
judgment, and insight could not be further evaluated. The 
psychiatrists recommended that chlorpromazine be discon- 
tinued and haloperidol 2.5 mg/hour i.m. as needed be 
started; Mr. A received approximately 10 mg/day of halo- 
peridol for the next 2 weeks. Mr. A continued to exhibit 
combativeness, negativism, posturing, withdrawal, mutism, 
and staring. No focal neurological signs appeared. A second 
EEG on the 7th day on the neurological ward showed a pat- 
tern ‘‘entirely monotone without well formed dominant pat- 
terns.” A second lumbar puncture performed on his 8th day 
was unremarkable. 

After 12 days Mr. A began to improve. He was less agi- 
tated and took oral fluids more easily. On his 13th day the 
third EEG remained abnormal; there was intermittent slow- 
ing over both hemispheres with asymetrical activity and the 
suggestion of periodic complexes, particularly over the right 
hemisphere, consistent with improvement. Two days later 
Mr. A was able to talk and respond appropriately to simple 
questions and commands. Nonetheless, he continued to sit 
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immobile most of the time and had an expressionless face. A 
CT scan 1 day later was normal, and haloperidol treatment 
was discontinued 2 days afterward because of Mr. A’s im- 
provement. : 

By his 21st d&y on the neurological ward Mr. A was fully 
oriented. He continued to improve and was discharged 5 
days later. Extensive psychometric testing before discharge 
suggested a mild organic brain syndrome. When he returned 
to the clinic 10 days after discharge, no detectable deficits 
were observed. Mr. A returned to the alcoholic treatment 
program but no longer took disulfiram. 

In summary, after Mr. A began disulfiram treatment, he 
experienced no detectable side effects from the medication 
for 2 months. When he began experiencing some dysphoria 
followed rapidly by changes in sensorium and behavior, di- 
sulfiram treatment was stopped and he became inter- 
mittently withdrawn and excited; 10 days after stopping di- 
sulfiram, Mr. A. exhibited signs of catatonia that persisted 
for 1 week and then resolved over the next 2 weeks. Follow- 
up over 2 years has demonstrated a consistently normal 
mental status exam, although he has had several episodic 
drinking binges. 


COMMENT 


We have described a patient known to be taking di- 
sulfiram and successfully abstaining from alcohol who 
developed a catatonic syndrome manifested by mut- 
ism, negativism, stereotypy, staring, and combative- 
ness. The syndrome quickly reversed to normal be- 
havior after disulfiram was discontinued. Given the pa- 
tient’s positive family history of mental illness, it is 
possible that the patient is genetically vulnerable to a 
schizophreniform illness, which may have been ex- 
acerbated by disulfiram (11). The increased suscepti- 
bility of schizophrenic individuals to the untoward side 
effects of disulfiram may stem from disulfiram’s prop- 
erty as a known inhibitor of dopamine 8-hydroxylase 
(26). Ewing and associates (27) hypothesized that di- 
sulfiram might be able to provoke a psychosis by means 
of blocking the production of norepinephrine from 
dopamine. 

Disulfiram is an important and useful modality in the 
management of chronic alcoholism, a disease with 
considerable morbidity and mortality. However, clini- 
cians should now add catatonia to the list of toxic con- 
ditions associated with disulfiram and carefully mon- 
itor disulfiram-treated alcoholic individuals for behav- 
ioral changes, particularly during the early treatment 
period and in patients who have a positive family his- 
tory of psychiatric illness. Catatonia remains a clinical 
syndrome that is associated with multiple medical con- 
ditions as well as psychiatric disorders. 
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Dialysis of Schizophrenic Patients: A Double-Blind Study "i 


BY JOSE A. DIAZ-BUXO, MD., JOHN A. CAUDLE, M.D., JOE T. CHANDLER, M.D., 


CHARLES D. FARMER, M.D., AND WILLIAM D. HOLBROOK, M.D. 





The authors designed a double-blind hemodialysis 
protocol consisting of hemodialysis or sham dialysis 
twice weekly for 10 weeks, respectively. Four patients 
were carefully selected and evaluated clinicallv and on 
the Clinical Global Impression Scale. Three did not 
show any signs of improvement, and one patient 
demonstrated questionable improvement but 
decompensated after 12 additional weeks of 
hemodialysis. This preliminary study does not confirm 
the hypothesis that hemodialysis is effective in 
controlling psychotic symptoms. The authors consider 
other possibly beneficial treatments for schizophrenia. 





chizophrenia is characterized by progressive dete- 
S rioration of affect, mentation, and conduct and has 
considerable negative socioeconomic impact. The re- 
port by Wagemaker and Cade (1) claiming a remark- 
able cure in 17 of 24 patients has aroused tremendous 
interest in the potential benefits of dialysis in the treat- 
ment of this disease. Despite universal enthusiasm, 
skeptics have pointed out the possible flaws of these 
studies (2): 1) there could be beneficial effects from the 
distress of undergoing dialysis in such impressive 
and strange surroundings, with venipunctures, extra- 
corporeal circulation, and sophisticated monitoring 
systems; 2) the placebo effect or withdrawal of current 
drug therapy could cause improvement; and 3) the ad- 
ditional attention paid to these patients and the ancil- 
lary services given (occupational and recreational 
therapy) could be responsible for the improvement (3). 
In an attempt to further characterize the potential 
benefits of dialysis in the treatment of schizophrenia, 
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we designed and completed a preliminary double-blind 
study at Charlotte Memorial Hospital and Medical 
Center. 


METHOD 


We selected four patients who had been diagnosed 
as having chronic schizophrenia by Bleuler's primary 
symptoms of looseness of association, inappropri- 
ateness of affect, and the presence of autistic logic. 
We did not feel that the thought disorder was sec- 
ondary to their disorder of affect. Delusions and hallu- 
cinations, although present in most, were consid- 
ered secondary symptoms. All patients had suffered a 
chronic thought disorder and disorder of affect and had 
been unresponsive to antipsychotic medications for at 
least 1 year. At any time during the study, if the patient 
was doing well antipsychotic medications could be re- 
duced or stopped; however, if the patient worsened 
the medication could be increased and if necessary the 
patient could be hospitalized, with every effort made 
to continue the scheduled dialysis. 

Before initiation of dialvsis, all candidates were in- 
terviewed by one or both principal investigators 
(J.A.D.-B. and J.A.C.) and the nature, risks, and po- 
tential benefits of the procedure were discussed. If the 
investigators felt the candidate was unable to make a 
decision in his best interest, written consent was ob- 
tained from his guardian or first of kin. A pertinent his- 
tory was taken and a physical examination was per- 
formed on each candidate and routine laboratory eval- 
uations including hemoglobin, white blood cell count, 
hematocrit, serum sodium, potassium chloride, carbon 
dioxide, urea nitrogen; creatinine, alkaline phospha- 
tase, CPK, SGOT, calcium, and phosphorus determi- 
nations were made before dialysis and monthly there- 
after. An internal arteriovenous fistula was created in 
the nondominant upper extremity 4-6 weeks before 
initiation of therapy. All patients were evaluated on 
the Clinical Global Impression scale (CGI) and by ex- 
tensive psychiatric interviews and reevaluated every 
1-2 weeks during the study if possible. 

Dialysis was provided with the Travenol RSP deliv- 
ery system and a parallel flow, 85 M?, 11 micra Cupro- 
phane membrane dialyzer. Blood flows were main- 
tained at 200 cc/minute and dialysate flows at 500 cc/ 
minute. Each dialysis session lasted 4 hours. 
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During the control period (sham dialysis), the same 
equipment was used for the same length of time but 
only blood and not the dialysate was circulated, creat- 
ing a situation of only extracorporeal circulation 
through the dfalyzer. In order to keep the study blind 
to both patients and investigators, the dialysate lines 
were covered with dark material. Only the dialysis 
nurse was aware whether the patient was on real or 
sham dialysis. 

Cards were drawn by the dialysis nurse for selection 
of treatment versus sham dialysis. The study protocol 
consisted of two phases: phase A, during which the 
patient received hemodialysis treatments, and phase 
B, during which the patient received sham dialysis. 
Each phase lasted 10 weeks, during which time hemo- 
dialysis or sham dialysis was administered twice week- 
ly. After the subject had completed both phases of 20 
weeks of study, the code was broken; if hemodialysis 
was considered beneficial, the patient was assigned to 
a maintenance phase (phase C) during which hemo- 
dialysis was administered for 4 hours weekly or as dic- 
tated by the patient’s clinical status at the time. 

The results were assessed after 20 weeks of study 
according to the data collected during the weekly 
CGIS determinations and individual psychiatric inter- 
views. 


CASE REPORTS 


Case 1. Mr. A, a 45-year-old man, was admitted to the 
program while taking chlorpromazine, 100 mg q.i.d., ami- 
triptyline, 50 mg q.i.d., arid hydroxyline pamoate, 50 mg 
q.i.d. He had been hostile, paranoid, depressed, and exhib- 
ited suicidal thoughts. He had visual hallucinations of a 
headless man. The initial diagnosis was paranoid schizophre- 
nia. Mr. A gradually became very depressed and required 8 
ECT treatments every 3 months. He had received a total of 
over 150 ECT treatments in the 5-year period before he 
joined this studv. 

During the first 20 dialysis treatments Mr. A stopped 
hearing voices and was not depressed, and all his medica- 
tions were stopped. During the second 20 dialysis treatments 
he relapsed and became very depressed and suicidal in spite 
of renewed medications. Eight ECT treatments between the 
27th and 35th dialysis treatments were given because of sui- 
cide attempts. Once the code was broken, we noted that Mr. 
A had done much better during sham dialysis and had re- 
lapsed during real dialysis. 


Case 2. Ms. B, a 31-year-old woman, had an 18-month 
history of recurrent episodes of psychosis characterized by 
auditory hallucinations, delusions, autistic thinking, in- 
appropriate affect, religiosity, and grandiosity. At times she 
would become quite withdrawn, depressed, and non- 
communicative. No response to ECT had been observed. 
Ms. B was selected for dialysis therapy and after 4 treat- 
ments her psychotic symptoms worsened and she had to be 
rehospitalized. At that time she was placed on thiothixene, 
80 mg/day. Dialysis was continued and the thiothixene was 
gradually reduced to 10 mg t.i.d. during the second 20 dial- 
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-ysis treatments. She was not evaluated on the Clinical Glob- 


al Impression Scale, but the psychiatric examiner (J.A.C.) 
believed that Ms. B did better during the second series o7 20 
dialysis treatments. The code revealed that Ms. B had the 
real dialysis during the first 20 treatments. 


Case 3. Mr. C, a 36-year-old man with an 11-year history 
of schizophrenia, had been severely disturbed for 3 yezrs, 
with aggressive outbursts, a very severe sleep disturbance, 
auditory hallucinations, grandiose ideas, and an inability to 
relate to others. Antipsychotic medication had been iref- 
fective, and he had been unable to work for the 8 months 
before he entered the dialysis study. At the time he star:ed 
dialysis he was taking fluphenazine, 5 mg h.s. 

After the code was broken, we found that Mr. C had real 
dialysis during the first 20 treatments. At that time, he 
seemed to improve, and we reduced his fluphenazine to 2.5 
mg h.s. However, during the sham dialysis he showed 
marked deterioration, and we increased fluphenazine to 5 mg 
h.s. Since Mr. C seemed to have done better on real than 
sham dialysis, he was restarted on real dialysis once a week. 
He seemed to slowly improve on real dialysis and became 
less hostile and delusional, although he continued to hear 
voices. He was able to relate and to control his psychotic 
symptoms. He remained on fluphenazine, 5 mg h.s. Afte- 6 
hemodialytic treatments Mr. C returned to work, although 
he continued to have psychotic symptoms that he could con- 
trol. Within 48 hours Mr. C relapsed into a markedly psy- 
chotic state; he was hostile and belligerent, was out of touzh 
with reality, heard voices once more, and was unable to 
function. He was restarted on fluphenazine but did not im- 
prove and had to stop working. After 12 dialysis treatments 
(1 per week), Mr. C was dropped from the study at his own 
réquest. We believe that he suffers from grandiose parancid 
schizophrenia; during the time that he seemed to get better 
he was not working and the usual life stresses that he had 
lived with were diminished. During the rest of the treatment, 
he showed signs of psvchosis, and during phase C he re- 
lapsed into a severely psychotic state. 


Case 4. Mr. D, a 35-year-old man, had an 18-year history 
of mental illnéss manifested by inappropriate affect, loose 
associations, and paranoid thinking that was primarily fə- 
cused on his father. He had flat affect and significant anxiety 
and was not able to go out among people. We believed he 
was suffering from chronic undifferentiated schizophrenia. 
When he entered the treatment program, he was receiving 
thioridazine, 150 mg h.s. After 24 dialysis treatments the 
psychiatric examiner (J. A.C.) and the examiner in charge of 
the dialysis unit (J. A.D.-B.) communicated and the code was 
broken. Mr. D had been on real dialysis for the first 20 treat- 
ments and had not improved. 


DISCUSSION - 


Althoügh hemodialysis was first reported as a treat- 
ment for schizophrenia in 1960 by Feer and associates 
(4), the studies were uncontrolled and inconclusive 
and little attention was generated. The work of Wage- 
maker and Cade (1), revealing dramatic improvement 
in a large series of patients, has engendered new en- 
thusiasm, but their study was also uncontrolled. The 
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possible identification of an abnormal polypeptide in 
schizophrenic patients that is recovered in high con- 
centrations in the dialysate of these patients (5) may be 
of greater significance than the improvement noted by 
Wagemaker and Cade; however, these findings have 
not been duplicated. The mechanism by which hemo- 
dialysis removed this potential toxin is difficult to ex- 
plain with our available understanding of membrane 
dynamics and renal physiology. Port and associates (6) 
and Kolff (2) have analyzed these problems in the light 
of our present knowledge and calculated the hypothet- 
ical clearance of endorphins by different modalities of 
therapy. It seems likely that if indeed abnormal endor- 
phin accumulation is responsible for the symptoms of 
schizophrenia, other modalities of therapy such as dia- 
filtration or peritoneal dialysis would be more effective 
than hemodialysis. 

Our study, which is preliminary and very limited in 
its scope, was not intended to deter others from look- 
ing at this potentially important therapeutic and diag- 
nostic tool. However, our results must be considered 
definitely negative, which emphasizes the importance 
of controlled and double-blind protocols if scientific 
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conclusions are to be derived from such a costly and 
potentially hazardous studv. We must also diagnose 
the type of psychosis of the individuals treated and re- 
port our findings as precisely as possible. If dialysis. 
indeed ameliorates or cures psychotic symptoms, fur- 
ther studies should be funded that may lead to a better 
understanding of and therapy for schizophrenia. 
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Cinderella Syndrome: Children Who Simulate Neglect 


BY JEAN GOODWIN, M.D., M.P.H., CATHERINE G. CAUTHORNE, PH.D., 


AND RICHARD T. RADA, M.D. 





The authors describe three adopted girls, aged 9 and 
I0, who falsely alleged that their adoptive mothers 
dressed them in rags, made them do all the chores, 
and favored their stepsiblings. Underlying these false 
accusations of abuse was a history that included 1) 
actual abuse of the child in a previous placement, 2) 
early loss of a mothering figure, and 3) emotional 
abuse in the adoptive home. Professionals involved in 
child protection need to recognize this syndrome 
because intensive family therapy and temporary 
»lacement of ihe child outside the home are required 
‘п all cases. The child's false accusation of abuse isa - 
ory for help and should not be dismissed as a 
manipulative fabrication. 





hen professionals responsible for child pro- 
tection discover that a child has exaggerated, 
fabricated, or simulated abuse, they tend to respond 
by simply closing the case. However, we have pre- 
viously shown that false accusations of sexual abuse 
are often a child's way of calling for help in a family 
situation that has become desperate for other reasons 
(1). This report describes a similar pattern in false ac- 
cusations of child neglect. In the three cases we re- 
port, the child's false accusation of neglect called at- 
tention to underlying family dysfunction that did re- 
quire the intervention of a child protection agency. 
In these three cases of simulated neglect, adopted 
girls had complaints remarkably like those of the fairy- 
tale heroine Cinderella. Each falsely alleged that her 
stepmother dressed her in rags, made her do all the 
chores, and showed preference for her stepsiblings. 
All three girls had been adopted by relatives after suf- 
fering the traumatic death of an early mothering figure. 





Presented at the 133rd annual meeting of the American Psychiat- 
ric Association, San Francisco, Calif., May 3-9, 1980. Received 
Dec. 17, 1979; accepted March 18, 1980. 

From the Department of Psychiatry, University of New Mexico 
School of Medicine (Drs. Goodwin and Rada), and the Indian Chil- 
dren's Project, All-Indian Pueblo Council, Albuquerque, N.M. 
(Dr. Cauthorne). 

Address reprint requests to Dr. Goodwin, Department of Psychia- 
try, University of New Mexico School of Medicine, 620 Camino de 
Salud, Albuquerque, N.M. 87131. 

Copyright © 1980 American Psychiatric Association 0002-953 X/ 
80/10/1223/03/500.50. ~ 


The children's Cinderella-like accusations func- 
tioned at several levels as a cry for help: 1) they were 
being emotionally abused and probably would have 
been physically abused had their false accusations not 
led to the involvement of a child protection agency and 
their temporary removal from the home; 2) they had 
never resolved experiences of abuse and abandonment 
that occurred before adoption; and 3) all three step- 
mothers had been abused as children and needed to 
integrate those past experiences before they could 
fully accept their stepdaughters. In addition, the Cin- 
derella tale mapped inner conflicts that these children 
needed to explore in treatment. All of the familes 
were hostile to psychotherapy. It was only under pres- 
sure of the legally mandated investigation triggered by 
the child's false accusation of neglect that these fami- 
lies allowed the troubled child to receive needed treat- 
ment. 


CASE REPORTS 


Case 1. Adele, a 9-year-old girl, was referred to a child 
protection agency when a policeman found her wandering 
outside school clad only in an undershirt and panties. She 
explained that because she had been unable to finish ker 
chores at home, her adoptive mother had locked her out of 
the house. She said her adoptive parents often took her step- 
siblings on outings, leaving her at home to do all the chores. 
A family interview established that Adele had taken off her 
own clothes and hidden them. 

Adele's biological mother died when Adele was 1 year old. 
Adele was then placed with another relative, an alcohoiic 
woman who neglected and physically and sexually abused 
her. This woman died when Adele was 6; she was then 
adopted by her current parents. Her adoptive father was also 
her uncle. 

Adele's adoptive father, who held two jobs, tended to be 
distant and aloof. His wife, herself sexually abused and bru- 
tally beaten as a child, was an anxious woman with many 
compulsive rituals who bitterly resented Adele's uncontrol- 
lable behavior. The stepsiblings became angry with Adele 
for upsetting their mother. Adele said she wanted to be a 
member of the family and to get all her chores done. 

The adoptive parents decided to voluntarilv place Adele in 
foster care while she received therapy. They refused fami y 
therapy, but the mother agreed to participate in joint ses- 
sions with Adele's therapist. After 4 months Adele was 
reintegrated into the adoptive family. 


Case 2. Betty, a 9-year-old girl, was referred by the school 
because she came to class in shabby clothes and without 
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shoes. Betty said her adoptive mother had thrown away her 
shoes as punishment for not cleaning under the bed. A family 
interview established that Betty had changed into shabby 
clothes on her way to school. 

Betty had been adopted into this family at age 6. Her adop- 
tive mother was her biological mother. Because Betty’s 
mother was an unmarried schoolgirl when Betty was born, 
Betty was raised from birth by а friend of her mother, who 
was killed in an auto accident when Betty was 6. This foster 
mother had been overprotective and indulgent, keeping Bet- 
ty on a bottle until age 4. After the foster mother's death, the 
girl's biological mother forcibly removed her from the foster 
home, not telling the child until a year later that she was her 
biological mother. Betty had many questions about her bio- 
logical father, but her mother refused to speak of him. 

The mother's present husband was a volatile man who re- 
fused to become involved with Betty. The mother felt frus- 
trated about disciplining Betty, saying that the child re- 
sponded to reprimands by tearing up clothes and toys. Bet- 
ty's adoptive mother had been the victim of sadistic abuse as 
a child. The stepsiblings resented Betty and physically 
abused her by locking her in the doghouse and feeding her 
dog food. Betty had frequent stomachaches, had one episode 
of hysterical paralysis, and daydreamed that a race car driv- 
er would come and rescue her. After a year of plav therapy 
Betty was able to be in the home only on weekends. Her 
adoptive parents still refused to become involved in her 
treatment and finally agreed to place Betty permanently with 
other relatives. 


Case 3. Carol, a 10-vear-old girl, was referred to a child 
protective agency by a passerby. Carol had run up to this 
man and told him that her adoptive mother had kicked her 
and was keeping her home from school to do all the house- 
hold chores. Carol used terms such as ''child sexual abuse" 
in describing her problems. A family interview revealed that 
the bruise Carol offered as evidence of being kicked had 
been sustained in a baseball accident and that she had re- 
fused to go to school because she had not been given the part 
of the princess in a school play. At age 9 Carol had claimed 
that her adoptive mother was trying to drown her in the bath- 
tub. That complaint had been dismissed as fiction, and thera- 
py was not offered. 

Before her adoption, Carol had been an abused child 
raised in a psychotic family situation. Carol's psychotic 
mother had abused her by tying her hands and forcing her 
head into the toilet. Carol first lived with her adoptive par- 
ents at ages 5 and 6 while her mother, a relative of the adop- 
tive father, was psychiatrically hospitalized. At age 7 Carol 
returned to live with her mother, who had remarried. The 
new stepfather began a sexual relationship with Carol. With- 
in a year Carol's mother committed suicide. 

When Carol was 9 her current parents adopted her; their 
only biological child, a blind and severely retarded son, had 
been institutionalized shortly before. Soon after her adop- 
tion, Carol had one episode of hysterical blindness. 

The adoptive father held two jobs. He was ashamed of the 
mental illness of his relative, Carol's natural mother, and re- 
fused to allow Carol to speak of her. The adoptive mother 
had been sadistically beaten as a child by her mother and had 
been sexually abused by her father, but never complained 
about these incidents because she feared that she would not 
be believed. She felt defeated by Carol, something she de- 
nied having felt with her severely handicapped son, and she 
spanked Carol hard enough at times to leave bruises. Carol 
was not certain that her natural mother was dead and day- 
dreamed about returning to her. 
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Carol was placed in a foster home. The foster mother cdm- 
plained that Carol refused to go to school or to do chores and 
that she made false accusations against her foster siblings. 
After 3 months of family therapy Carol was able to be with 
her adoptive parents on weekends. ° 


DISCUSSION 


These three cases were the only documented in- 
stances of simulated neglect seen over a 3-year period 
in a child protection agency that screens 150 com- 
plaints of neglect each month. Since the children were 
treated by different therapists, their remarkable simi- 
larities were not recognized until a systematic review 
of the agency's cases. 

Child protection workers are understandably re- 
luctant to make the judgment that a child is lying about 
parental abuse. One case report (2) described a 3-year- 
old whose allegation that his mother beat and burned 
him was dismissed as a false accusation planted by his 
father, who was estranged from the mother. Four 
months later this child was beaten to death by his 
mother. The cases reported here make the additional 
point that even if the worker is correct in judging a 


: child's accusation to be a lie, other kinds of abuse may 


still be occurring in the home. 

These three cases are remarkably similar and appear 
to represent a specific syndrome. All three children 
were 9- or 10-year-old girls who had entered their 
adoptive homes at about age 6. Each had experienced 
the traumatic death of an earlier mothering figure be- 
fore adoption. Two of the girls had been sexually 
abused in their earlier homes; two had developed hys- 
terical symptoms after adoption (one paralysis and the 
other blindness). The adoptive fathers were emotional- 
ly distant and unavailable to the children. The adop- 
tive mothers had been severely abused as children and 
were appalled at being regarded as ‘‘bad’’ mothers, in 
part because that was how they viewed their own - 
mothers. There was intense rivalry with stepsiblings in 
all cases. Betty was physically abused by her step- 
siblings, and Caro] developed the symptom of blind- 
ness, which mimicked the handicap of her stepbrother 
(3). 

The false accusations made by these girls closely re-. 
semble the complaints of the fairy-tale heroine Cinder- 
ella. There is one report (4) of a 5-year-old girl who 
briefly took on the role of Cinderella, complaining that 
her mother made her do the hardest chores, made her 
sleep in the ashes, and favored her younger sister. The 
three girls reported here had similar complaints, but 
they were unable to deal with their grievances in fan- 
tasy or in play; instead, they presented them as reali- 
ties. 

In the original fairy tale, Cinderella’s grief for her 
dead mother is a central issue. Early Italian versions of 
the tale described an incestuous relationship between 
Cinderella and her father. The normal rivalry of the 
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oedipal-age girl with her mother is intensified by actual 
incest with the father, and, should the mother die at 
the height of this intense competitive conflict, the child 

' may experience the unconscious fear that she caused 
the mother’s‘death (5). The girl must blot out all nega- 
tive feelings about the mother in order to avoid intoler- 
able guilt about her mother's death. In the Cinderella 
story, these negative feelings were displaced and pro- 
jected onto the stepmother, and the dead mother was 
idealized. 

Sibling rivalry is particularly intense for the Cinder- 
ella child, partly because she feels that her parents pre- 
fer her siblings to someone guilty of incest and murder 
and partly because she may provoke victimization by 
her siblings to punish herself and assuage her guilt. 
The therapeutic solution prescribed in the fairy tale 
was for Cinderella to complete the grief work for her 
mother—in the story she watered a tree on her 
mother's grave with her tears daily—and to accept the 
tasks requested both by the **bad"' stepmother and the 
**good"' fairy godmother. This acceptance of chores is 
a nucleus for the identification with the mother that 
must supplant rivalry. 

Treatment of these cases is complex. Strategies in- 
clude family therapy, individual therapy for the adop- 
tive parents, and play therapy for the children. Family 
therapy defines the situation as a family problem and 
resists the family's effort to find a scapegoat. In our 
cases, individual play therapy focused on helping the 
child to mourn the idealized dead mother and to give 
up fantasies of reunion with her. It was critical for the 
therapist to visit the child in her home—as did the 

'prince in the fairy tale. These children tended to 
shamefully conceal from the therapist the rejecting and 
lacerating family battles that constituted the actual 
abuse; the false accusation was a face-saving version 
of the actual situation revealed in the home visit. 

The therapist had to monitor the family situation 
carefully throughout treatment because premature 
therapeutic interventions tended to trigger new cycles 
of simulated abuse. When the child felt rejected or 
blamed because of a therapeutic confrontation, she 
would provoke or invent a situation in which she felt 
unfairly abused by the family. This process assuaged 
the child's guilt and renewed her hopes that she might 
be rescued by a perfect, fantasized family, perhaps with 
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the therapist. However, this acting out also provoked 
actual rejection and abuse by the outraged adoptive 
family. Ultimately, the ‘‘wicked stepmother” had to 
be brought into the child's treatment in order to break 
this cycle. 

Therapy with the adoptive parents focused on their 
unresolved feelings about the child's lost parent and 
about their own parents. Two of the adoptive fathers— 
Carol’s and Adele's—felt intense rage and shame 
about their psychotic female relatives who had abused 
these girls and thus would not allow the girls to speak 
of these mother-figures. Similarly, the adoptive 
mothers needed help in resolving their anger and guilt 
about their own abusive mothers and childhood expe- 
riences of sexual abuse. The adoptive mothers’ guilt 
about childhood incest fostered their identification 
with the girls’ guilt-ridden attempts to degrade them- 
selves as well as their mothers. They seemed uncon- 
sciously gratified that the adoptive daughters were 
voicing complaints that they themselves had never 
dared to make; at the same time, the false accusations 
freed these mothers from the danger of surpassing 
their own mothers by being “good, nonabusing 
mothers (6). As the adoptive mothers’ fear and rage 
lessened, they were better able to consistently enforce 
the performance of chores and to allow the girls to 
identify with them in more positive ways. 

Although they are rare, cases involving simulated 
child abuse should be actively evaluated by profes- 
sionals. In each of these three cases of simulated 
abuse, actual physical abuse or neglect was’ sub- 
sequently uncovered. It is possible that more severe 
abuse would have occurred had the child’s simulated 
abuse not brought her family to professional attention. 
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Sex and the Boards 


BY MARC H. JACOBS, M.D., AND LOMA K. FLOWERS, M.D. 





In 1978 a questionnaire on the functioning of the 
American Board of Psychiatry and Neurology was 
mailed to a sample of APA members. The authors 
present the significant differences in responses 
between men and women psychiatrists. A higher 
percentage of women than men were among those 
who had experienced stress from the time and effort 
involved in taking the Board examinations and from 
fear of the oral examination; 4596 of the women 
respondents who had received certification had done 
so since 1975, versus 2396 for the men. The authors 
discuss possible explanations for the sex differences, 
including role strain, and suggest greater flexibility in 
where, when, and how Board examinations can be 
taken. 





n 1976 the membership of APA approved by a wide 

margin two referenda concerning the American 
Board of Psychiatry and Neurology (ABPN). Our pa- 
per results from the referendum that called for the ap- 
pointment of a task force, one of whose charges was to 
"activelv seek and summarize the view of the APA 
membership with regard to ABPN functioning.” The 
questionnaire designed for this task generated an 
enormous number of data, and this paper explores 
those data which relate to the differences in views be- 
tween men and women psychiatrists. 


METHOD 


The questionnaire (available on request from the au- . 


thors) was divided into six sections: background infor- 
mation, factors inhibiting certification, certification 
policies, recommendations regarding certifying ex- 
ams, personal experiences with the ABPN, and addi- 
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tional comments. The 66-item questionnaire was sent 
to a random sample of 4,800 APA members (20%). The 
return rate was 66%. Not every question was an- 
swered by all respondents, so there were variations in 
the sample size for individual questions. All questions 
were cross-tabulated with the question ‘Мағ is your 
sex?’’ and the data were examined by chi-square anal- 
yses to determine the significance of differences be- 
tween responses of men and women psychiatrists. Dif- 
ferences were considered significant at the .05 level. 


RESULTS 
Background Information 


Of the respondents, 8896 (N —2,563) were men and 
1296 (ЇЧ 7351) were women. This is consistent with the 
current proportions of men and women psychiatrists in 
this country (personal communication from C. Robin- 
owitz, C. Nadelson, M.T. Notman, 1979). 

The training patterns reported by the two groups 
show that since 1960 the number of women completing 
their training has been steadily increasing: over half of 
the women respondents had completed their training 
since 1966, while the men were significantly more 
likely to have been trained before 1966 (see table 1). 
Twenty-five percent of the women were foreign medi- 
cal graduates, which is significantly higher than the 
rate for men. They were also less likely to have been 
trained in Veterans Administration hospitals. 

The background questions on Board certification re- 
vealed additional differences between the two groups. 


- Women were less likely to have attempted any of the 


three stages of Board certification (application, written 
examination, and oral examination), but this trend is 
changing: 69.5% of the women respondents who had 
received certification had done so between 1966 and 
1978; 45% had done so since 1975 (versus 55.3% anc 
23.296 for men) (see table 2). Ninety-five percent of the 
respondents who had participated in ABPN examina- 
tions were men, and far more men than women were 
certified ia general psychiatry only. The two groups 
were equally likely to be certified in both general and 
child psychiatry or in both neurology and general psy- 
chiatry. 


Factors Inhibiting Certification 


In this section we found only one significant dif 
ference between the two groups: more women than 
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TABLE 1 
Time Period in Which Men and Women Questionnaire Respondents 
Completed Psychiatric Residency 





| Men (N-2,559) Women (Ч=346°) 








Period N 26 of Men М %of Women 
1973-1978 515 20.1 118 34.1 
1967-1972 607 23.7 95 27.5 
1960-1966 580 22.7 58 16.8 
Before 1960 799 31.2 66 19.1 
New residents 44 1.7 8 2.3 
Not finished nor 

enrolled in residency 14 0.5 1 0.3 





?Four questionnaires from men respondents did not contain this information. 
"Five questionnaires from women respondents did not contain this informa- 
tion. 


TABLE 2 
Time Period in Which Men and Women Questionnaire Respondents 
Received Board Certification d 





Men (М№=2,542°) Women (ЇЧ —340*) 








96 of % of 
96 of Certified % of Certified 
Period N Men Men N Women Women 
1975-1978 363 14.3 23.2 68 20.0 45.0 
1966-1974 504 19.8 32.1 37 10.9 24.5 
Before 1966 701 27.6 44.7 46 13.5 30.5 
Not certified 974 38.3 189 55.6 


"Twenty-one questionnaires from men respondents did not contain this 
information. 
"Eleven questionnaires from women respondents did not contain this 
information. 


men cited performance fear of both the oral and writ- 
ten examinations as reasons for not taking the Boards. 


Certification Policies 


Men and women respondents differed in their rec- 
ommendations for changes in the Board certification 
policies. Slightly more women than men indicated that 
the system needs reworking. For example, a greater 
percentage of women thought that residency programs 
and the ABPN together should be responsible for cer- 
tification and that there should be separate boards for 
neurology and psychiatry. More men felt that the 
ABPN alone should be responsible for certification. 
Men were also more opposed to the unpopular idea of 
having one board with separate testing procedures for 
psychiatry and neurology candidates. 

A greater percentage of the women psychiatrists 
were among the majority favoring the following pro- 
posals: 1) ranking residency programs with respect to 
pass-fail rates, 2) making these pass-fail statistics 
available to potential residency applicants, and 3) of- 
fering the written certifying examination during resi- 
dency. However, a greater percentage of the men were 
represented in the majority of respondents who agreed 
with the following statements in the questionnaire: 

1.. Residency programs should be given available 
knowledge profiles of their graduates. 
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2. Character and emotional stability should be used ` 
as eligibility criteria. 

3. Certification should not be granted upon satis“ac- 
tory completion of the residency alone. 

Men were also more likely to support additional sub- 
specialty certification, e.g., forensic, administrative, 
and adolescent psychiatry. 


Recommendations Regarding the Certifying Exams 


There was only one significant difference between 
the two groups in their recommendations on the exam- 
inations. More men than women supported the popu- 
lar recommendation to retain both the oral and written 
examinations and the neurological sections of each. 


Personal Experience with ABPN 


The majority of those who had taken the Boards ex- 
perienced stress from the time and effort involved end 
from fear of the oral examination. A higher percentage 
of women than men respondents were among this 
group. Similarly, a higher percentage of women were 
among the minority who were stressed by monetary 
cost, difficult logistics, insufficient time fcr complet:ng 
the examination, and fear of the written exam. More 
women than men, however, felt that they had been ad- 
vised adequately of the judgment criteria for the exam- 
ination. There were no other significant differences. 


DISCUSSION 


It has been stated elsewhere (1, 2) tha: 40% of the : 
women psychiatrists in this country are foreign medi- 
cal graduates (FMGs), which is many more than in our 
study (25%). This may be because only APA members 
were sampled, or perhaps the number of U.S.-trained 
women is increasing fast enough to offset the increas- 
ingly large number of FMG women psychiatrists (1, 2). 

The increase in the number of women psychiatrists 
found in our sample has been noted elsewhere (2). In 
addition, we noted a striking increase in the percent- 
age of women certified in the period 1975-1978 cor- 
pared with 1966-1974 or pre-1966. It is possible that 
this is a sampling error caused by the likelihood that 
women who were recently certified were more like:y 
to return a questionnaire such as this. However, both 
of these findings may be accounted for in part by the 
influence of the women's movement and its encour- 
agement of ambition and competition in women. For 
example, the APA Board of Trustees established a 
Committee on Women in 1974, the goals of which in- 
clude promoting the academic involvement of women 
psychiatrists and providing emotional support systems 
for them. : 

That fewer women than men seek Board certifica- 
tion may be explained by our finding that women have 
a greater performance fear of the examination than 
men, despite similar success rates. This performance 
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fear, or anxiety, was described by Moulton (3) in her 
survey of men and women graduate analysts invited to 
make public speeches. She found that 50% of the 
women versus 20% of the men refused to speak in pub- 
lic. Cost in time and effort was not cited differently by 
the two groups. 

More women than men indicated that the certifica- 
tion process needed reworking, perhaps because the 
women experienced more stress from the certification 
process. Horner (4, 5) found that women's actual per- 
formance worsened under competitive achievement 
conditions, while the reverse was true for men. These 
findings may suggest an inherent bias against women 
in an examination process that involves competition to 
determine achievement. Alternative testing proce- 
dures based on a less competitive model could be ex- 
plored further. 

The difference between the two groups’ opinions re- 
garding eligibility criteria and residency training pro- 
gram profiles could be the result of women being less 
willing to be judged, especially by men, who fill most 
residency training directorships and Board examiner 
positions. Alternatively, women psychiatrists may 
wish only the more general information made public, 
while the men want specific individual information 
made public. This is consistent with the different re- 
sponses to competition seen in men and women. 

The greater desire among men than women for more 
subspecialty certification may be related to Horner's 
finding (4, 5) that men's motivation for success in- 
creases under competitive achievement situations 
while women's decreases because they are caught in 
: the double bind of being reluctant to be either a failure 
or a success. Some studies (6) suggest that men who 
achieve learn to expect rewards, whereas women learn 
to expect punishment. Also, as Applegarth (7) has 
noted, some women experience fears about sexual 
identity and unattractiveness to men, as well as guilt 
and primitive fears of retaliation and object loss, when 
being competitive or successful. Some successful 
women also regard their position as deviant (8, 9). 

The women respondents' reports of greater stress 
from the cost in time and effort involved in the certifi- 
cation process were unrelated to the outcome of the 
exam. Role strain may be a partial explanation of the 
greater stress that women psychiatrists reported (10 
and personal communication from N. Kaltreider, 
1975). This possibility has been discussed elsewhere 
(11), and further research is necessary to confirm 
whether this was indeed the case with our women re- 
spondents. However, it has been suggested (12) that 
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the demands of two disparate roles require more than 

twice the effort than would be necessary to perform 

either alone. This degree of role strain does not exist 

for men (9). It is interesting that the timing of the: 
Board examination—two years after reSidency com- 

pletion— coincides with the time that many men psy- 

chiatrists are most heavily invested in their careers, 

while many women psychiatrists are likely to have 

small children to care for. More data are needed to 

substantiate the hypothesis that the coincidence of 
timing is causally related to fewer women being Board 

certified. 

The Board could reduce this role strain for women 
by providing greater flexibility in where, when, and 
how the examination can be taken. This could be done 
by allowing psychiatrists to take Board examinations 
over longer periods of time and by providing day care 
for children during the examination. 

' It is our hope that these data will be useful in provid- 

ing the framework for a design for change, such as that 
envisioned by the APA membership when they passed 
the 1976 referenda on the American Board of Psychia- 
try and Neurology. The Board has already begun to 
institute some changes over the last three years. Our 
data show major differences in men’s and women’s re- 
sponses to the Board certification procéss, which can 
be an important guide to any future changes in that 
process. 
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Transcendental Meditation Versus Muscle Relaxation: 
A Two-Year Follow-Up of a Controlled Experiment 


e 
BY DAVID C. ZUROFF, PH.D., AND J. CONRAD SCHWARZ, PH.D. 





In this questionnaire survey the authors measured the 
outcome among 20 students randomly assigned to 
muscle relaxation training and 19 assigned to 
transcendental meditation at one year (the number of 
respondents in each group was 13 and 16, 
respectively) and two and one-half years (the number 
of respondents was 18 and 17, respectively). At both 
follow-ups there were no differences between the 
groups in frequency of practice or satisfaction. In both 
groups, less than 25% reported more than moderate 
satisfaction, and less than 20% practiced as much as 
once per week. Subjects’ expectancies at nine weeks 
predicted their satisfaction and frequency of practice 
at two and one-half years. The authors conclude that 
although some subjects (15%-20%) do enjoy and 
continue to practice transcendental meditation, it is 
not universally beneficial. 





ell-controlled studies of the short-term therapeu- 

tic effects of transcendental meditation have 
found it to have no more effect than placebo treat- 
ments (1), or at most to have moderate effects on trait 
anxiety (2). Related meditative techniques have not 
proven any better (3, 4). It is possible, however, that 
the wide range of benefits claimed by the technique’s 
proponents are obtained only after long-term practice. 
The present study was designed to answer three ques- 
tions concerning the long-term effects of meditation: 1) 
Do initiates in transcendental meditation perceive the 
practice to have been beneficial? 2) How high is the 
dropout rate after training? 3) Is it possible to predict 
who will continue to practice and benefit from medita- 
tion? 





Received July 16, 1979; revised Jan. 21, 1980; accepted April 4, 
1980. 

From the Department of Psychology, State University of New 
York at Binghamton (Dr. Zuroff), and the Department of Psycholo- 
gy, University of Connecticut, Storrs (Dr. Schwarz). 

Address reprint requests to Dr. Zuroff, Department of Psycholo- 
gy, State University of New York at Binghamton, N.Y. 13901. 

This work was supported by grants from the University of Con- 
necticut’s Research Foundation and Computing Center. 

The authors wish to acknowledge the contributions of George Al- 
len and Ken Ring to their original study of transcendental meditation 
and relaxation. 

Copyright © 1980 American Psychiatric Association 0002-953X/ 
80/10/1229/03/500.50.  . 


METHOD 


The 60 subjects in the original study (2) were stu- 
dents from an introductory psychology course who 
volunteered with the understanding that they would be 
randomly assigned to receive training in either tran- 
scendental meditation or muscle relaxation, or to a no- 
treatment control group. All procedures were carefully 
explained before subjects consented to participate. 
Training sessions in transcendental meditation and 
muscle relaxation were conducted by, respectively, 
experienced initiators from the Student International 
Meditation Society and graduate students in psycholo- 
gy. The relaxation technique was Paul’s version of Ja- 
cobsonian muscle relaxation (5), which involves alter- 
nately tensing and releasing the major muscle groups 
of the body. Training in relaxation was designed to 
have the same potent, nonspecific effects as training in 
meditation. The nine-week treatment period of the 
original study was dictated by the length of the stu- 
dents’ semester. Information was collected concerning 
numerous variables that were thought to be potential 
predictors of response to treatment. Two follow-ups 
were conducted, the first one year after training and 
the second two and one-half years after training. 

One year after training, subjects in the two treat- 
ment groups were mailed questionnaires asking them 
to describe their current frequencies of practice and to 
rate on a 5-point scale their overall satisfaction with 
their technique. This procedure was repeated two and 
one-half years after training; the questionnaire con- 
tained the additional question of whether there had 
been any intervals of a month or more during which 
the respondent had practiced more frequently than he 
or she did at present. The respondents were offered 
payment for returning the second questionnaire. Of 
the 19 meditation subjects, 16 returned the first ques- 
tionnaire and 17 returned the second; of the 20 relaxa- 
tion subjects, 13 returned the first questionnaire and `8 
returned the second. 


RESULTS 
Perceived Benefit 


At the one-year follow-up only 25% (N=4) of the 
meditation subjects and 1596 (N=2) of the relaxation 
subjects described themselves as more than moder- 


. ъ=, * 


1230 TRANSCENDENTAL MEDITATION VS. MUSCLE 


ately satisfied. At the follow-up after two and one-half 
years the proportions were 25% (N=4) and 22% 
(N=4), respectively. The differences between the 
groups were not statistically significant at either fol- 
low-up. 


Frequency of Practice 


As would be expected, frequencies of practice were 
low for. both groups. Nineteen percent (N=3) of the 
meditation subjects and 15% (N=2) of the relaxation 
subjects were practicing once per week or more at one 
year. At two and one-half years 18% (N=3) of the 
meditation subjects and 1196 (N —2) of the relaxation 
subjects were practicing that frequently. There were 
no statistically significant differences between the 
groups' frequencies of practice at either follow-up. 
More than half of the subjects in each group practiced 
less than once a month or not at all. Clearly, the large 
majority of both meditation and relaxation subjects es- 
sentially discontinued use of the techniques and felt 
that they had not been particularly beneficial. 

Several interesting results emerged when the medi- 
tation group's frequencies of practice at one and two 
and one-half years were cross-tabulated. First, no sub- 
ject who practiced infrequently (less than once per 
week) at one year was practicing frequently (once per 
week or more) at two and one-half years. On the other 
hand, every subject who practiced relatively frequent- 
ly at one year continued to practice frequently at two 
and one-half years, and some increased their frequen- 
cies of practice. Each of the frequently practicing sub- 
jects described himself or herself as more than moder- 
ately satisfied at both follow-ups. These results imply 
that there are no *'late bloomers" among initiates in 
transcendental meditation or returnees to the fold, but 
that there is a small group of 15%-20% who value med- 
itation and continue to practice it with some regularity. 
These conclusions apply equally well to muscle relaxa- 
tion trainees. 

A third group of subjects—the occasional users— 
can be distinguished from the subjects who practiced 
regularly and those who virtually discontinued use of 
their technique. Seventeen percent (N 3) of the relax- 
ation group and 29% (N—5) of the meditation group 
reported that there had been periods of à month or 
longer between the two follow-ups during which they 
practiced more frequently than they were practicing at 
two and one-half years. 


Prediction of Response to Treatment 


Multiple regression techniques were used to deter- 
mine whether the measures of outcome (satisfaction 
and frequency of practice) could be predicted, given 
knowledge of the trainees' personality and behavioral 
characteristics. The potential predictors included trait 
anxiety, locus of control, maladjustment, drug and al- 
cohol use, expectancies for benefits, attitudes of sig- 
nificant others, frequencies of practice during the nine- 
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week treatment period, and experieaces and heart rate 
while practicing. The measures employed have.been 
described elsewhere (2). 

Hierarchical multiple regression analyses (6) were. 
performed, regressing the outcome varifbles on group 
membership (meditation versus relaxation), a potential 
predictor variable, and the product term representing 
the interaction of group and the potential predictor. 
The effect of each independent variable was tested 
against the error term from the regression equation in 
which that variable was the last one entered (Model I 
error [6]. 

None of the interaction terms approached signifi- 
cance, indicating that the relationships between poten- 
tial predictors and outcome variables were the same 
for meditation as for relaxation. Of the potential pre- 
dictor variables, only the measures of expectancies for 
benefits were significantly related to the outcome vari- 
ables. Expectancies measured after nine weeks’ of 
treatment were significantly related to both satisfac- 
tion (t=3.5, df=31, p=.002) and frequency of practice 
at 30 months (t=2.8, df=32, p=.01). Expectancies 
measured immediately after training were also signifi- 
cantly related to frequency of practice (1=:3.2, df=32, 
p=.04) and tended to be related to satisfaction (t= 1.7, 
df=31, p=.11). These results indicate that satisfaction 
with and frequency of practice of meditation and relax- 
ation can be predicted from expectancies measured as 
early as nine weeks after training and, to a lesser ex- 
tent, from expectancies immediately after training. 
The personality variables were not predictive of the 
measures of outcome; however, one must remember 
that the small sample provided only modest power to 
detect effects. 

Finally, in a further search for correlates of contin- 
ued treatment use, we conducted a series of one-way 
analyses of variance of the predictor variables, with 
subjects divided into relatively regular users of medita- 
tion or relaxation (once per week or more), dropouts 
(less than once per month), and occasional users. Ás 
might be expected, the dropouts had significantly 
lower expectancies after nine weeks of treatment than 
did the other groups (F=6.5, df—1,32, p.01). It is of 
interest that the occasional users’ scores on Rotter's 
locus of control scale (7) (mean=8.2) were more inter- 
nal than those of the dropouts and regular users 
(теап= 13.4) (F=4.1, df=1,32, p«.05). 


DISCUSSION 


The results of the two follow-up studies can be sum- 
marized as follows: 1) most subjects radically reduced 
their frequencies of practice of transcendental medita- 
tion or muscle relaxation within a year of training; 2) 
there was a small group of regular, satisfied users who 
continued to practice even two and one-half years af- 
ter training; 3) there was another small group who typi- 
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cally did not practice but who occasionally used their 
techniques more regularly; 4) subjects’ expectancies 
after nine weeks were related to outcome at two and 
ene-half years; and 5) the occasional users tended to 
score as internals on Rotter’s locus of control scale (7). 

The three questions posed in the beginning of this 
article can now be given reasonably clear answers. 
First, most initiates in transcendental meditation did 
not perceive the technique as having been of major 
long-term benefit. Second, the long-term dropout rate 
was very high. This finding is consistent with other re- 
ports (1, 8, 9) of dropout rates of 5096 or more. Third, 
one can predict treatment response by asking subjects 
whether they expect to benefit; however, no predictive 
personality or behavioral characteristics of the high 
expectancy-good response group were found. Al- 
though internality on the locus of control scale was un- 
related to satisfaction or frequency of practice, it did 
predict a pattern of occasional use of the techniques. 

These rather negative findings contrast sharply with 
the encouraging results obtained by earlier investiga- 
tors (10). The difference may well be a consequence of 
the superior design of the present study, which was a 
longitudinal study of randomly assigned subjects. 
Many studies reporting positive results have been 
cross-sectional investigations of self-selected meditat- 
ors with unknown dropout rates. Although the present 
results are based solely on self-report, one would ex- 
pect that the true dropout rate was, if anything, higher 
than that reported, since biases in responding would 
be in the direction of underreporting discontinuation. 

One may conclude from the results of the present 
study and the few other well-controlled studies that 
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transcendental meditation is far less effective and sat- 
isfying than its proponents claim. After the initial 
surge of enthusiasm and sense of well-being pass, the 
modal initiate ceases to practice with any regularity 
and no longer feels great satisfaction with the tech- 
nique. Professionals who are considering the use of 
meditation or relaxation in clinical settings may wish 
to use measures of expectancy to select the subset of 
patients who are likely to find the techniques helpful. 


REFERENCES 


1. Smith JC: Psychotherapeutic effects of transcendental medita- 
tion with controls for expectation of relief and daily sitting. J 
Consult Clin Psychol 44:630-637, 1976 

2. Zuroff DC, Schwarz JC: Effects of transcendental meditation 
and muscle relaxation on trait anxiety, maladjustment, locus of 
control, and drug use. J Consult Clin Psychol 46:264-271, 1978 

3. Goldman BL, Domitor PJ, Murray EJ: Effects of zen meditation 
on anxiety reduction and perceptual functioning. J Consult Clin 
Psychol 47:551-556, 1979 

4. Boswell PC, Murray EJ: Effects of meditation on psychological 
and physiological measures of anxiety. J Consult Clin Psychol 
47:606-607, 1979 

5. Paul GL: Insight vs Desensitization in Psychotherapy. Stanford, 
Stanford University Press, 1966 

6. Cohen J, Cohen P: Applied Multiple Regression/Correlation 
Analysis for the Behavioral Sciences. Hillsdale, NJ, Erlbaum, 
1975 . 

7. Rotter JB: Generalized expectancies for internal versus external 
control of reinforcement. Psychol Monogr 80 (1), 1966 

8. Otis LS: If well-integrated but anxious, try TM. Psychology 
Today, April 1974, pp 45-47 

9. Shafii M, Lavely R, Jaffee R: Meditation and marijuana. Am J 
Psychiatry 131:60-63, 1974 

10. Smith JC: Meditation as psychotherapy: a review of the litera- 
ture. Psychol Bull 82:558-564, 1975 


--. » 
в 


1232 NEUROLEPTICS AND DESIPRAMINE 


Am J Psychiatry !37:10, October 1989 


Neuroleptic Effect on Desipramine Steady-State Plasma . 


Concentrations 


BY J. CRAIG NELSON, M.D., AND PETER I. JATLOW, M.D. 





The authors examined the effect of neuroleptic drugs 
on desipramine steady-state plasma concentration in 
30 patients who received similar milligram per 
kilogram doses of desipramine. Fifteen of these 
patients also received a neuroleptic drug and kad 
desipramine plasma levels twice that of the 15 patients 
who received desipramine alone. The authors discuss 
the implications of the magnitude of this diference for 
therapeutic response and incidence of side effects. 





quoe antidepressant drugs are often used in 
combination with antipsychotic agents to treat de- 
pressed schizophrenic patients (1) as well as patients 
with delusional depression (2). Use of this combina- 
tion requires consideration not only of the therapeutic 
interaction of the two drugs but also of their pharma- 
cokinetic interaction. Although Gram and coworkers 
(3-6) have extensively studied the effects of neurolep- 
tic drugs on the elimination of single-dose nortriptyline 
and imipramine in man and rat, the clinical implica- 
tions of this interaction during continued tricyclic ad- 
ministration are less clear. 

Moody and associates (7) first described elevation of 
tricyclic plasma levels after chlorpromazine was ad- 
ministered to a patient receiving imipramine. Gram 
and associates (3, 4), using single dose “C-nortripty- 
line, demonstrated that perphenazine, haloperidol, 
and chlorpromazine increased the plasma concentra- 
tion of nortriptyline and decreased the concentration 
of metabolites in plasma and urine. Subsequently, they 
demonstrated that perphenazine inhibited 2-hydroxy- 
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lation of a single dose of '*C-imipramine and that this 
effect was especially pronounced for desipramine (5, 
6). Few studies have examined this effect on steady- 
state tricyclic levels. Olivier-Martin and associates (8) 
demonstrated that administration of levomepromazine 
resulted in a 3096 rise in imipramine and a 20046 rise in 
desipramine steady-state plasma concentrations. A 
similar effect on nortriptyline steady-state plasma con- 
centration was recently noted by Vandel and associ- 
ates (9) in patients receiving amitriptyline combined 
with a phenothiazine. Our report examines steady- 
state plasma concentrations of desipramine in patients 
being treated for depression with desipramine alone or 
in combination with an antipsychotic drug. 


METHOD 


Our sample consisted of 30 inpatients, 15 of whom 
had nondelusional unipolar depression, met Research 
Diagnostic Criteria (10) for major depressive episode, 
and were treated with desipramine alone (desipramine 
group); 15 delusional patients, all of whom were 
treated with a combination of desipramine and an anti- 
psychotic agent (desipramine-antipsychotic group), 
met RDC for either major depressive episode, psy- 
chotic (N=10), or schizoaffective disorder (N —5). Al- 
though the desipramine group was slightly younger 
(table 1), the difference in mean age for the two groups 
was not significant. Furthermore, in this sample, the 
correlation for age and steady-state drug level was 
—.08. Desipramine levels were lower for the men; 
however, the sex ratio for the two groups was com- 
parable. None of these 30 was receiving other drugs 
known to affect hepatic microsomal enzymes (e.g., 
barbiturates or methylphenidate). 

Desipramine was administered orally in three di- 
vided doses at 10:00 a.m., 2:00 p.m., and 6:00 p.m. 
Dosage was calculated using a ratio of 2.5 mg/kg of 
body weight. The actual mean dosages received by the 
two groups, 2.55 and 2.50 mg/kg, were nearly identi- 
cal. One-third the calculated dose was given the first 
day, two-thirds on the second day, and the full dose on 
the third day and thereafter. Plasma samples were 
drawn at 9:00 a.m. Heparinized glass syringes were 
used to avoid contact with rubber stoppers. Plasma 
concentrations of desipramine were determined in du- 
plicate with a modification of a gas chromatographic 
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TABLE 1 
Desipramine Plasma Concentrations and Patient Characteristics for 
30 Depressed Patients 














Desipramine 

е 

Plasma 

Age Dose Level 

Sex (years) — (mg/kg) (ng/ml)? 

Group M F Mean SD Mean SD Mean SD 
Desipramine alone 

(N=15) 5 10° 38 13 2.55 0.18 110 81 

Desipramine- 4 1 48 18 2.50 0.22 255 115 


antipsychotic (N=15) 
ар<.002, Mann-Whitney rank order test. 





nitrogen detector method previously described by Bai- 
ley and Jatlow (11). The average steady-state concen- 
tration was determined from three separate con- 
secutive samplings after the patient had been on a con- 
stant dose for at least 10 days. 

All 15 delusional patients received the antipsychotic 
drug first in order to facilitate clinical management and 
to prevent the possible exacerbation of psychosis by 
the antidepressant (12); 12 patients were treated with 
perphenazine (16-64 mg/day), 2 with haloperidol (6 
and 20 mg/day), and 1 with thiothixene (12 mg/day). 
The dosage of the antipsychotic drug was determined 
depending on the needs of the patient. 


RESULTS 


"The mean steady-state desipramine concentrations 
were 110 ng/ml for the desipramine group and 255 ng/ 
ml for the desipramine-antipsychotic group (table 1). A 
nonparametric Mann-Whitney rank order test in- 
dicated the samples differed significantly (p<.002). 

Although during the study no patient received other 
medications known to affect microsomal enzymes, 13 
patients (3 in the desipramine group and 10 in the de- 
sipramine-antipsychotic group) received medications 
such as an antibiotic, a diuretic, a digitalis preparation, 
or benztropine mesylate. One of these patients had 
used barbiturates until 4 weeks before plasma levels 
were obtained. This prior use of a known enzyme in- 
ducer may explain the patient's unusually low plasma 
level (67 ng/ml) within the desipramine-antipsychotic 
group. Another of these 13 patients was chemically hy- 
pothyroid (thyroxine, 3.6 4g/100 ml; estimated free 
thyroxine, 0.8 ng/100 ml), although there were no clini- 
cal signs of hvpothyroidism. Whether this finding was 
related to her unusually high plasma level (322 ng/ml) 
within the desipramine group is unknown. Desip- 
ramine plasma levels of the 7 patients who received 
benztropine mesylate, 1-2 mg/day, with the antipsy- 
chotic drug did not differ significantly from the plasma 
levels of the 8 patients receiving an antipsychotic with- 
out benztropine. . 
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In order to assure that the difference in desipramine 
plasma levels observed in this sample was not the re- 
sult of medication other than the antipsychotic agent, 
plasma levels of the 17 patients receiving no other 
medications were examined. The mean (+SD) steady- 
state plasma concentrations were 95+61 ng/ml for the 
12 patients receiving desipramine alone and 274-154 
ng/ml for the 5 patients receiving desipramine and an 
antipsychotic but no other drugs; the difference be- 
tween these two samples was significant (Mann- 
Whitney, p<.01). 


DISCUSSION 


In our patient sample, the magnitude of the effect of 
antipsychotic drugs on desipramine plasma concentra- 
tion is considerable. The fact that the plasma level was 
more than double in patients receiving antipsychotic 
drugs suggests that the magnitude of this effect may be 
of clinical importance. The relationship of plasma lev- 
els of desipramine and therapeutic response has not 
been well-defined; however, if analogous to nortripty- 
line this drug has a therapeutic window, which Friedel 
and associates (13) suggest may be between 40 and 160 
ng/ml, then the effect of antipsychotic drugs on plasma 
concentration after usual doses cf desipramine would 
be sufficient to raise the drug level beyond the thera- 
peutic range. The elevated plasma concentration might 
also increase the incidence of toxicity. In our sample 
the 4 patients with serious side effects —urinary reten- 
tion (N« 1), a grand mal seizure (N=1), and a toxic 
brain syndrome (N=2)—had desipramine concentra- 
tions above 200 ng/ml. While the concurrent use of an 
antipsychotic drug in these patients may have also 
contributed to toxicity, each of the patients improved 
following reduction of the antidepressant drug without 
a change in the antipsychotic agent. 

Although previous reports (3-8) suggest the metabo- 
lism of various tricyclic drugs may be impaired by dif- 
ferent antipsychotic drugs, our data, as well as those 
of others (7, 8), suggest that desipramine may be par- 
ticularly sensitive to this effect. The design of this 
study does not exclude the possibility that delusional 
patients may metabolize desipramine differently; how- 
ever, the data of Gram and associates (3-6) indicate 
that inhibition of microsomal enzymes by neuroleptics 
is a more likely explanation. Although the clinical val- 
ue of determining tricyclic concentrations has been de- 
bated, the use of combination antipsychotic-antide- 
pressant drug therapy may be one indication for th2ir 
measurement. 
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Brief Group Psychotherapy with Chronic Hemodialysis Patients 


BY DAVID R. CAMPBELL, M.D., AND BIRENDRA K. SINHA, PH.D. 





The authors selected 11 chronic hemodialysis patients 
for a brief group psychotherapy program, the primary 
objective of which was to produce cognitive and 
affective changes pertaining to the illness. Each of the 
10 therapy sessions lasted 1/2 hours and was 
conducted while the patients were actually on dialysis. 
Three therapists rated outcome as “вооа,” “‘fair,’’ or 
“poor” on 10 objective criteria, and subjective 
impressions of the group experience were obtained 
from each patient. The study demonstrated the 
beneficial effects of group therapy, although there was 
no statistically significant difference between patients 
in the three outcome categories. 





everal studies have suggested that hemodialysis pa- 
tients experience a great deal of psychological 
stress manifested by a variety of behavioral symptoms 
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(1-4). Specifically, hemodialysis patients are found to 
suffer from disturbances of body image (5-7), sexual 
fears including impotence (7, 8), and fear of death (9). 
Perhaps the most important observation has been the 
presence of suicidal tendencies and depression (3, 5, 
8-11). Abram and associates (11) reported that the in- 
cidence of suicide among hemodialysis patients is 
greater than 400 times that of the general population. 
The patients who deteriorate and eventually die are 
those who demonstrate depressive symptoms, such as 
withdrawal, acting out behavior, or refusal to follow 
dietary restrictions. Depression and suicidal behaviors 
along with denial of illness require some form of psy- 
chotherapeutic intervention in order for the patients to 
cope with the problems of chronic illness (6, 10, 12, 
13). 

Although psychiatric treatment cf hemodialysis pa- 
tients has included both individual (14) and group (15- 
17) psychotherapy, group psychotherapy appears to 
be the preferred mode of treatment in many renal units 
of hospitals. Published reports indicate success witha 
variety of group psychotherapy methods that empha- 
size different dimensions of the therapy process. For 
example, Wijsenbeck (7) used group therapy while the 
patients were off dialysis, and the therapist’s task was 
to “listen and observe.” In a recent article, Buchanan 
(15) described a short-term, open-membership group 
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therapy program that involved both kidney transplant 
райевіѕ and their families. The therapy process fo- 
cused on group cohesiveness, imitative behavior, de- 
velopment of socialization techniques, demonstration 
of family dyrfhmics, ventilation, interpersonal learn- 
ing, instillation of hope, altruism, information dis- 
persal, and universality. Although the group therapy 
did not produce expected change in all 10 dimensions, 
Buchanan observed that the group was helpful in pro- 
viding emotional support to the patients and the oppor- 
tunity to learn adaptive strategies from others in the 
group. 

The main purpose of our study was to ascertain the 
effectiveness of brief group psychotherapy with long- 
term hemodialysis patients. We used objective criteria 
for selecting patients and determining therapeutic out- 
come. A major innovative approach used by us was to 
conduct group sessions while the patients were ac- 
tually on dialysis. The therapist and cotherapists were 
active participants in all group sessions and focused on 
specified aspects of the therapy process. 


METHOD 
Patient Selection 


We selected 11 dialysis patients (8 men and 3 wom- 
en) ranging in áge from 20 to 50 years for group psy- 
chotherapy out of 18 patients referred for psychiatric 
consultation by the nephrologist in charge of the renal 
unit of the University of Alberta Hospital. Depression 
and management problems were the primary reasons 
for psychiatric referral. All patients had high T scores 
(7 80) on the Depression and Hypochondriasis scales 
of the MMPI. 

The demographic characteristics of the patients are 
presented in table 1. The majority of the patients were 
under 25 years of age. The younger patients had a ten- 
dency to act out more and to present management dif- 
ficulties. Although all 18 patients initially referred for 
psychiatric consultation had problems related to de- 
pression, somatic complaints, and hostility, the fol- 
lowing criteria were used for selecting patients for the 
group therapy program. 

1. Severity of depression versus management prob- 
lems. The patients exhibiting difficult management 
problems such as acting-out behaviors or defiance and 
hostility toward the staff and treatment regimen were 
included in the program. Severely depressed patients 
were referred for more intensive individual therapy 
and chemotherapy. 


2. Acceptance versus denial reaction. It appeared | 


to us that acceptance of illness was related to severe 
depression, and we excluded such patients from the 
program. However, we considered depression com- 
bined with hostility and acting-out problems suitable 
for group therapy. 

3. Sexual concerns. The patients with primary psy- 


a 


, е 
DAVID К. CAMPBELL AND BIRENDRA К. SINHA 


г 5 ‚ wie 
e 


1235 


TABLE 1 
Demographic Characteristics of 11 Dialysis Patients Selected for Brief 
Group Psychotherapy 











Characteristic Number Percent 
Age (years) 
20-24 $ 45.4 
30-34 2 18.2 
35-39 1 9.1 
45-49 2 18.2 
50-55 1 9.1 
Marital status 
Single 5 45.4 
Married 6 54.6 
Employment status 
Employed 2 18.2 
Student 3 27.3 
Housewife 3 27.3 
Unemployed 3 27.3 
Socioeconomic status 
Middle class `9 81.8 
Working class 2 18.2 


chological problems related to sexual effectiveness 
were excluded from the study because we felt they 
could be best treated with individual psychotherapy. 

4. Indication of psychotic process. The patients ex- 
hibiting clearly identifiable psychotic symptoms were 
considered unsuitable for group therapy. 

5. Length of time on dialysis. In order to introduce 
patients to group processes at an early stage of the dis- 
ease, we excluded those who had been on dialysis for 
more than 6 months from this study. 


Group Process 


Two groups consisting of 6 and 5 patients each were 
formed. The brief group therapy sessions took place 
every other week and lasted 11/2 hours. There were a 
total of 10 sessions. | 

The primary objective of the group therapy was to 
produce cognitive and affective changes pertaining to 
the illness. Specifically, cognitive changes were con- 
cerned with the patient's perception and explanation 
of illness. As suggested by Pritchard (18), a physically 
disabled person is likely to perceive his illness ‘‘as an 
enemy which is attacking him” (p. 53). Such a per- 
ception may, in turn, cause undesirable affective re- 
sponses, such as hostility, anger, anxiety, and feelings 
of helplessness. Hence, the group psychotherapy 
aimed at changing the patient's perception so that ill- 
ness could be viewed as a challenge rather than an ene- 
my. We expected that the new perception of kidney 
failure as a problem-solving task would produce posi- 
tive emotional responses in the patients. 

The group sessions were conducted by a therapy 
team consisting of one psychiatrist and two nurses, 
one from the renal unit and the other from the hospi- 
tal's psychiatry ward. The psychiatrist was the thera- 
py leader, and the two nurses served as cotherapists. 
The group process focused on active verbalization and 
expression of feelings. As an active member of the 
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group, the group leader took a confronting attitude. 
Rational examination of feelings and cognitive restruc- 
turing were attempted with respect to specified psy- 
chological difficulties of the group members. At times, 
the therapist provoked the patients with direct inter- 
pretation of the initial complaints. Personal and social 
consequences of low motivation, hostility, and de- 
pressed attitudes with respect to the dialysis manage- 
ment routine were discussed in all sessions. While the 
therapist was active and direct, the cotherapists were 
supportive. Their supportive role appeared necessary 
for the depressed patients to express themselves and 
contribute to the group sessions. 

The therapists did not attempt depth analysis of the 
patient’s underlying motivations. In fact, healthy de- 
fenses, such as rationalization, suppression, or sub- 
stitution, were reinforced. However, the group pro- 
cess provided some insight into unhealthy defenses, 
such as denial, displacement, and projection, that 
were frequently employed by the patients during initial 
therapy sessions. 


Evaluation Criteria 


We evaluated the effectiveness of the group therapy 
program after 10 sessions in terms of clinical judgment 
of the therapy team obtained through their ratings on 
10 relevant criteria and the patients’ evaluation of their 
group experience. We selected the following relatively 
objective criteria for evaluating the program because 
of their clinical importance in the management of di- 
alysis patients: 1) control of diet and fluid control; 2) 
improved interpersonal communication with staff, pa- 
tients, relatives, and friends; 3) return to work, includ- 
ing part-time employment and/or a suitable education- 
al program; 4) acceptance of the kidney unit; 5) de- 
creased fear of actually running on the machine; 6) 
reduced depression and/or demanding and acting-out 
behavior; 7) decreased somatic complaints, such as 
nausea, vomiting, headache, pain, during dialysis or 
ward activities; 8) ability to cope with minor (e.g., vein 
clot) and major stress (e.g., death of a patient on dial- 


ysis in the next bed); 9) changes in the patient’s atti-- 


tudes and feelings toward staff, relatives, and friends; 
and 10) changes in the attitudes and feelings of the 
staff, relatives, and friends toward the patient. 

Each patient was rated "good," ''fair," or "poor" 
by the psychiatrist and the two nurses independently. 
The three raters provided a total of 30 ratings for each 
patient. The most frequently rated category was used 
as the final score; e.g., if a patient received 15 good, 8 
fair, and 7 poor ratings, he was placed in the good cate- 
gory. In case of equal distribution of the three cate- 
gories the psychiatrist made the final judgment about 
the therapy outcome. Thus, the therapy outcome was 
based upon a composite evaluation by pooling the ob- 
servations of the therapy team. Although the thera- 
pists rated the patients independently, the ratings can- 
not be considered truly independent because the raters 
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worked together in group sessions. Hence, no attempt 
was made to establish interrater reliability. 

We obtained the patients' evaluation of the group 
therapy program in the form of written comments 
about their overall subjective impressiofls. No attempt 
was made to quantify the patients' evaluations. 


RESULTS 


The initial group sessions revealed that denial of ill- 
ness and fear of death were the primary areas of con- 
cern. Reference to poor kidney function and its fatal 
consequences was avoided in group discussions. 
When there was a death on the renal unit, the group 
therapy patients had a tendency to ascribe the cause to 
heart or lung failure rather than the Kidney problem. 
As the group progressed, the members became in- 
creasingly supportive of each other. They became 
more objective in dealing with stressful situations, 
such as death of a dialysis patient. 

Depression and apathy were other areas of major 
concern in the therapy sessions. However, increased 
verbalization, open communication, and close inter- 
action between members were clearly noticeable dur- 
ing later group sessions. The patients showed greater 
concern for the welfare of other members and ex- 
changed advice for better management of their kidney 
problem. The group therapy sessions seemed to pro- 
mote the feeling of self-worth and hope in the future. 
Even sexual matters were discussed in a lighter vein in 
the form of jokes. 

We felt that the degree of mutual trust and group 
cohesiveness among dialysis patients was much lower 
than that achieved by other successful therapy groups. 
The lack of trust was mostly with reference to doctors, 
nurses, and family members. These physically healthy 
persons were, perhaps, constant reminders to the pa- 
tients about their dependence on others. During the 
period of our study, several dialysis patients had died 
in the unit. Death of fellow patients might have reacti- 
vated the group niembers' fear of death and dampened 
their faith in the effectiveness of the dialysis machine. 
The same psychological processes might account for 
the slow development of group cohesiveness. It was 
difficult to achieve open communication and close in- 
terpersonal relationships between group members 
when denial of illness was one of the frequently used 
defense mechanisms. However, as the group prog- 
ressed, the patients tended to accept their handicap as 
well as the fact that their survival was contingent upon 
regular use of the dialysis machine. 

Approximately 6496 (N=7) of the patients were 
rated good, 18% (N=2) were rated fair, and 18% 
(N=2) were rated poor. A chi-square test did not re- 
veal significant difference between the three outcome 
categories. However, when the combined good and 
fair categories are compared with the poor category, 
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the- difference approaches statistical significance 
(p<.10). The lack of a statistically significant dif 
ference is probably due to our small number of cases. 

' АП patients indicated in their written comments that 
they benefited'from the group experience with respect 
to depression, acceptance of the illness, body image, 
and self-esteem. Even those who were judged poor by 
the therapy team had positive feelings about the group 
therapy program. In general, the patients became 
more cooperative in following the strict regimen im- 
posed by the dialysis treatment program. 


CONCLUSIONS 


This study demonstrates the value of group therapy 
without taking the patients off the dialysis machine, 
providing a situation of direct confrontation since the 
machine is an immediate reminder to the patients that 
they have a serious physical disability. Our criteria for 
selecting the patients and evaluating the therapy out- 
zome appear valid and promising; however, in view of 
a statistically insignificant difference in the therapy 
outcome as rated by the treatment team, further re- 
search is needed to identify the variables most sensi- 
tive to therapeutic intervention. Our study also does 
not compare the effectiveness of individual and group 
therapy. Such a controlled comparison on quantifiable 
dimensions would certainly help the consulting psychi- 
atrist in planning therapeutic programs suitable for in- 
dividual patients. 
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Credibility and Incredibility: The Psychiatric Examination of the: 


Complaining Witness 


BY ROBERT LLOYD GOLDSTEIN, M.D. 





Psychiatrists are called on to evaluate the credibility 
(and incredibility) of complaining witnesses in 
criminal proceedings despite a longstanding 

. controversy about their ability to accurately make 
such determinations. The author discusses the history 
of such psychiatric activity from Freud through the 
Alger Hiss perjury trial, its current status in terms of 
benefits to the criminal justice system, the legal and 
social questions it raises (e.g., the competing issue of 
the complainant's right to privacy), and the court's 
restrictions on the psychiatrists. He presents two 
illustrative case histories. 





n 1906, in one of his rare ventures into the area of 

forensic psychiatry, Sigmund Freud delivered a lec- 
ture before a University of Vienna law class titled 
"Psycho-Analysis and the Ascertaining of Truth in 
Courts of Law” (1). He suggested that the psychiatrist 
may have at his disposal scientific means by which the 
testimony of witnesses can be tested for truthfulness 
and reliability but cautioned that these scientific meth- 
ods were of a highly experimental nature and for re- 
search purposes only. They were not intended to influ- 
ence the verdict of the court.! He thus anticipated a 
controversy that has raged on for three quarters of a 
century regarding the psychiatrist's special ability to 
evaluate the credibility of the complaining witness in a 
legal proceeding. 

Davidson (2) contended that the psychiatric apprais- 
al of the witness represents a new field of forensic psy- 
chiatry. He described nine clinical conditions that the 
psychiatrist alone is qualified to discern and to relate 
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Пп a memorandum prepared in 1922 that is not extant, Freud 
deprecated any half-baked application of psychoanalytic theories in 
legal proceedings. 


to the credibility issue: 1) schizophrenia, 2) senile psy- 
choses, 3) manic states, 4) paranoid states, 5) drug ad- 
diction, 6) mental deficiency, 7) alcoholism, 8) psycho- 
neurosis, and 9) psychopathic personality. Davidson 
(3) also stated, ''If the psychiatrist were given all the 
facts about the witness' background; if he were given 
time to do a thorough physical and mental examina- 
tion; if he could take a psychiatric history on the wit- 
ness, he could give the trial lawyer a solid opinon 
about testimonial capacity." 

The best known use of psychiatric evaluation of a 
complaining witness' credibility came in the second 
Alger Hiss perjury trial in 1949. According to Slo- 
venko (4), the judged ruled, 


It is apparent that the outcome of this trial is dependent, 
to a great extent, upon the testimony of one man —Whitta- 
ker Chambers. Mr. Chambers' credibility is one of the 
major issues upon which the jury must pass. The opinion 
of the jury—formed upon their evaluation of all the evi- 
dence laid before them—is the decisive authority on this 
question, as on all questions of fact. The existence of in- 
sanity or mental derangement is admissible for the pur- 
pose of discrediting a witness. (4, p. 45) 


The judge allowed a psychiatrist, Dr. Carl A.L. Bing- 
er, to testify that, in his expert opinion, Chambers was 
a ‘‘psychopath with a tendency toward making false 
accusations" (4, p. 45). This expert opinion was based 
on Binger's personal observation of Chambers on the 
witness stand and on a reading of some of Chambers' 
poems, plays, and book reviews. No psychiatric ex- 
amination per se was carried out. The jury chose to 
disregard the psychiatric testimony and found Hiss 
guilty as charged. 

In some jurisdictions, when the credibility of the 
complaining witness in sex offense cases is in doubt a 
psychiatric examination is ordered ‘‘not to determine 
whether the witness is telling the truth, but to deter- 
mine whether the emotional or mental condition of the 
witness may affect his or her ability to tell the truth" 
(5). A report of the American Bar Association (6) rec- 
ommended psychiatric examination of all complainant 
women in sex offense cases to ascertain the presence 
of a psychiatric disturbance. Proponents of psychiatric . 
involvement believe that psychiatry has firmly estab- 
lished itself as an inextricable cog in the machinery of 
the law and that it would be better if the system availed 
itself of psychiatric expertise when the alternative 
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might be to rely on uniformed ignorance, myths, and 
misconceptions (7, 8). 

Critics of psychiatric involvement have raised seri- 
ous questions in regard to the desirability, accuracy, 
and effectivefiess of psychiatric evaluations of credi- 
bility. In 1909 Wigmore (9) asked, '' Where are the ex- 
act and precise experimental and psychological meth- 
ods of ascertaining and measuring the testimonial cer- 
titude of witnesses?" According to Slovenko (4), the 
judge in a famous rape case ruled that the jury alone 
would best decide the issue of the complaining wit- 
ness' credibility. The judge refused to allow the in- 
troduction of psychiatric testimony: 


We are not convinced that the time-honored and well 
settled and undefined rule of impeachment of the veracity 
of a witness should thus be innovated upon. It is yet to be 
demonstrated that psychological and medical tests are 
practical and will detect a lie on the witness stand. (4, p. 
49) 


Other courts have been even more skeptical: 


The divergence of psychiatric opinion and its frequent 
inexactness render its value minimal in enabling the jury 
to decide the issue of credibility . . . the jury after being 
subjected to several conflicting, equivocating and highly 
technical psychiatric opinions may actually be more con- 
fused than before. (4, p. 59) 


Another court failed to see the benefit to be gained 
from ‘‘an amateur's voyage on the fog-enshrouded sea 
of psychiatry” (4, р. 59). 

There is a great deal of concern about reducing the 
prerogatives of the jury and giving a psychiatric expert 
the power to decide the issue of credibility (10), about 
the competing interests of witness credibility and pri- 
vacy, and about the possible misuse of psychiatry by 
calling for psychiatric opinions based on questionable 
practices that are not firmly grounded in good clinical 
evaluation methods. Slovenko (4) concluded, 


To obtain an ideal climate for an effective psychiatric 
evaluation, a number of legal reforms would be necessary 
that might be unwise either from a social or legal point of 
view. If this is the case, then psychiatrists and jurists 
should realize the limitations that the legal procedure 
places on the accuracy and effectiveness of the psychiatric 
examination and, in turn, on the psychiatric opinion. (p. 
56) 


Following are case reports in which the court per- 
mitted testimony by a psychiatrist (myself) as to the 
mental state of the complaining witness. In these cases 
it was the contention of the defense that the mental 
disorder of the complaining witness and not reality 
was the source of the complaint. A direct psychiatric 
examination of the complainant, an approach that was 
promoted as being more accurate and rewarding, was 
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requested in both cases. The court denied permission 
but did allow psychiatric testimony based on a review 
of the complainant’s psychiatric hospitalization rec- 
ords. This might be viewed as a compromise between 
the competing issues of a need to evaluate credibility 
and a desire to infringe on the privacy of the com- 
plainant as little as possible. 


CASE REPORTS’ 


Case 1. A 74-year-old woman who lived alone claimed that 
the son of her building superintendent had assaulted and 
robbed her. He was arrested the same day. He had known 
the complaining witness for more than 10 years and lived in 
the same building. He emphatically denied the cherges 
against him but had no solid alibi. He was unemployed and 
had a criminal record and a history of drug abuse (he was 
currently attending a methadone program). Shortly before 
the trial it came to light that the complainant had had several 
psychiatric hospitalizations since age 45 for paranoid schizo- 
phrenia, characterized by delusions, hallucinations, con- 
fusion, memory lapses, and antagonistic behavior toward 
friends and family. During these episodes she had delus.onal 
ideas of being robbed of cherished possessions. She even 
accused her relatives of stealing from her. As a result of 
these disclosures, the court ruled that a psychiatrist retzined 
by the defense could review her psychiatric records anc tes- 
tify as to the possible influence of her mental condition on 
her credibility. I testified that in view of her documented 
psychiatric history and the particular nature of her diso-der, 
there was a substantial index of suspicion that her testimony 
represented another example of delusional thinking. I con- 
ceded that my opinion would be more cogent if it were tased 
on a direct psychiatric examination of the woman. The jury 
acquitted the defendant. It appeared that the impact of psy- 
chiatric testimony was facilitated by the overall weakness of 
the prosecution's case, which was based on the complain- 
ant's word without any other corroboration. 


Case 2. A 40-year-old woman charged that her boyf-iend 
had raped her. She stated that he had visited her to inform 
her that their liaison could not continue because his es- 
tranged wife was returning to live with him. She alleged that 
he forcibly raped her after they quarreled. She made nc out- 
cry about this until 3 days later. During a gynecologiczl ex- 
amination 2 days after the alleged rape, she made no mention 
of a sexual assault. It was learned that she had been hospital- 
ized twice in recent years for depressive illness with hys- 
terical features. One month before the alleged rape she un- 
derwent a hysterectomy. The court allowed me as defense 
psychiatrist to review her hospital records but not to exam- 
ine her directly; the court stated that a direct psychiatr:c ex- 
amination was an unacceptable invasion of her privacy. I 
testified as to the possible effects of narcissistic blows to the 
complainant as a result of her hysterectomy and being aban- 
doned by her boyfriend. I talked about possible relationships 
between narcissistic injuries of this nature, a personality 
makeup including depressive and hysterical traits, attempt- 
ing to maintain a shaken feminine self-image, and allegations 
of rape at length before the jury. The jury could not find the 
defendant guilty of rape ‘‘beyond a reasonable doubt,” and 
he was acquitted. 
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DISCUSSION 


A psychiatric evaluation of the complaining witness 
in a criminal proceeding may be necessary to allow for 
informed deliberation by the jury. In cases where 
doubt exists as to whether the complainant may be 
psychiatrically impaired, information regarding the 


mental state of the complainant is germane and should . 


be made fully clear to the jury if the jury is to function 
meaningfully. The determination of the effect of any 
psychiatric condition on the. credibility of the com- 
plaining witness remains the sole province of the jury; 
nonetheless, information provided by an expert wit- 
ness permits the jury to make informed decision as to 
that witness’ worth. 

To enhance the truth-finding function of the jury, 
courts have ruled that they have an inherent power to 
order the complainant to cooperate. Not only is such 
testimony admissible, but the Court of Appeals in New 
York State has reversed convictions in which such in- 
formation was not put before the jury (11, 12). The 
court held that the inability of the jury to appreciate 
the nature of the psychiatric infirmity was sufficient 
grounds to overturn the conviction. The purpose un- 
derlying the testimony of an expert is not to substitute 
his or her estimation of credibility for that of the jury. 
Rather, it is to provide a scientific perspective for the 
jury according to which it can then evaluate the com- 
plainant's testimony for itself. 

Scrutiny of the psychiatric condition of the com- 
plaining witness is an area of forensic psychiatry that 
warrants continuing study. Is the psychiatrist invading 
the usual province of the jury? Is he or she really de- 
termining the credibility of the complaining witness or 
being used to discredit the complainant improperly? 
Slovenko asked, ‘‘Is psychiatry here being used more 
for its prestige value than for its probative value?” (4, 
p. 56). Is the privacy of the complainant being invaded 
to an unacceptable extent? A New York State court 
has ruled that although the right to psychiatric testimo- 
ny clearly exists, the defendant must make a clear 
showing that it is warranted in view of the infringe- 
ment on the complainant's right to privacy (13). Is it 
the complainant who will be tried instead of the de- 
fendant? Will this serve to discourage victims of crime 
from pressing charges for fear they may be exposing 
themselves to humiliation and vilification? Proponents 
of this trend have already tried to expand it further: it 
has been argued that the presentation of critical scien- 
tific data as to the psychiatric condition of a com- 
plainant should not depend on the chance that he or 
she has a history of psychiatric illness warranting 
closer scrutiny. Where there is no history, some have 
contended that there is an a priori right to launch such 
an inquirv before trial. This would certainly place on 
trial all complaining witnesses, whether or not they 
have a psychiatric history. 

І have suggested the term "'incredibility" to de- 
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scribe that quality in a witness which renders his or her 

evidence unworthy of belief. Although the invention of 
a technical term may help to clarify an issue and avoid 

confusion and distortion, it can also give the appear-, 
ance of creating facts for the social scierfces (14). Psy- 

chiatry already has plenty of such facts in the form of 
technical terms, and these are reified and often mis- 

used.in the courtroom and other places to overawe 

those who are not used to scrutinizing authorities. The 

danger is that determinations of incredibility, if not 

managed judiciously and vigilantly, might be overused 

and misused to harass and stigmatize complaining wit- 

nesses. It remains to be seen what impact this direc- 

tion in psychiatry's involvement in court proceedings 

will have, what specific guidelines and safeguards will 

evolve for its application, and what will result from 

renewed conflicts between the individual's right to pri- 

vacy and the jury's right to know in order to ensure a 

fair trail and to protect the accused. This is but a fur- 

ther example of the constant need to adjust two con- 

flicting ideals in the law so that one is not sacrificed to 

the other. Just as Freud cautioned against ‘‘wild analy- 

sis" as a reckless and blind misuse of psychoanalysis, 

so must the forensic psychiatrist avoid introducing any 

testimony based on incomplete, inadequate, or ques- 

tionable methods of clinical evaluation in order to aid 

the legal process in reaching more informed and in- 

telligent decisions. 


REFERENCES 


1. Freud S: Psycho-analysis and the ascertaining of truth in courts 
of law (1906), in Complete Psychological Works, standard ed, 
vol 9. Translated and edited by Strachey J. London, Hogarth 
Press, 1961 

2. Davidson HA: Forensic Psychiatry, 2nd ed. New York, Ronald 
Press Co, 1965 

3. Davidson HA: Testimonial capacity. Baston University Law 
Review 172:39-45, 1959 

4. Slovenko R: Psychiatry and Law. Boston, Little, Brown and 
Co, 1973 

5. California v Francis, 5 Calif App 3d 414, 85 Calif Rptr 61 (1970) 

6. American Bar Association: Report of the Committee on the Im- 
provement of the Law of Evidence (1937-38), in Law, Psychia- 
try and the Mental Health System. Edited by Brooks AD. Bos- 
ton, Little, Brown and Co, 1974 

7. Goldstein RL: The ‘‘fitness factory," part 1: the psychiatrist’s 
role in determining competency. Am J Psychiatry 130:1144- 
1147, 1973 

8. Goldstein RL, Stone MA: When doctors disagree: differing 
views on competency. Bull Am Acad Psychiatry Law 5(1):90- 
97, 1977 

9. Wigmore J: Professor Munsterberg and the psychology of testi- 
mony. Illinois Law Review 3:999-1007, 1909 

10. Falknor JF, Steffan DT: Evidence of character: from the ‘‘cru- 
cible of the community" to the ‘‘couch of the psychiatrist." 
University of Pennsylvania Law Review 102:980-991, 1954 

11. People v Rensing, 14 NY 2d 211 (1964) | 

12. People v Parks, 41 NY 2d 36, 46-49 (1976) 

13. People v Sandra Lowe, NY LJ, Dec 22, 1978 

14. Cohen MR: Reason in social science, in Readings in the Philoso- 
phy of Science. Edited by Feigl Н, Brodbeck M. New York, 
Appleton-Century-Crofts, 1953 E 


Am J Psychiatry 137:10, October 1980 


ғ Ы тее». 


VAN PUTTEN, MAY, JENDEN, “ETAL 1241 


Plasma and Saliva Levels of Chlorpromazine and Subjective 


Response 


• 
BY THEODORE VAN PUTTEN, M.D., PHILIP К.А. MAY, M.D., DONALD J. JENDEN, M.D., 
ARTHUR K. CHO, PH.D., AND CORALEE YALE, M.A. 





Newly admitted schizophrenic patients (N —48) were 
given a test dose of 2.2 mglkg of chlorpromazine 
hydrochloride by mouth. Chlorpromazine was 
measured in plasma and saliva at 1, 2, 3 (saliva only), 
4,6, 8, 12 (saliva only), and 24 hours by gas 
chromatography-mass spectography. Subjective 
response at 4 and 24 hours after test dose was not 
significantly related to either plasma or saliva level 
even for dysphoric responders. Dysphoric responses 
to chlorpromazine appear to be idiosyncratic —rooted 
perhaps in altered receptor sensitivity or in a patient's 
very personal interpretation of drug effect. 





T he subjective response to the first dose of antipsy- 
chotic medication is important. If the patient finds 
the medication agreeable or helpful (a syntonic re- 
sponse), all is well. A dysphoric response, however, 
augurs poorly. In our experience an initial dysphoric 
response is a powerful predictor of drug попсотріі- 
ance, no matter how hard the therapist tries to correct 
it or how understanding he tries to be (1, 2). Even if the 
patient can be persuaded to continue the medication, 
an early dysphoric response is modestly predictive of 
an inferior short-term outcome, at least at convention- 
al dosage levels (1). 

The dysphoric responders in the present study expe- 
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rienced the drug effect as unbearable. From the very 
beginning they reported that chlorpromazine made 
them ''goofy," “lazy, '"mummified," “аш,” or 
"fuzzy." All experienced the medication as ''too 
strong” and requested, in fact demanded, that the dos- 
age be reduced. 

Since there is enormous variability in blood levels 
after a single dose of chlorpromazine (3, 4), we hy- 
pothesized that dysphoric responders would have de- 
viant pharmacokinetics—in particular, higher blood 
levels. 


METHOD 


The subjects were 48 schizophrenic patients newly 
admitted (or readmitted) to Brentwood Veterans Ad- 
ministration Medical Center who had given informed 
consent and for whom treatment with an antipsychotic 
drug was considered appropriate. They were suffering 
from a functional psychosis, schizophrenic tvpe, but 
not from organic brain disease, significant physical dis- 
ease, or major drug addiction or alcoholism. 

In general, the patients were admitted voluntarily 
(7996). Most were in young middle age (mean 
age+SD=32.3+9.9 years), had never been married 
(79%), and had a chronic disorder (mean dura- 
tion=6.4+6.93 years) and a fair prognosis. On a nurs- 
ing observation scale (NOSIE) (5), their mean overall 
degree of severity of illness was 4.72 (4— moderately ill 
and 5— markedly ill}. 

The patients were rated on four different sets of di- 
agnostic criteria for schizophrenia: the NIMH schizo- 
phrenia criteria. (6), the New Haven Schizophrenia 
Checklist (7), the Diagnostic Rating Scale (8), and the 
World Health Organization criteria (9). For 40 of the 
48 patients all 4 diagnostic criteria confirmed a diagno- 
sis of schizophrenia; for 6 patients 3 of the 4 criteria 
confirmed this diagnosis. Of the remaining 2 patients, 1 
was rated as ‘‘probably’’ schizophrenic, and the other 
as having schizoaffective psychosis. A 2- to 7-day 
washout period was provided; most patients, how- 
ever, had not taken medicatiori for several months and 
could be presumed to be drug-free on admission. 

An initial test dose of 2.20 mg/kg of chlorpromazine 
hydrochloride was given to each patient as oral con- 
centrate. They were given a light standardized meal 2- 
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3 hours after the test dose. Blood and saliva samples 
were taken at 0, 1, 2, 3 (saliva only), 4, 6, 8, 12 (saliva 
only), and 24 hours. Chlorpromazine was measured in 
plasma and saliva by gas chromatography-mass spec- 
tography with N, N-bisperideuteromethyl chlorproma- 
zine (CHg-chlorpromazine) as an internal standard. A 
dental cotton roll was used to collect the saliva speci- 
' mens in order to avoid a psychologically distasteful in- 
struction to "spit." Details of the collection and assay 
methods are given elsewhere (3). 

Subiective response was assessed by a semistruc- 
tured interview in which the following questions were 
asked: ‘‘How does the medication agree with you?” 
“"Рсеѕ it make you feel calmer?” ‘‘Does it affect your 
thinking?” and ‘‘Do you think this would be the right 
medicine for you?” The subjective response was grad- 
ed on a syntonic-dysphoric continuum on a scale from 
--44 (maximum syntonic response) through —44 (max- 
imum dysphoric response), as reported previously (1). 

Subjective response was measured at 4 and 24 hours 
after the test dose. Patients were divided according to 
their scores into ‘‘syntonic,’’ *'indifferent," and ‘‘dys- 
phoric’’ responders: greater than 5—syntonic respond- 
er, +5 through —5-indifferent responder, less than 
~5=dysphoric responder. 


RESULTS 


Plots of the logs of plasma and saliva chlorproma- 
zine against time for the dysphoric (N —10), indifferent 
(N 4), and syntonic responders (N—18) did not reveal 
any obvious relationship between subjective response 
and either blood or saliva level.! The dysphoric re- 
sponders did not have higher blood or saliva levels 
than syntonic or indifferent responders; the shape of 
the curve for all three groups was similar. Pearsonian 
correlations of subjective response at 4 and 24 hours 
with the respective plasma and saliva levels (whether 
raw or logarithmic) were not statistically significant. 

Different cutting points for dysphoric, syntonic, and 
indifferent responders still did not yield significant dif- 
ferences. Further, even the most extreme dysphoric 
responders were not different in their plasma and sa- 
liva levels: for example, the patient with the highest 
plasma and saliva levels was semicomatose at the time 


1A figure showing subjective response versus blood and saliva lev- 
els is available from Dr. Van Putten on request. 
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of the peak levels; at 24 hours, his plasma level had 
fallen to 137 pmol/ml, at which time he was only mildly 
dysphoric. (He went on to have a good objective and 
subjective outcome on a very low dose of chlorproma-, 
zine). е 

Subjective response to a test dose of chlorproma- 
zine ranged widely, from +36 through —36 (mean 
score+SD=4.8+16.6) at 4 hours and from +33 
through —44 (mean score=4.9+16.9) at 24 hours. 
There were no relationships between subjective re- 
sponse and age, duration of psychotic symptoms, diag- 
nosis (paranoid versus nonparanoid schizophrenia), 
peak drowsiness ratings (subjective or objective), or 
initial clinical state (1). 


COMMENT 


Whatever the reason for dysphoric responses to 
chlorpromazine, our data indicate that pharma- 
cokinetics is not the answer. When the dysphoric re- 
sponder tells us that the medication is too strong or 
that we are ‘‘poisoning’’ him, the explanation is not an 
aberrant plasma chlorpromazine level. Dysphoric re- 
sponses to chlorpromazine appear to be idiosyncratic, 
rooted perhaps in altered receptor sensitivity or a pa- 
tient’s very personal interpretation of drug effect. 
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Priorities in Psychiatric Residency Training 


«BY CHARLES L. BOWDEN, M.D., FREDERICK J. HUMPHREY, D.O., 


AND MICHAPL G.G. THOMPSON, M.D. 





The authors surveyed 22 psychiatric educators to 
determine their views of the basic knowledge and skills 
that should be required for all psychiatric residents. A 
comprehensive document of educational objectives 
facilitated practical differentiation of responses. 
Diagnostic, problem-solving, and treatment- 
dispositional skills were particularly highly ranked. 
Such data may be useful in defining the profession of 
psychiatry as well as in curriculum planning. 





he core curriculum for residency training is one of 

the critical issues now facing psychiatry. As Beigel 
(1) stated, this curriculum ‘‘must define concepts and 
areas of knowledge that all psychiatrists should pos- 
sess regardless of the specific application(s) which 
they later choose for this knowledge and be subject to 
evaluation according to defined criteria." Benefits 
may result from consensually derived curriculum ob- 
jectives, especially if these are ranked as to impor- 
tance. Psychiatric educators and residents would have 
objective information on which to base curriculum 
planning and clinical experiences. Accountability 
might be improved. With general agreement about the 
content of psychiatric residency education, individual 
programs should be better able to establish expected 
levels of proficiency and to develop evaluation meth- 
ods to document that proficiency. The curriculum task 
force of the American Association of Directors of Psy- 
chiatric Residency Training surveyed psychiatric 
educators to determine their views about the degree to 
which a broad range of objectives is essential in resi- 
dency training. The results are reported in this paper. 
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The objectives used for the survey are those devel- 
oped by the Canadian Coordinators of Psychiatric 


‚ Education, a listing of more than 900 objectives in 19 


topic areas describing knowledge and clinical skills 
relevant to psychiatric education (2). One advantage of 
such detailed objectives for this survey was that im- 
portant differences in emphasis within & subject area 
might become evident. For example, skills in psycho- 
pharmacology almost certainly would be ranked high 
by all psychiatrists. However, by subdividing the area 
of psychopharmacology into enabling obiectives, such 
as ‘‘ability to state . . . the general chemical formulae 
for the class of гир’? and ''ability to state theoretical 
sites of action in the brain," obiectives that most re- 
spondents considered less important, we can begin to 
establish limits for the core levels of knowledge and 
skills to be attained in various subject areas during 
residency training. 


METHOD 


The questionnaire, which took 4 to 10 hours to com- 
plete, was distributed to 36 psychiatrists, 22 of whom 
responded: 15 were psychiatric residency directors, 3 
were undergraduate psychiatric education directors, 2 
were members of the American Board of Psychiatry 
and Neurology, and 2 were chief residents. Twenty re- 
spondents were affiliated with medical-school-based 
training programs, and 2 were directors of state hospi- 
tal programs. Four were from the northeast, 5 from the 
southeast, 8 from the midwest, 3 from the southwest, 
and 2 from the west. 

For each objective the respondent indicated wheth- 
er it should be considered essential for all residents, 
moderately emphasized, or touched upon/optional. 


RESULTS 


Table 1 lists those objectives considered essential by 
at least 50% of the respondents. Table 2 lists illustra- 
tive examples of objectives ranked as essential by less 
than 50% of the respondents. A complete list of the 
rankings for all 900 objectives is available from the 
first author. 
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TABLE 1 : E 
Residency Training Objectives Ranked Essential by at Least 5096 of 22 Psychiatric Educators А 

Touched Upon/ 
Essential . Moderate Emphasis Optional * 
w 

Objective Е Number Percent Number Percent Number Percent 
Knowledge of major trends in contemporary psychiatry 14 63.6 7 31.8 i 4.5 
Ability to assess normality and deviance from normality 18 81.8 2 9.1 2 9.1 
Knowledge of effect of illnesses and medications on sexual be- 

havior 14 63.6 7 31.8 1 4.5 
Ability to compare male and female life cycles regarding achieve- : 

ment, motivation, affiliation, and sexuality 18 81.8 4 18.2 0 
Knowledge of function of limbic system 19 86.4 3 13.6 0 
Knowledge of function of hypothalamus, pituitary, and adrenal 

cortex 15 68.2 7 31.8 
Knowledge of function of lobes of cerebral cortex і 13 59.1 8 36.4 1 4.5 
Knowledge of relevance of neuroendocrine function to psychiat- ` 

ric disorders 14 63.6 6 27.3 2 9.1 
Knowledge of biological concomitants of stress reaction 14 63.6 6 27.3 2 9.1 
Knowledge of biochemical theories of schizophrenia and af- 

fective disorders 20 90.9 2 9.] 0 
Knowledge of distribution and metabolism of neurotransmitters 16 72.7 5 22.7 1 4.5 
Knowledge of genetic transmission of psychiatric disorders 13 59.1 8 36.4 1 4.5 
Knowledge of indications for CT scan, lumbar puncture, etc. 15 68.2 7 31.8 0 
Knowledge of indications for biofeedback 13 59.1 7 31.8 2 9.1 
Knowledge of effect of brain syndromes on intelligence 11 50.0 9 40.9 2 9.1 
Ability to clinically distinguish schizophrenic language diffi- 

culties | 14 63.6 2 9.1 6 27.3 
Knowledge of relationship of psychiatric disorders to social class 13 59.1 8 36.4 1 `4.5 
Knowledge of developmental milestones of children 13 59.1 8 36.4 1 4.5 
Knowledge of indications for common child psychiatric treat- 

ment: techniques 15 68.2 4 18.2 3 13.6 
Knowledge of developmental tasks of adolescence 21 95.5 1 4.5 0 
Knowledge of indications for adolescent psychiatric treatment 19 86.4 2 9.1 1 4.5 
Ability to differentially diagnose mental retardation 16 72.7 4 18.2 2 9.1 
Knowledge of genetic basis of psychiatric disorders 15 68.2 7 31.8 0 
Knowledge of family's role in patient's condition 17 77.5 4 18.2 1 4.5 
Ability to present a comprehensive case history of all major diag- 

nostic groups 20 90.9 1 4.5 I 4.5 
Knowledge of basic psychoanalytic concepts 21 95.5 1 4.5 0 
Ability to outline the mental mechanisms commonly used in : 

neuroses and psychoses 21 95.5 1 4.5 
Skill in psychiatric consultation 21 95.5 0 1 4.5 
Ability to competently interview (including mental status exam), 

differentially diagnose, and establish treatment plan for all 

DSM-III disorders _ 22 100.0 0 0 
Ability to conduct complete physical exam 20 90.9 2 9.1 0 
Ability to use laboratory tests in diagnosis 19 86.4 3 13.6 0 
Ability to determine characterological coping patterns in patient 

under stress 21 95.5 I 4.5 0 
Ability to assess patient's resources, problem-solving ability, 

and flexibility of defenses 21 95.5 1 4.5 0 
Knowledge of main characteristics of crisis reactions 16 72.7 4 18.2 2 9.1 
Ability to assess and manage psychiatric emergencies 22 100.0 0 0 
Knowledge of basic epidemiologic data on suicide 16 72.7 $ 27.3 0 
Ability to assess and treat grief reactions 21 95.5 1 4,5 0 
Knowledge of biological correlates of psychophysiologic dis- 

orders 15 68.2 6 27.3 1 4.5 
Knowledge of role of life stress and learning theory in psycho- 

physiologic disorders 15 68.2 6 27.3 1 4.5 
Ability to assess and treat psychophysiologic disorders 21 95.5 0 1 4.5 
Ability to assess and treat psychosocial complications of phys- 

ical illness 20 90.9 2 9.] 0 
Knowledge of psychological theories of neuroses 15 68.2 7 31.8 0 
Skill in treating neuroses 21 95.5 1 4.5 0 
Ability to describe drug treatment for personality disorders 20 90.9 2 9.] 0 
Ability to describe group treatment for personality disorders 19 86.4 3 13.6 0 
Ability to describe behavior therapy for personalitv disorders 16 72.7 6 27.3 0 
Knowledge of treatment for alcohol and drug abstinence syn- 

dromes 19 86.4 1 4.5 2 9.1 
Knowledge of treatment approaches for sexual deviations 16 72.7 4 18.2 2 9.1 
Knowledge of etiological hypotheses for functional psychoses 22 100.0 0 К 0 
Ability to treat functional psychoses 20 90.9 1 4.5 1 4.5 
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Residency Training Objectives Ranked Essential by at Least 50% of 22 Psychiatric Educators 





Touched Upon/ 








. Essential Moderate Emphasis Optional 
Objective Number Percent Number Percent Number Percent 
Ability to define and describe clinical features of borderline 

states . 18 81.8 3 13.6 1 4.5 
Ability to assess and manage postpartum psychoses 16 72.7 2 9.1 4 18.2 
Knowledge of features of normal aging 21 95.5 1 4.5 0 
Knowledge of clinical features of organic brain syndromes 20 90.9 2 9.] С 
Ability to make a thorough mental status, neurological, and psy- 

chological assessment of organic mental functioning 22 100.0 0 © 
Knowledge of classes and clinical features of psychotropic drugs 22 100.0 0 10 
Knowledge of chemical formulae for each class of drug 14 - 63.6 3 13.6 5 22.7 
Ability to define the placebo response 18 81.8 4 18.2 0 
Knowledge of indications, efficacy, and risks of ECT 20 90.9 2 9.] C 
Knowledge of classical and operant conditioning 15 68.2 6 27.3 I 4.5 
Ability to assess appropriateness of behavior therapy for a pa- х 

tient 13 59.1 5 22.7 4 18.2 
Psychodynamic understanding of psychotherapeutic relationship 22 100.0 0 J 
Ability to assess suitability of a patient for psychotherapy 21 95.5 1 4.5 0 
Skill in basic psychotherapeutic techniques 22 100.0 0 J 
Ability to recognize biases imposed on therapeutic relationship i 

by sexual stereotyping 19 86.4 3 13.6 0 
Skilled execution of individual and supportive psychotherapy 21 95.5 1 4.5 Q 
Knowledge of indications and limitations of group therapies 15 68.2 6 27.3 1 4.5 
Ability to systematically assess a family 20 90.9 1 4.5 1 4.5 
Skilled execution of family therapy 12 54.5 7 31.8 3 13.6 
Ability to define primary, secondary, and tertiary prevention 20 90.9 2 9.1 J 
Ability to describe the team approach to psychiatric care 16 72.7 4 18.2 2 9.1 
Ability to assess a geriatric patient 21 95.5 1 4.5 g 
Knowledge of special features of psychotropic drug use in the 

aged 20 90.9 1 4.5 1 4.5 
Knowledge of legal requirements of fitness to stand trial 18 81.8 4 18.2 0 
Ability to assess competency 16 72.7 5 22.7 1 4.5 
Working knowledge of commitment law and procedures 18 81.8 2 9.1 2 9.1 
Ability to define common statistical and epidemiologic terms 12 54.5 4 18.2 6 27.3 
Ability to critically analyze a research paper 12 54.5 7 31.8 3 13.6 
Ability to critically evaluate one's own training 18 81.8 2 9.1 2 9.1 


TABLE 2 





Selected Residency Training Objectives Ranked Essential by Less than 50% of 22 Psychiatric Educators 








Touched Upon/ 








Essential Moderate Emphasis Optional 

Objective Number Percent Number Percent Number Percent 
Knowledge of historical development of moral treatment of the 

insane 1 4.5 8 36.4 13 59.1 
Clinical skill with sleep disorders 8 36.4 14 63.6 0 
Knowledge of frequency and type of language disorders in a 

grade school population 2 9.1 7 31.8 13 ‚59.1 
Knowledge of general systems theory 6 27.3 10 45.5 6 - 27.3 
Knowledge of characteristics of nuclear and extended families 3 13.6 7 31.8 12 54.5 
Therapeutic skill with the mentally retarded 2 9.1 7 31.8 13 59.1 
Ability to discuss insulin therapy, sleep therapy, and vitamin 

therapy К 3 13.6 4 18.2 15 68.2 
Ability to conduct behavior therapy 8 36.4 8 36.4 6 27.3 
Knowledge of indications and principles of Gestalt therapy 3 13.6 10 45.5 9 40.9 
Ability to work as a therapist in a group 10 45.5 8 36.4 2 ` 18.2 
Experience in community consultation 9 40.9 7 31.8 & 27.3 
Clinical experience in a geriatric setting 8 36.4 4 18.2 10 45.5 





DISCUSSION 


Highest emphasis was given to practical clinical ob- 
jectives, such as being able to describe the clinical 


4 





manifestations and clinical course, evaluation, dif 
ferential diagnosis, and treatment of the major psychi- 
atric disorders. Objectives focusing on the vicissitudes 
of normal development and phase-specific conflicts, 
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especially those during childhood, adolescence, and 
old age, were also given high rankings. In terms of 
treatment skills, emphasis was placed on individual 
psychotherapy and psychopharmacology. From a the- 
oretical standpoint, psychodynamic objectives were 
given greater emphasis than learning theory and be- 
havioral modification objectives. The latter, however, 
were emphasized more than less commonly used ap- 
proaches, such as Gestalt and rational-emotive thera- 
pies. Child and adolescent psychiatry objectives were 
consistently ranked lower than similar adult objec- 
tives. This held true for skill objectives, such as dif- 
ferential diagnosis and treatment, as well as theoretical 
constructs. It suggests that the emphasis in basic train- 
ing is considerably more on adult psychiatry than on 
general psychiatry. Much of the detailed information 
from biological, psychological, and sociological sci- 
ences was not considered to be essential. Several re- 
spondents indicated that many of these objectives 
were more suitable as precursory experiences. 

Regardless of the content area, certain kinds of ob- 
jectives were generally considered outside the essen- 
tial experience of the resident. These included listing 
the contributions of famous people, detailed knowl- 
edge of less common treatment techniques, levels of 
mastery suitable for a psychiatric subspecialist, and 
mastery of theoretical information, especiallv if not 
objectively established. 

The current study indicates those objectives which 
psychiatric educators consider essential. The respond- 
ents were a select group in several ways. The majority 
were directors of psychiatric residency training who 
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were sufficiently motivated to devote several hours to 
the survey. Their knowledge and concern about- cur- 
ricular matters was probably above average. One 
might expect such a group to have unusually broad 
definitions of the scope of training. Their barsimonious 
view of what constitutes essential knowledge and 
skills is therefore noteworthy. 

The small number of psychiatrists surveyed clearly 
marks this as a pilot study that would benefit from 
some form of replication with a larger and more di- 
verse group of psychiatrists or psychiatric residents. 
The American Association of Directors of Psychiatric 
Residency Training is surveying residents completing 
training to determine how well their programs met 
these core objectives. 

The data presented here can facilitate establishing a 
core curriculum in content and experiences. The rank- 
ings should aid in identifying discrepancies between 
what psychiatric educators consider important and the 
experiences actually provided residents. The data may 
also be useful in professional boundary sharpening— 
defining those things for which psychiatrists are 
uniquely qualified, areas of overlap with other medical 
specialties and mental health practitioners, and areas 
largely outside or peripheral to the basic competencies 
of psychiatrists. 
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Should Psychic Studies Be Included in Psychiatric Education? 


An Opinion Survey 


e ; 
BY STANLEY R. DEAN, M.D., C.O. PLYLER, JR., M.D., AND MICHAEL L. DEAN. PH.D. 





The authors received 228 responses to a questionnaire 
on psychic phenomena mailed to professors and 
residents in psychiatry, other medical faculty, and 
deans of medical schools. Fifty-eight percent of the 
respondents believed that an understanding of psychic 
phenomena is important to future graduates of 
psychiatry, and 44% believed that psychic factors are 
important in the healing process. The authors believe 
that including psychic studies in psychiatric education 
would attract more medical students to psychiatry. 





eta psychiatry refers to the confluence of psychi- 
Mx, and psychic phenomena. In addition to and 
including parapsychology, which deals primarily with 
ESP, telepathy, precognition, psychokinesis, reincar- 
nation, and related fields, metapsychiatry includes 
many other paranormal manifestations that affect hu- 
man behavior, e.g., altered states of consciousness, 
meditation and trance, out-of-body experiences, non- 
psychotic hallucinations, postmortem survival, mind 
manipulation, charisma, voodooism, placebo effects, 
energy fields, and *'Kirlian photography,” cults, faith 
and the power of suggestion, voluntary control of 
autonomic functions (as originally practiced by esoter- 
ic sects and now confirmed by biofeedback tech- 
niques), and, above all, the scientific modus operandi 
of so-called miraculous healing. Already pointing in 
that direction are recent discoveries that endogenous 
histochemical mechanisms involving neurotransmit- 
ters, mood regulators, analgesics, and other reparative 
agents play an important role in the healing process, 
thus -raising the strong possibility that exceptional 


emotional responses such as those associated with: 
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faith, suggestion, prayer, and placebo effects may 
greatly accelerate the speed and concentration of natu- 
ral reparative biochemicals in somewhat the same 
manner as the well-known adrenal fight or flight mech- 
anism. 

Our own experience (1-3) and various surveys by 
others (4) have revealed an unprecedented degree of 
contemporary interest in psychic research among phy- 
sicians and the general public. In his Presidential Ad- 
dress at the 1979 annual meeting of the American 2sy- 
chiatric Association, Dr. Jules Masserman stated, ‘As 
to the third human proclivity for the arcane and occult, 
there is also a growing interest among us in what we 
call metapsychiatry"' (5, p. 1015). 

Unfortunately, little or no top level academic train- 
ing in psychic studies has been available thus far; 
therefore, most educators are not aware of the acded 
rich dimension such studies may provide in the thera- 
peutic process. The purpose of this survey was to ob- 
tain an interprofessional consensus on the desirability 
of including psychic subjects in psychiatric and ancil- 
lary medical education. Our survey team consisted of 
a psychiatrist (S.R.D.), a specialist in family practice 
(C.O.P.) who was a former member of the Anglo- 
American Conference on Continuing Medical Educa- 
tion, and a marketing analyst (M.L.D.), who analyzed 
our computer-processed results. 


METHOD 


We used a national mail survey questionnaire to 
gather data because it was the most practical way to 
reach а broad-based, difficult-to-reach sample, was 
well suited to extensive rating scales, and assured ano- 
nymity to the respondents—a salient point in dezling 
with innovative subject matter (6). The questions vere 
close-ended, with open-ended write-in options avail- 
able for personal comments (7). Questionnaire com- 
pletion time was minimized through the use of simple- 
to-record check-mark answers. 

Questionnaires were mailed to 1,150 individuals: 293 
deans of medical schools, 109, heads of departments of 
psychiatry, 261 prozessors of psychiatry, 419 residents 
in psychiatry, and 68 other medical faculty. Medical 
school deans and faculty members were mailed ques- 
tionnaires directly. Psychiatric residents received 
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them for the most part through secondary redistribu- 
tion by heads of departments. That procedure for resi- 
dents was necessitated by their relatively unspecific 
listings and may account for their low rate of response. 
The 1,150 questionnaires were distributed during Sep- 
tember and October 1978. By December 20, 1978, we 
received 228 useable responses, representing a re- 
sponse rate of 19.8%. That figure compares favorably 
with reported average mail response rates (8). The re- 
sponse rate was highest among professors of psychia- 
try (31%), followed by deans (14%) and residents 
(12%). 


RESULTS 


Our questionnaire consisted of 6 divisions, which 
are summarized with their responses.! 

1. Importance of psychic studies to future gradu- 
ates. Fifty-eight percent of the respondents believed 
that an understanding of psychic phenomena is impor- 
tant to future graduates of psychiatry programs, com- 
pared to 22% who considered it unimportant. An addi- 
tional 17% were neutral, and 4% were undecided. 
Opinion was mixed, however, regarding psychic stud- 
ies in nonpsychiatric education, with the majority 
viewing that need as unimportant or remaining neutral. 

2. Need for research on nonmedical factors in heal- 
ing. More than half of the respondents (52%) believed 
that additional research is needed in this area, 35% 
were neutral, 4% were undecided, and 8% believed 
that additional research is not needed. In short, there 
was a strong consensus on such need, with no signifi- 
cant differences among sample groups. 

3. Importance of specific healing factors. Nature’s 


own reparative processes were rated as important fac- | 


tors in healing bv 97% of the respondents; appropriate 
diagnosis was rated important by 96%. The patient's 
expectations, faith, and cooperation followed closely 
(94%), with specific medical-surgical intervention in 
fourth place, surprisingly (92%). Those leaders were 
followed by very high rates for the practitioner's thera- 
peutic personality, 90%, and the power of suggestion, 
82%. Another higher than expected percentage (44%) 
believed that psychic factors, i.e., some kind of un- 
known augmentation of the healing process, were im- 
portant. Energy-field transfer from practitioner to pa- 
tient was perceived as important by the smallest per- 
cent (11%). However, about half of the respondents 
were neutral or undecided about this factor, seemingly 
indicating ambivalence or some uncertainty about the 
meaning of the term ‘‘energy-field transfer." 

4. Forms of psychic phenomena. Respondents were 
asked whether they believed that academic study of 12 
specific psychic phenomena would be valuable. There 


iPercentages are rounded off to the nearest whole number. Copies 
of the questionnaire and tables of the responses are available from 
the authors on request. 
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was considerable variation in perceptions, possibly 
due in some cases to definitional uncertainty. Volun- 
tary control over autonomic functions (biofeedback, 
etc.) and transcendental or religious meditation re- * 
ceived the highest percentages of positive responses 
(3996 and 2196, respectively). Mind control, psychic 
healing, psychokinesis, ESP, mysticism, nonpsychotic 
hallucinations, survival after death, and cosmic states 
of consciousness each received positive responses 
from 5% to 12% of the respondents. Reincarnation and 
energy fields received support fram less than 5%. 
There was agreement among the respondent groups in 
all of the above areas except nonmedical healing, 
which, interestingly enough, professors of psychiatry 
accepted more than either psychiatric residents or 
medical school deans. 

5. A proposed psychic aptitude test as a diagnostic 
instrument. Thirty percent believed such a test would 
be useful as a diagnostic aid, 43% felt it would be use- 
less, and 27% were neutral or had no opinion. 

6. Demographic prevalence of psychic phenomena. 
Relatively few respondents (15%) denied the existence 
of psychic abilities, latent or overt. Most (42%) ac- 
knowledged the possibility of their existence. Twenty- 
one percent believed that some people possess psychic 
abilities in some degree, and 14% believed all people 
possess them in some degree. The remainder were 
neutral. In addition, 35% had themselves or knew of 
someone who had had occult or paranormal experi- 
ences, chiefly ESP, telepathy, precognition, and al- 
tered states of consciousness. 


DISCUSSION 


Our survey was intended to serve two functions: 
providing directions for further research and indicating 
current attitudes about psychic phenomena in educa- 
tion. We believe that despite certain shortcomings in 
any questionnaire of this kind, the opinions of 228 
working scientists, the majority of whom are academic 
administrators, have intrinsic value. 

Our results indicate a high incidence of conviction 
among deans of medical schools and psychiatric 
educators that many psychic phenomena may be a 
reality, psychic powers are present in most or all of us, 
nonmedical factors play an important part in the heal- 
ing process, and, above all, studies of psychic phe- 
nomena should be included in psychiatric education 
and, to a lesser extent, in other branches of medicine. 
The relatively high percentage of neutral and undecid- 
ed opinions suggests that the attitudes of many are still 
open but cautious. This seems to indicate that their 
attitudes may become increasingly supportive as inter- 
est becomes more manifest—a hypothesis that awaits 
further research and trend analysis. 

Would the inclusion of psychic studies add to the 
scope of psychiatry and attract more medical students 
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o the profession? We believe it would. In the past few 
rears there has been a substantial progressive drop in 
he percentage of medical students entering psychia- 
ry—a reduction of more than 1296. According to 
?"ardes, ‘‘The*nature of the educational experience of- 
ered the student is one of the major factors. . . . Ad- 
nissions committees must recognize the importance of 
he psychosocial, humanistic side of medicine (italics 
айга). . . . Psychiatry has to elaborate more clearly 
т the precise role of psychiatrists vis-à-vis other med- 
cal specialties by enlarging the armamentarium of 
ysychiatric clinical approaches” (9). In short, our pro- 
ession must expand its horizons to include important, 
resh dimensions. We submit that psychic studies are 
it least one such dimension and trust that our findings 
vill provide useful information to educational decision 
nakers in planning a comprehensive, contemporary 
wealth care curriculum in keeping with the times. 


. = t —— 


е 
DEAN, PLYLER, AND DEAN 1249 


` 


REFERENCES 


. Dean SR: Metapsychiatry: the confluence of psychiatry and 


mysticism, in International Encyclopedia of Psychiatry, Psy- 
chology, Psychoanalysis, and Neurology. Edited bv Wolman 
BB. New York, Aesculapius Publishers, 1977 


. Dean SR: Metapsychiatry: the interface between psychiatry and 


mysticism. Am J Psychiatry 130:1036-1038. 1973 


. Dean SR: Guest essay: metapsychiatry and psychosocial futur- 


ology. MD 22:11-13, 1978 


. Tornatore NV: The paranormal event in psychotherapy: a sur- 


vey of 609 psychiatrists. Psychic 7:34-37, 1977 


. Masserman JH: Presidential address: the future of psychiatry as 


a scientific and humanitarian discipline in a changing world. Am 
J Psychiatry 136:1013-1019, 1979 


. Green PE, Tull DS: Research for Marketing Decisions. Engle- 


wood Cliffs, NJ, Prentice Hall, 1978, p 150 


. Linksky AS: Stimulating responses to mailed questionnaires: a 


review. Public Opinion Quarterly 39:82-101, 1975 


. Labrecque DP: A response rate experiment using mail question- 


naires. Journal of Marketing 42:82-83, 1978 


. Pardes H: Why students are not entering psychiatry. Resident 


and Staif Physician 25:54-58, 1979 


K^, е S * 


» А Р 
* * 
1250 сфе "T EES AND CONSULTANTS 


/ 


Am J Psychiatry 137:10, October 1980, 


Consultees’ Representations of Consultants’ Psychiatric Diagnoses 


BY ALLAN L. CALLIES, MICHAEL K. POPKIN, M.D., THOMAS B. MACKENZIE, M.D., 


AND JAMES MITCHELL, M.D. 





In an attempt to characterize consultees' 
representations of consultants’ psychiatric diagnoses, 
the authors reviewed the medical records from 190 
psychiatric consuitations in a general hospital. Using 
specific outcome criteria, they rated 5096 of 
representations as concordant and 3996 as 
nonconcordant. Five variables, including the primary 
medical diagnosis at discharge and the referring 
service, were significantly related to concordance. 
Surprisingly, concordance was independent of the 
psychiatric diagnosis, indicating that consultees did 
not respond differentially to varying magnitudes and 
implications of the different disorders. This work 
raises the question of possible strategies to improve 
receptivity to psychiatric diagnoses in the consultation 
setting. 





fforis to measure the effectiveness of psychiatric 
Би. іп the medical-surgical hospital 
should address the responses of the consultee as initial 
arbiter of the consultant's perceptions. We have pre- 
viously characterized consultees' responses to the rec- 
ommendations of psychiatric consultants with regard 
to psychotropic drugs (1) and diagnostic actions (2). 
As a further step in the development of our Consulta- 
tion-Liaison Outcome Evaluation System, which we 
designated CLOES, in the present study we examined 
consultees' representations of consultants' psychiatric 
diagnoses. | 


METHOD 


We retrospectively examined consultations per- 
formed by the Adult Psychiatric Consultation-Liaison 
Service of the University of Minnesota Hospital dur- 
ing the period January-June 1977. The service pro- 
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vides psychiatric interventions, support, and diagnos- 
tic skills to the medical, neurological, and surgical in- 
patient services of the hospital. A member of the 
requesting service is contacted, if possible, before and 
after the initial patient evaluation. These contacts are 
intended to clarify the reasons for the request and sub- 
sequent impressions. Whenever possible, the patient 
is seen within 24 hours of submission of the request. 
After the initial interview a handwritten evaluation is 
placed in the progress notes of the medical chart. Al- 
though a specific format is not used, the resultant psy- 
chiatric diagnosis is usually placed at the end of the 
note. The written consultations were authored by the 
service's attending staff, third- or fourth-year resi- 
dents, or others serving in an emergency capacity. The 
principal diagnostic nosology used by the service at 
the time of the study was DSM-II. 

We reviewed the medical records of patients seen by 
the service during the study period. For each case we 
identified and recorded all psychiatric diagnoses of- 
fered by the consultant in the initial note. We then 
screened the discharge summary for the same hospital- 
ization (dictated by a house officer and signed by the 
attending physician) for the consultee's representation 
of each psychiatric diagnosis. Each case was rated as 
follows: nonconcordant if no mention of the diagnosis 
was made; concordant if a verbatim or near verbatim 
representation of the consultant’s diagnosis was 
found; and uncertain if the representation was not 
rated concordant or nonconcordant. 

For each case rated uncertain, a second procedure 
followed. Each psychiatric diagnosis offered by the 
consultant and the corresponding representation by 
the consultee were presented independently to two 
psychiatrists who were not members of the service 
during the study interval. Each representation was 
rated according to the following criteria: concordant if 
it accurately conveyed the descriptive portion of the 
diagnosis, such as affective disorder or organic brain 
syndrome, and if it included modifying statements 
judged critical to understanding the severity or impli- 
cations of the disorder; partially concordant if the de- 
scriptive portion was correct but a critical modifier 
was absent; and nonconcordant if the descriptive por- 
tion was inaccurate. In those cases in which the con- 
sultant offered more than one diagnosis, the case was 
given the rating of the least concordant representation. 
This procedure was repeated 72 hours later with an 
altered sequence of case presentations. Raters had not 
been informed of the repetitive désign of the study. 
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TABLE 1 

Significance of Variables in 190 Psychiatric Consultations? 
Characteristic p 
Patient e 


1. Number of previous hospitalizations at present 


facility (none, =1)° .083 
2. Number of problems on problem-oriented medical 
record (0-19)° .290 
3. Formal past psychiatric history (no, yes)" .521 
4. Current psychotropic drug usage (no, yes)” .935 
5. Primary medical diagnosis at discharge 
(functional, other) .006 
Consultee 
6. Referring service (general medicine, general 
surgery, neurology, others)" .001 
7. Written indication of psychiatric intervention in 
ensuing progress notes (no, yes) .356 
Consultant 
8. Consultant (N=9)” .167 
9. Consultant's status (staff, resident, student)’ .750 
Consultation 
10. Days hospitalized at time consultation was 
performed (1-71) .004 
11. Days hospitalized after consultation was performed 
(0-149) .047 
12. Total days hospitalized (1-151) .003 
13. Timing of the consultation (performed in the first 
half of the hospitalization or second half) .160 
14. Resultant psychiatric diagnosis (9 categories)" 445 
15. Resultant psychiatric diagnosis—collapsed 
grouping (organic brain syndrome, other)? .116 
16. Contact subsequent to initial consultation (no, yes) .682 
17. Presence of psychotropic drug recommendations 
(no, yes)? .260 
18. Concordance with psychotropic drug 
recommendations (nonconcordant, concordant) .536 
19. Presence of recommendations for diagnostic action 
(no, yes)? .595 
20. Concordance with recommendations for diagnostic 
action (nonconcordant, concordant) .729 


аВу individual chi-square analyses or t tests. 
>Prospective variable. 


Thus, a total of four ratings was available for each case 
initially classified as uncertain. Each rating was scored 
according to the following system: concordant=+1, 


partially concordant=0; and nonconcordant- —1. Fi- ' 


nal concordance assignments for each case were based 
on the composite score of the four ratings: 4 and 
3=concordant; 2, 1, 0, —1, and ~2=partially con- 
cordant; and —3 and ~4=nonconcordant. 

Consultees’ concordance was then examined as a 
function of 20 variables that characterized the patient, 
consultee, consultant, or the consultation (see table 1). 
Individual chi-square analyses or t tests were used to 
identify those variables which were significantly 
(p<.05) related to concordance with consultants’ psy- 
chiatric diagnoses. 


RESULTS: 


Of the 200 consultations performed in the study in- 
„terval, 190 (95%) were reviewed. Records for four cas- 
es had not been retrieved three months after they 
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FIGURE 1 
Final Concordance Assignments on 200 Psychiatric Consultations? 


200 
190 
Verbatim Uncertain No 
Representation Cases Representation 
C71 ! NC 51 


ne NC 24 





U 68 
cma | 


Тоїа! С 95(50%) РС 20(11%) NC 75(39%) 


*C-concordant, U=uncertain, PC=partially concordant, and NC=noncon- 
cordant. 


were requested and were excluded from the present 
analysis. Six cases that resulted in inpatient psychiat- 
ric transfers were also excluded. Of the remaining 190 
consultations, 68 (3696) were initially rated uncertain. 
Forty-eight of these cases were subsequently assigaed 
a concordant or nonconcordant rating. All four com- 
ponent ratings were identical in 39 of these cases. Af- 
ter concordance ratings were assigned to the uncertain 
cases, the overall results (N=190) yielded 95 cases of 
concordance (50%), 20 cases of partial concordance 
(11%), and 75 cases of nonconcordance (39%). Of the 
75 cases of nonconcordance, 51 (68%) failed to include 
the psychiatric diagnosis in the discharge summary 
and 24 (32%) contained inaccurate representations 
(see figure 1). To highlight the differences betwzen 
concordant and nonconcordant cases, the 20 partially 
concordant cases were eliminated. Thus, subsequent 
statistical analysis involved 170 cases of which 95 
(56%) were rated concordant and 75 (44%) non- 
concordant. 

Of the 20 variables examined (see table 1), 5 were 
significantly related to concordance. They were prima- 
ry medical diagnosis at discharge, consultee serv:ce, 


' days hospitalized at time consultation was performed, 


days hospitalized after consultation was performed, 
and total days hospitalized. Concordance rates for 
these variables are detailed below. With respect to pri- 
mary medical diagnosis at discharge, a concordance 
rate of 79% was observed when the consultee's diag- 
nosis was functional, compared with 50€5 for all other 
diagnoses combined (y?=7.60, p=.006). Concordance 
rates also differed widely according to referring serv- 
ice (i.e., 11% concordance in a general surgery group 
versus 63% in general medicine; x?—16.61, p=.001). 
The concordant group averaged 3.9 fewer days hospi- 
talized at time of consultation (t=2.96, p=.004), 3.3 
fewer days after consultation (t=2.00, p=.047), and 
7.2 fewer days in total (t=3.00, p=.003). 
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DISCUSSION 


We assessed consultees' representations of consul- 
tants' psychiatric diagnoses in this study using dis- 
charge summaries from medical records. Written at 
the conclusion of the hospital sequence, the discharge 
summary recapitulates and offers perspective on the 
completed hospitalization. It sets forth the responsible 
physician's account of what has transpired, together 
with what has been determined or planned. Accord- 
ingly, the discharge summary may be expected to ad- 
dress such consultations as have been carried out. 
Such attention might ideally include the consultee's re- 
flections on and integration of respective consultants’ 
perceptions. Since diagnostics are pivotal in reasoned 
clinical management and disposition, the adequacy of 
consultees’ diagnostic representations should consti- 
tute a critical outcome factor. 

In only 50% of the discharge summaries reviewed 
were consultees' representations judged concordant 
with the psychiatric diagnoses made by consultants. 
Of those rated nonconcordant, two-thirds omitted the 
psychiatric diagnosis entirely and the remaining one- 
third provided inaccurate representations. Overall, 
more than one-quarter of the discharge summaries 
made no mention of the consultants' psychiatric diag- 
nosis. These results, comparable to Froese's findings 
in a pediatric population (3), demonstrate that neither 
accurate consultee representation nor even inclusion 
of consultants’ psychiatric diagnosis in discharge sum- 
maries can be taken for granted. 

The surprisingly low overall concordance rate ap- 
pears to involve two factors. First, the failure of con- 
sultees to include the psychiatric diagnosis in the dis- 
charge summary suggests that consultees perceive 
psychiatric diagnoses as having minimal usefulness or 
importance. Oversights aside, the omissions may also 


reflect disagreement, lack of comprehension, or a de- . 


valuation of the consultant's opinion. Second, when 
efforts at representation are made, the failure to depict 
accurately the consultants' diagnosis calls into ques- 
tion consultees' grasp of psychiatric nosology. Errors 
of omission occurred twice as often as inaccurate rep- 
resentations. Taken together, the omissions and in- 
accuracies reflect the wide latitude for improvement in 
consultant-consultee communication. This is espe- 
cially so given our emphasis on dialogue with the con- 
sultee both before and after initial patient evaluation. 

The examination of selected patient, consultee, con- 
sultant, and consultation characteristics (table 1) iden- 
tified five variables that were significantly associated 
with consultees’ diagnostic concordance. Among 
these was the consultee’s primary medical diagnosis at 
the time of discharge. A concordance rate of 78.8% 
emerged for functional disorders (26 of 33 diagnoses), 
versus 50.4% for all primary medical diagnoses com- 
bined (69 of 137 diagnoses). This striking difference 
demonstrates a heightened receptivity to psychiatric 
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diagnosis when the consultee has been apparently un- 
able to identify or document pathophysiology. At'such 
a juncture, it appears that psychiatric diagnosis sud- 
denly achieves credibility, perhaps vindicating the ab- 
sence of organic findings and confirming the consul- 
tee's diligence. Most distressingly, this sequence ap- 
pears to indicate that consultees employ a functional- 
organic dichotomy in their conceptual and clinical ap- 
proach to patients and tend to diagnose psychiatric 
disorder by exclusion. 

A second variable found to be related to con- 
cordance with consultants' psychiatric diagnoses was 
the consultee's service (e.g., medical, surgical, neurol- 
ogy). Concordance rates differed strikingly by service, 
from a disturbing low of 11.1% in a general surgery 
group (2 of 18 diagnoses) to 6346 in a general medicine 
group (34 of 54 diagnoses). These findings may be in- 
dicative of intrinsic differences in specialty training 
with respect to both psychiatric disorders and their im- 


в 


plications. Most nonconcordant responses in the sur- 


gery group consisted of omissions rather than in- 
accuracies. One might argue that these omissions rep- 
resent no more than a problem in documentation; 
however, it is more probable that they represent over- 
sight or haste. In our studies of concordance with con- 
sultants' recommendations for psychotropic drugs (1, 
4) and diagnostic actions (2), we did not find that re- 
sponses differed by type of consultee service. This 
seems to imply that the response of the surgical con- 
sultees in this study is specific to psvchiatric nosology 
and its representation, rather than embodying a more 
general response to actions of psychiatric consultants. 
It may be that the low concordance of the surgical 
group involved a question of the perceived relevance 
of diagnostic labeling when unaccompanied by clinical 
actions. Surgeons' lack of interest or their discomfort 
regarding psychiatric diagnosis merits further study. 
The remaining three variables associated with con- 
cordance involved the patient's length of stay. Patients 
representing concordant cases averaged fewer days of 
hospitalization at the time of consultation than did pa- 
tients representing nonconcordant cases. They also 
spent fewer days in the hospital after consultation and 
had fewer total days of hospitalization. These data 
suggest that the more quickly consultees perceive the 
need for psychiatric intercession, the more receptive 
they are to the resulting observations of the consul- 
tant. Having promptly recognized psychopathology, 
consultees may find psychiatric diagnoses more useful 
or tenable. Although this may represent another facet 
of the consultees' reliance on a functional-organic di- 
chotomy, it cannot be said to involve psychiatric diag- 
nosis by exclusion. Patients with lengthier post- 
consultation and total hospitalization periods may be 
at risk for omission of psychiatric diagnosis or in- 
accurate representation due to the time lag from con- 
sultation to discharge. It should be noted that our pre- 
vious studies have found heightened concordance phe- 
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nomena when the consultation occurred early in the 
hospitalization. 

Of the 20 variables we examined, 15 exhibited no 
significant relationship with concordance. These vari- 
ables includeti the resultant psychiatric diagnosis it- 
self, the patient's psychiatric history, the consultant's 
identity and status, and the presence of and con- 
cordance with other recommendations of the psychiat- 
ric consultants. It is possible that a larger sample might 
reveal relationships not appreciated in the present 
study. Factors not explored here, such as the clarity, 
uniformity, and brevity of the consultant's presenta- 
tion, may prove to be important determinants of cori- 
sultees’ representations of psychiatric diagnoses. It 
should also be emphasized that this study did not con- 
cern itself with the accuracy of the consultants' diag- 
noses. 

One finding that should be particularly emphasized 
is that consultees' concordance with consultants' diag- 
noses is not related to the resultant psychiatric diagno- 
sis in question. This finding appears to point to a gen- 
eralized lack of interest or discomfort regarding psy- 
chiatric nosology rather than toward differences in the 
perceived usefulness of specific diagnostic entities or 
differences in the presentation of diagnostic state- 
ments. The overall concordance rate of 50% in this 
study is comparable to that reported in an earlier study 
of concordance by case with consultants’ recommen- 
dations for diagnostic action (2) but appears somewhat 
lower than the overall 68% concordance found with 
consultants’ recommendations for psychotropic medi- 
cations (1). This implies that consultees may be more 
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concerned with management than with evaluation and 
assessment, 

This work extends our quantitative description of 
consultees' response to psychiatric consultation and 
anticipates the development of specific consultation 
strategies incorporating or derived from quantitative 
outcome studies. For example, this might include ma- 
jor revisions or simplifications of our nosological 
schema. The results should be contrasted with con- 
sultees' representations of diagnoses made by consul- 
tants from other medical specialties. They demon- 
strate several major challenges confronting the psychi- 
atric consultant in the general hospital and reflect the 
opportunity for marked improvement in the accom- 
plishment of consultant task functions. The findings al- 
so speak to the hazards of assuming either adequacy of 
communications or shared conceptual frameworks be- 
tween consultant and consultee. This may be particu- 
larly instructive with the advent of DSM-III. 
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Effect of Psychiatric Intervention on Use of Antihemophilic Factor Concentrate 


BY H. ALLEN HANDFORD, M.D., DENNIS CHARNEY, M.D., LARRY ACKERMAN, M.D., M. ELAINE EYSTER, M.D., 


AND EDWARD O. BIXLER, PH.D. 


The development of antihemophilic factor (Factor 
VIII) freeze-dried concentrate, which can be infused 
by patients outside a hospital, has radically changed 
the care and treatment of hemophilic patients. With 
the advent of home treatment, however, the staffs at 
hemophilia centers who provide Factor VIII concen- 
trate and monitor hemophilia treatment programs have 
observed that the amount of Factor VIII concentrate 
used varies widely among patients, even when the pa- 
tients have comparable levels of severity of the disease 
and frequency of bleeding. 

The potential effect of emotional status on a pa- 
tient’s use of Factor VII concentrate is suggested by 
Agle and Mattson (1), who discussed the psychological 
component of hemophilia. They emphasize the impor- 
tance of understanding the hemophilic patient’s rela- 
tionships with his family, home, work, and social envi- 
ronments, and they encourage psychiatric intervention 
when indicated. Similarly, LaBaw (2) reported the suc- 
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cessful use of suggestibility and hypnosis in controlling 
the pain and bleeding of hemophilia. 

The purpose of our study was to evaluate the effects 
of emotional status on a patient's use of Factor УШ 
concentrate by assessing the relationship between psy- 
chiatric intervention and a patient's use of Factor VIII 
concentrate over a given time period. In the following 
case report we describe an adolescent with severe he- 
mophilia, and we compare the levels of Factor VIII 
concentrate he used during three 15-month periods of 
time—before, during, and after psychiatric inter- 
vention. We analyzed these data by using the Time Se- 
ries Analysis originally described by Box and associ- 
ates (3, 4). The model fitting and analvsis were done 
with a computer program developed by Glass and as- 
sociates (5). These methods have been found appropri- 
ate for statistical analysis of large quantities of data 
that relate to a single subject and have been gathered 
over time. For each 15-month period of time we also 
compared by month the number of bleeding episodes 
the patient experienced, his total number of Factor 
VIII concentrate infusions, and the number of days he 
was infused. 

We found that this patient reduced his use of Factor 
VIII concentrate during and after the psychiatric treat- 
ment phases, which suggests that psychological fac- 
tors affect Factor VIII concentrate use and that pa- 
tients with severe hemophilia may benefit from psychi- 
atric intervention. 


Case Report 


When first referred for psychiatric evaluation, the patient 
was a 15-year-old with severe classic hemophilia who had a : 
Factor VIII level of less than 1% (normal range, 50956-15096). 
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TABLE 1 
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Antihemophilic Factor (Factor ү) Concentrate Use in a Hemophilic Adolescent Who Received Psychiatric Intervention 





' 


Monthly Factor VIII Concentrate Determinations 





Number of Infusions 











. 
Number of 

'15-Month Periods Total(U) Corrected for Weight*(U/kg) Total For Hemorrhage Days Infused Bleeding Episodes 

Baseline 22,680 426.6 © 23.3 5:5 22.5 2.4 

During intervention 15,008 283.1 17.35 2.7 16.95 1.5 

After intervention 12,970^ 229.5” 16.0° 2.4* 15.55 1.4% 


?Body weight factor was linearly interpolated between actual weighings. 
*Significantly different from baseline, p<.01. 
*Significantly different from baseline, р<.05. 


Before age 10 he had often been confined to a wheelchair 
because of frequent and severe bleeding. After he was 
placed on regular treatment with Factor VIII concentrate at 
age 10, however, he became active in tennis and swimming. 
Our hematology staff noted that he was using an excessive 
amount of Factor VIII concentrate, presumably out of anx- 
iety and fear of bleeding rather than simply for the bleeding 
episodes as they occurred. At this point he was referred for 
psychiatric evaluation and possible treatment. 

A mental status examination revealed that the young man 
was anxious about possibly having to reduce his use of Fac- 
tor VIII concentrate. He had pressure of speech but no 
thought disorder. His memory was good, and he was well 
oriented in all spheres. His thought content revealed some 
adolescent conflicts about dealing with parental anger, meet- 
ing girls, and coping with teachers. He denied being unusu- 
ally worried about his bleeding, and some disorganization 
under sfress was noted. 

‘The patient's mother was concerned that less frequent 
Factor VIII concentrate treatment would jeopardize the 
nearly normal lifestyles the patient and his family had been 
able to develop. Her husband expressed similar concerns 
that less frequent infusions would result in their son having 
more frequent bleeding incidents. Psychiatric intervention 
was offered, and the young man and his family: were fully 
cooperative. All sessions were conducted by the same psy- 
chiatrist, who remained blind to the patient's Factor VIII 
concentrate use. Other medical staff exerted no pressure on 
him or his family to reduce concentrate use. 

During the 15-month period before psychiatric inter- 
vention the patient administered Fáctor VIII concentrate to 
himself 5-6 days each week; he used almost four times as 
much concentrate as did the average home-therapy patient in 
our hemophilia program. His baseline mean (+SEM) of Fac- 
tor VIII concentrate use was 22,680+994 U/month. In this 
program state funds provide for the total cost of Factor VIII 
concentrate used by each patient, without regard to financial 
circumstances, and federal funds provide for psychiatric and 
other staff services. 

The patient then received 15 months of psychiatric treat- 
ment. The treatment began with 7 family therapy sessions 
over a 3-month period with an emphasis on the development 
of communication skills and the open expression of feelings 
and problems among family members. His Factor VIII con- 
centrate. use for this period dropped to 19,367+1,755 U/ 
month, a 15% reduction from baseline. During the next 4 
months, one of his siblings was depressed and was seen in 14 
individual psychotherapy sessions. The patient's mean Fac- 
tor VIII concentrate use during this period was 14,796+895 
U/month, a 3596 decrease from baseline. Three more family 


therapy sessions were held during the next 2 months; the 
main theme was the young man's separation and independ- 
ence from his family. His use of Factor VIII concentrate for 
this period increased slightly (5%) over the preceding 4 
months to 15,897+10 U/month. Over the next 4-month peri- 
od he participated in 5 adolescent group therapy sessions in 
which the main themes were dating and jobs. His mean Fac- 
tor VIII concentrate use for this period was 13,364+848 U/ 
month, a decrease of 41% from baseline. After 3 self-hypno- 
sis sessions during the next 2 months, his psychiatric treat- 
ment was discontinued. His Factor VIII concentrate use for 
this final treatment period was 11,295+1,719 U/month, a de- 
crease of 5076 from the baseline mean. 

` Communication among family members improved during 
this 15-month treatment period. Feelings of optimism re- 
placed those of depression in all of the family members. In 
addition, the patient learned to use self-hypnosis techniques 
at times of: stress, such as before school examinations or 
when he sensed impending bleeding episodes. Subsequently, 
he made a successful college adjustment while living away 
from home. 

` During the 15 months following termination of psychiatric 
therapy, his use of Factor VIII concentrate rose slightly to a 
final mean figure of 12,970+621 U/month, for an overall re- 
duction of 4396 from the original baseline. As shown in table 
1, throughout the study the patient showed a decline in the 
amount of Factor VIII concentrate he used per kilogram of 
body weight (corrected for weight gain), the number of hem- 
orrhages he had, the number of infusions he used for hemor- 
rhage and nonhemorrhage episodes, and the number of days 
he used infusions. 


Discussion , 


Over the 15- month period of psychiatric treatment, 
this young man significantly reduced his excessive use 
of Factor VIII concentrate. This resulted in appre- 
ciable savings to the family and our program (approxi- 
mately $10,885 after deducting psychiatric costs) with- 
out compromising his care and treatment or interfering 
with his activity level. Moreover, he maintained his 
reduction in Factor VIII concentrate use for 15 months 
following the end of psychiatric intervention. 

Factors other than the effects of psychotherapy may 
have played a role in reducing this patient's Factor 
VIII concentrate use. We may have observed the 
Hawthorne effect, where any new therapy brings 
about change because of the novelty of the inter- 
vention as suggested by LaBaw (2) in his work with 
hemophilic patients. Also, the patient's desire to 
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please his therapist may have caused a reduction in his 
use of concentrate. It is our belief, however, that his 
continued low rate of Factor VIII concentrate use dur- 
ing the 15-month follow-up period substantiates the ef- 
fectiveness of psychotherapy in reducing his use of 
Factor VIII concentrate. 

We believe that as the patient's activity levels in- 
creased through the use of Factor VIII concentrate 
treatment, which he used in anticipation of bleeding 
rather than after its onset, he and his family began to 
rely on Factor VIII concentrate until he used the con- 
centrate almost without limit to reduce his fear of 
bleeding episodes. When psychiatric intervention re- 
lieved this chronic stress in this patient and his'family, 
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he dramatically reduced his use of Factor VIII concen- 
trate. * 
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Psychotic Reaction Caused by Proprietary Oral Diet Agents 


BY CHARLES B. SCHAFFER, M.D., AND MARTHA WELTY PAULI 


Self-medication with over-the-counter oral diet aids 
is increasing. Several of these diet aids contain phenyl- 
propanclamine as the active ingredient. Phenvlpropa- 
nolamine is available without a prescription in a varie- 
ty of weight reduction formulations such as Dexatrim 
and Permathene. These anorexic agents contain as 
much as 75 mg of phenylpropanolamine per dosage 
unit; most contain 25-50 mg (1). The American Medi- 
cal Association (Z) reports that phenylpropanolamine 
is probably an ineffective anorexic agent. Phenyl- 
propanolamine is also one of the most frequently used 
oral nasal decongestants, usually marketed in combi- 
nation with an antihistaminic drug. Acute psychotic 
episodes in three patients following their use of phe- 
nylpropanolamine as an oral decongestant were re- 
ported by Kane and Greene (3); and Wharton (4) re- 
ported one case of paranoid psychosis related to the 
use of phenylpropanolamine as a nasal decongestant. 
To our knowledge there are no reports of psychotic 
reactions secondary to the use of phenylpropanola- 
mine as an oral anorexic agent currently available in 
the literature. In the case report below we describe a 
woman who experienced a psychotic episode while 
taking oral diet aids. 
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Case Report 


Ms. A was 23 years old, married, and the mother of one 
child. She was brought into the psychiatric emergency serv- 
ice by her husband and sister because she had been taking 
too many “іеї pills." About five days before her admission 
she began taking one or two pills a day to lose weight. She 
had purchased these pills over the counter at a local drug 
store. About three days before her admission she began tak- 
ing copious amounts of these pills. During that time she be- 
gan to sleep less and displayed a change in behavior that 
included making bizarre statements, feeling people were go- 
ing to harm her, running out of her house without a specific 
destination, and allowing the maintenance of her house to 
decline. 

According to her husband and sister Ms. A had no pre- 
vious similar episodes or psychiatric history, and she had 
functioned well as a mother and housewife. She had no re- 
cent episode of depression nor a history of significant drug or 
alcohol usage. There was no positive family psychiatric his- 
tory. 

When Ms. A was brought to the hospital she was noted to 
be alert but disoriented and somewhat agitated. Her speech 
was sparse and her thoughts were disorganized. She made 
several inappropriate responses to questions. Her attention 
and concentration were impaired; her judgment and insight 
were poor. At times she giggled and at other times she was 
combative. She also made some fragmented paranoid state- 
ments. She was admitted to the hospital, and her family was 
asked to bring in the diet pills she had been taking. Her hus- 
band brought in a bottle of Permathene and a bottle of Dex- 
atrim. He believed that his wife had been taking 3-5 pills a 
day from each bottle during the few days before her admis- 
sion. 

On the first day of hospitalization Ms. A remained dis- 
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organized and disoriented, and she displayed regressive, in- 
trusive, hyperactive behavior requiring restraints. After 3 
days of hospitalization her symptoms improved and she was 
considered by her husband to be her normal self. She was 
not given any gaily medication during this period. 

We ordered routine laboratory tests at the time of Ms. A's 
admission (electrolyte, BUN, creatine, calcium, phosphorus 
and glucose levels, complete blood count, and liver function 
tests); all of these were within normal limits. Ms. A did not 
cooperate for a physical examination when.she was admit- 
ted, but she did cooperate later and there were no remark- 
able physical findings. 


Discussion 


The acute psychotic episode experienced by this pa- 
tient was most likely related to the ingestion of more 
than the recommended amount of the oral anorexic 
agents Dexatrim and Permathene. Ms. A's psychiatric 
symptoms began shortly after her indiscreet self-medi- 
cation, and her symptoms resolved quickly without 
treatment after these agents were discontinued. She 
lacked any history of primary psychiatric disorder that 
might have played a role in the production of her psy- 
chotic symptoms. The drug-induced psychosis sec- 
ondary to amphetamine use is widely publicized and 
well known (5). However, there is much less aware- 
ness about similar, if less frequent, complications of 
the amphetamine-related compounds, the sympa- 
thomimetic amines. There have been two reports of 
psychosis caused by ingestion of the sympathomimetic 
amine ephedrine (6). Even though phenylpropanola- 
mine is regarded as one of these agents with fewer cen- 
tral nervous system effects, it should be noted that it is 
not without hazard. A pharmacy reference warns that 
untoward central nervous system effects, such as ner- 
vousness, restlessness, insomnia, and headache, may 
occur with the use of phenylpropanolamine (7), but 
there are no warnings of possible psychotic reactions 
even with excessive usage. Likewise, there are no 
warnings on the packages of Dexatrim or Permathene 
of possible psychotic reactions with excess use. 
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Caffeine is also an ingredient in Permathene (75 mg 
phenylpropanolamine, 140 mg of caffeine) and Dexa- 
trim (50 mg phenylpropanolamine, 200 mg of caffeine). 
It has been reported that a high intake of caffeine (caf- 
feinism) can cause symptoms such as nervousness, ir- 
ritability, tremulousness, and insomnia, but there have 
been no reports of psychotic symptoms resulting from 
an excess intake of caffeine (8), even when up to 5,000 
mg/day is taken. It is therefore unlikely that caffeine 
played a role in our patient's psychotic episode. 

The wide use of phenylpropanolamine as a proprie- 
tary decongestant for colds, hay fever, and sinusitis, 
plus its increasing use as an oral over-the-counter ano- 
rexic agent, indicates a need to increase our awareness 
of its possible serious psychiatric side effects, includ- 
ing psychotic reactions. Indeed, the risks of these ano- 
rexic agents as diet aids may outweigh their benefits 
because there is no reliable evidence that phenyl- 
propanolamine can help obese patients achieve a long- 
term weight reduction (9). 
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Elevated Platelet Monoamine Oxidase Activity in Patients with 


Nonendogenous Depression 


BY KERRIN WHITE, M.D., JEAN SHIH, PH.D., TSE-LING FONG, HELEN YOUNG, PH.D., 
RONALD GELFAND, M.D., JEFFREY BOYD, PH. D., GEORGE SIMPSON, M.D., AND R. BRUCE SLOANE, M. D. 


Platelet monoamine oxidase (MAO) activity has at- 
tracted.psychiatric research because the enzyme's role 
in metabolizing neurotransmitter amines ties it into 
biochemical theories of psychopathology and psycho- 
tropic drug effect. Increase or decrease of MAO activi- 
ty may lead to depletion or accumulation of brain 
amines; conversely, excess or deficiency of these 
amines from other causes may lead to inhibition or en- 
hancement of enzyme activity. MAO activity in blood 
platelets has received most psychiatric study because 
we have easier access to this tissue than we have to the 
brain. The case for the relevance of platelet MAO as- 
say to psychopathology rests mainly on empirical find- 
ings of altered activity in various psychiatric condi- 
tions. 

The greatest amount of research has focused on pa- 
tients with schizophrenia, in whom the majority .of 
studies have found lower MAO activity than in normal 
control subjects (1). However, low MAO activity has 
been reported in several other disorders including bi- 
polar manic-depressive illness (2, 3). 

In contrast, higher than normal MAO activity has 
been reported mainly in depressive patients outside 
the bipolar group (2-8). However, patients with uni- 
polar depression comprise a large, heterogeneous 
group, and which of these patients may show elevated 
enzyme activity remains a major question. Orsulak 
and associates (8) singled out a syndrome they named 
schizophrenia-related depressions, which may relate 
more closely to character disorder than to schizophre- 
nia, although their diagnostic category certainly de- 
notes a chronic disorder. Robinson and associates (5) 
found that patients with high-MAO depression were 
more symptomatic and less responsive to treatment 
than other patients with depression. Landowski (6) re- 
ported that the elevation of MAO activity in patients 
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with unipolar depression related tc intensity |of anx- 
iety. These few findings suggest that elevated MAO 
activity may occur within the group of depressed pa- 
tients sometimes labelled atypical or nonendogenous. 
One of the few dichotomies to emerge consistently 
from studies attempting to classify depressed patients 
on the basis of clinical data (9) is the separation of en- 
dogenous depressed patients from nonendogenous de- 
pressed patients. Therefore, it seems important to in- 
vestigate this classification in relation to the biological 
parameters of affective disorder. 


Method | 


Blood specimens were obtained from 96 subiecto 52 
outpatients who met the Research Diagnostic Criteria 
(RDC) (10) for major depressive episode, 34 hospital 
staff matched roughly for sex and age (their specimens 
were drawn and analyzed concurrently with those of 
the outpatients), and 10 hospitalized patients with 
schizophrenia who were also diagnosed according to: 
RDC. All RDC diagnoses were made by two clini- 
cians. All specimens were drawn in the morning; the 
subjects had not taken medications for at least 1 week. 
The outpatients were further subclassified according 
to RDC as patients with bipolar depression, patients 
with nonbipolar endogenous depression, or patients 
with nonbipolar nonendogenous depression. ` 

Platelet MAO activity was assayed according to the 
following procedure. First, 20 cc of whole blood was 
drawn from the antecubital vein into a plastic syringe; 
it was then transferred to a plastic tube containing 1 cc 
of 3.896 sodium citrate as an anticoagulant. The speci- 
men was centrifuged at 600 rpm for 15 minutes and at 
20,000 g for 5 minutes to yield a platelet pellet. The 
pellet was washed with 2 cc of 0.9% sodium chloride 
and spun again at 20,000 g for 5 minutes. After 2-8 
weeks of storage at —20? C, the pellet was sonically 
treated in 1 cc of 0.05 M phosphate buffer (pH, 7.0). 
About 300 ug of the resulting protein was incubated 
with !*C-phenylethylamine with a final concentration 
of 5 uM; after 30 minutes the reaction was stopped 
with 0.1 cc of 6 N hydrochloric acid. The mixture was 
passed through a 4.0x0.6-cm column of Rexyn 101- 
Na* and washed with 2 cc of water. The eluate was 
combined with 10 cc of Aquasol and counted in a 
Beckman LS-335 liquid scintillation counter using au- 
tomatic external standardization. Enzyme activity was 
expressed as nanomoles of the product formed per mil- 


-ligram of protein per 30 minutes. 
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Demographic Characteristics and Mean Platelet MAO Activity in 62 Patients with Schizophrenia or Depression and 34 Control Subjects 











MAO Activity (nmol/mg protein/30 minutes) _ 
Total 























* EE Dade Age (years) Men Women 

Diagnostic Group Ratio Mean SD Mean SD Mean SD Mean SD 

Schizophrenia (N= 10) 1:1 36.7 15.2 0.42 0.33 0.52 0.20 0.47 0.26 
Bipolar depression (N —10) 1:1 28.1 8.3 0.40 0.22 0.45 0.18 0.43 0.19 
Endogenous depression (N=7) 0.75:1 36.7 14.8 0.29 0.18 0.56 0.33 0.44 0.24 
Nonendogenous depression (N=35) 1.5:1 34.7 9.4 0.44 0.22 0.66 0.33 0.53 0.29 
Control (N=34) 1.11 34.0 11.1 0.37 0.16 0.45 0.18 0.41 0.17 


Results 


Table 1 shows means and standard deviations of 
platelet MAO activities for the diagnostic groups, bro- 
ken down by sex. In all cases, analysis of covariance 
was employed; sex, age, race, and diagnosis were 
treated as covariants when appropriate. Overall, wom- 
en had a significantly higher enzyme activity than men, 
Е(1,91)=7.58, p«.007. Women also showed higher 
mean activity than men within each diagnostic group, 
although this difference reached statistical significance 
only for patients with nonendogenous depression, 
F(1,32)=9.52, p<.004. For all subjects age showed a 
significant positive correlation with MAO activity 
(г=0.24, p«.01). We failed to show any consistent 
relationship between race and enzyme activity, 
F(3,89) 20.42, p>.7. In comparing the various groups, 
statistically significant differences emerged only be- 
tween those patients with nonendogenous depression 
and the control subjects, with the depressed patients 
showing higher than normal MAO activity, 
F(1,67)—5.50, p<.03. Interestingly, this diagnostic dif- 
ference held true for the women, F(1,26)=8.71, 
p«.007, but not for the men, F(1,35)=0.82, p>.3. 


Discussion 


Our results support the hypothesis that elevation of 
MAO activity may occur in the group of patients with 
nonendogenous depression. The limitation of this find- 
ing to women raises the possibility of a relationship 
between menstrual variations in depressive symptoms 
and MAO activity (4); however, we lack the data to 
confirm this. We note that our results are consistent 
with prior reports of higher enzyme activity in women 
than in men and of enzyme activity increasing with age 
(5). Although we failed to replicate the findings of oth- 
er researchers who showed that patients with schizo- 
phrenia have lower enzyme activity, we note the small 
size of our schizophrenic patient group and the fact 
that we compared inpatients with schizophrenia to 
‘outpatients with other diagnoses. 

Our finding of a biological alteration in patients with 
nonendogenous depression has special interest. This 
group of patients, normally associated with the less 
specifically defined group of neurotic depressed pa- 
tients, has also been generally associated with psycho- 


í 


logical rather than biological etiology and treatment 
(9). Thus, patients with nonendogenous depression 
have received correspondingly less attention in biolog- 
ical research than patients with endogenous depres- 
sion. Our findings call this tendency into question. 
Moreover, these findings raise the intriguing possi- 
bility that elevated MAO activity is related to the re- 
sponsiveness of patients with nonendogenous depres- 
sion to MAO-inhibiting antidepressant medications. 

However, nonendogenous depression remains a cat- 
egory only fractionally smaller than unipolar depres- 
sion as a whole. Also, the enzyme activity findings of 
our patients with nonendogenous depression over- 
lapped considerably with those of all other diagnostic 
groups. In order to find a closer correlation between 
elevated MAO activity and depressed patient sub- 
types, we may need more phenomenological studies 
contrasting the clinical features of depressed patients 
with high versus low MAO levels. 
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Neuroendocrine Dysfunction and Blood Levels of T ricyclic Antidepressants 


BY JUAN RAMON DE LA FUENTE, M.D., AND ALAN H. ROSENBAUM, M.D. 


There is increasing interest in developing scientific 
laboratory procedures to help psychiatrists document 
their clinical impressions and to make their therapeutic 
interventions more rational. Psychoendocrine strate- 
gies (1) and determination of plasma concentrations of 
psychotropic drugs (2) appear most promising. 

Despite significant advances in classification and 
pharmacologic treatment of affective disorders, pre- 
cise documentation of depression in adolescent psy- 
chiatric populations remains conspicuously absent (3). 
Traditional views of adolescent turmoil and phenome- 
nologic features somewhat distinct from those of de- 
pression in adults seem to have contributed to this 
state of affairs (4). Adolescents with affective illness, like 


^ the subject of our case report, present an opportunity 


to test the clinical value of laboratory aids, particularly 
when such adolescents exhibit phenomenologic fea- 
tures that do not fit the usual pattern of a major af- 


. fective disorder. 


Case Report. 


Malcolm, a 16-year-old boy who was the product of a sec- 
ond marriage of both parents, came to our hospital with a 2- 
month history of abnormal behavior and changes in his men- 
tal functioning. He had been examined at a local hospital, 
where the diagnoses of catatonic schizophrenia, acute or- 
ganic brain syndrome, and possible seizure disorder had 
been made. Malcolm had reportedly been in good health un- 
til the onset of his current illness, which was marked by rap- 


' id heartbeat, perspiration, and feelings of fear and anxiety. 


He had also begun to suffer from initial insomnia and sub- 
sequent confusion and inability to concentrate on his stud- 


‘ies. Malcolm. was first seen by his family physician and was 


Biven imipramine hydrochloride, 25 mg orally at bedtime, and 


. flurazepam hydrochloride, 15 mg orally at bedtime. He im- 


proved slightly for 4 or 5 days, but then all of his symp- 


* toms recurred and in а more aggravated form. His parents 


noted that lie was becoming more withdrawn, fearful, and 
overly, concerned about irrelevant matters. While on a trip 
with his father, Malcolm ran away because he thought that 
he was being taken away from his mother forever. He was 
subsequently admitted to another psychiatric facility. The 
facility's records described Malcolm as paranoid, with audi- 
tory hallucinations and convulsions. However, the symp- 
toms were vaguely described, and neither Malcolm nor his 
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parents were able to confirm them. Nevertheless, Malcolm 
occasionally complained of headaches and experienced dys- 
phagia ànd twitching of the cheeks. Treatment with pheny- 
toin sodium, primidone, and a small dose cf haloperidol pro- 
duced little improvement. | 

Interviews with the parents revealed that they had both 
suffered from periods of depression in the past. Malcolm's 
mother had responded well to lithium carbonate. Malcolm 
had always looked younger than his peers and when this dif- 
ference became more apparent in 10th g-ade, he was teased 
by his peers and had fewer friends. 

At admission, Malcolm was sleepy ard did look younger 
than his stated age. He had sparse facial hair, his facies were 
somewhat masked, and his eyelids drooped slightly. A neu- 
rological examination revealed no significant abnormalities. 
Malcolm was oriented to tirne, person, arid place, his speech 
was soft, his affect was very bland, and motor behavior was 
decreased. His cognitive functions were adequate. His 
thought content was marked by self-reproach, self-depreciz- 
tion, and some rather vague nihilistic ideas, but Malcolm did 
not elaborate delusionally on any of these. He admitted that 
something was wrong with him and that he was not behaving 
as he should. He denied perceptual abnormalities. 

Results of laboratory studies with extensive endocrine 
testing and tomograms of the sella were normal or negative 
unless otherwise specified. Malcolm's Бопе age was deter- 
mined to be 14 years, and his plasma testosterone level was 
2.5 ng/dl (normal range, 300-1,200 ng/d_). Three sequential 
EEGs showed no evidence of seizure activity. Using Jiang 
and associates’ technique (5), we determiried plasma corti- 
costeroid levels. At 8 a.m. and midnight these levels were 
abnormally elevated (48 ug/dl and 40 pg'dl, respectively). 
The next day, after a 2-mg dose of dexamethasone given 
orally at midnight, the level was still elevated and showed 
minimal, if any, suppression (see table 1). ; 

We used comprehensive psychometric, neuropsychologic, 
and personality assessments, including the Wechsler Memo- 
ry and Intelligence Scales, Bender Visual-Motor Gestalt, 
Auditory-Verbal Learning Test, KNOX Cube Test, Tactual 
Performance Test, Kinetic and Static Steadiness, Rorschach 
Protocol, and MMPI, to rule out an organic brain disorder. 
However, these test results were inconc_usive regarding the 
nature of Malcolm's psychiatric disturbance. Our working 
diagnoses were primary affective disorder and benign delay 
of adolescence. After completing the workup, we initiated 
treatment with. imipramine hydrochloride. Plasma levels of 
the tricyclic antidepressant, determined according to Biggs 
and associates’ method (6), were measured approximately 2 
weeks later and were close to therapeutic range. We ex- 
pected such a finding because Malcolm had improved con- 
siderably and showed total suppression after a new dexa- 
methasone suppression test on hospital day 19. 

However, Malcolm gradually regressed after a weekend 
visit with his mother. We slightly increased his dosage of 
imipramine hydrochloride and, despite what various authors 
(7-9) would consider therapeutic blood levels, his deteriora-. 
tion advanced and his ability to maintain suppression after 
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TABLE 1 . 
Postdexamethasone Corticosteroid Levels in a Depressed Patient 
Treated Initially with Imipramine Hydrochloride and Then with ECT 











КИ Plasma Corticosteroid 
e. Levels (ug/dl) 
Hospital Day 8a.m. 4 p.m. 12 a.m. 
2 48.0 12.0 35.0 
19% 1.2 1.0 1.0 
31° | 1.8 9.2 16.0 
44° 3.0 2.9 3.6 


*Daily dose of imipramine was 75 mg; blood level of imipramine and desipra- 
mine, a metabolite of imipramine hydrochloride, was 174 ng/ml. 

‘Daily dose of imipramine was 85 mg; blood level of imipramine and desipra- 
mine was 264 ng/ml. 

‘After ECT, 


another dexamethasone dose was impdired, showing an 
“early escape” from dexamethasone suppression on day 31. 
We discontinued imipramine hydrochloride on day 35. 

Because of Malcolm's increasing withdrawal, recurrence 
of his ruminative self-depreciatory thoughts, and appearance 
of new dramatic symptoms (incontinence of feces and urine), 
we administered 7 sessions of ECT (series 7). Malcolm's im- 
provement was as dramatic as his deterioration had been. He 
quickly became spontaneous and cheerful; even boisterous, 
engaging in some roughhousing. Before discharge, results of 
another dexamethasone suppression test showed that Mal- 
colm had regained his ability to suppress. 


Discussion 


Malcolm's clinical presentation seemed to go 
beyond the border of a major affective disorder, as de- 
fined in DSM-III. However, he did have some psychi- 
atric symptoms that, together with his family history 
of depression, an abnormal dexamethasone suppres- 
sion test, and an initial response to tricyclic antide- 
pressants, were suggestive of an affective disorder, al- 
beit atypical. 

The dexamethasone suppression test proved a valu- 
able diagnostic aid in this case. Its ability to discrimi- 
nate between depression and other psychiatric syn- 
dromes (mainly schizophrenia) is quite good (10) and 
thus could be of further benefit if used in larger sam- 
plés of adolescents with confusing symptomatology. 

An abnormal response to dexamethasone in a de- 
pressed patient should revert to normal when the pa- 
tient's condition improves. This may be of additional 
value since the pharmacokinetic properties of tricyclic 
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antidepressants have made interpretation of plasma 
concentration values within a therapeutic context very 
difficult. This test might be used to establish therapeu- 
tic dosages of antidepressants in nonsuppressor pa- 
tients. Not all depressed patients are nonsuppressors 
and we are not suggesting routine monitoring by this 
means of all depressed patients; but for research pur- 
poses, this strategy might be worth pursuing. 

In retrospective assessment of Malcolm's case, an 
accepted clinical practice would have been to increase 
the dosage of imipramine hydrochloride when Mal- 
colm's condition deteriorated after his initial response 
to a modest dosage. However, when we considered 
the severity of the relapse, the length of the hospital- 
ization, the increasing anxiety among the patient's rel- 
atives and the medical staff, and the presumably thera- 
peutic blood levels of the medications, ECT seemed 
the most expedient approach. This case adduces fur- 
ther testimony that prediction of outcome on the besis 
of plasma concentration of tricyclic antidepressants is 
limited and that development of methods to identify 
high-plasma-concentration responders should receive 
priority in research. 
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Erotomania: А Separate Entity 


Am J Psychiatry 137:10, October 1980, 


BY MARIE RUDDEN, M.D., MARGARET GILMORE, M.D., AND ALLEN FRANCES, M.D. 


Erotomania has been described in two different 
ways: as a secondary symptom of paranoia or schizo- 
phrenia, or as a distinct atypical psychosis. This case 
suggests the existence of a primary form of erotomania 
that manifests itself as a rare atypical psychosis most 
often reported in women with a characteristically in- 
termittent and more benign course than schizophrenia. 


Case Report 


Ms. A., a 30-year-old professional woman, happened to 
meet an attractive man at a party and was very disappointed 
when he did not call her. She soon became convinced he was 
using car horns to communicate indirectly with her, was fol- 
lowing her, tapping her phone, broadcasting her thoughts 
over the television, and wiring her bed to excite her sexually 
and to monitor her masturbation. Her work performance de- 
clined, she talked to walls, and begged her coworkers to stop 
relaying his messages. Ms.. A held these beliefs almost con- 
tinuously for a year and then reluctantly entered psychother- 
apy. She did not respond to phenothiazines and angrily 
stopped seeing her psychiatrist when he failed to confirm her 
suspicions. | 

Ms. A then consulted another psychiatrist and displayed 
prominent suicidal wishes and Schneiderian first-rank delu- 
sions but no derailment, hallucinations, or affective distur- 
bance. She refused hospitalization and, in an effort to avoid 
involuntary commitment, requested an opportunity to con- 
front her tormentor. At the meeting the ‘‘persecutor’’ denied 
Ms. A's charges and Ms. A's symptoms dramatically dis- 
appeared. She expressed considerable insight and relief, 
abandoned her delusions, and apologized with dignity. She 
has continued in outpatient psychotherapy and now func- 

.tions well professionally without medication. She period- 
ically develops delusions about various men she meets and 
about her male therapist. However, she is able to correct 
these delusions and to continuously maintain reality testing 
for a month or more at a time. Even when delusional, Ms. A 
shows a normal range of affect, a surprising warmth, matu- 
rity, and sense of humor. She is still often delusional about 
her male psychiatrist, claiming that he is monitoring her 
thoughts or indirectly communicating with her. However, 
she calls this her '*daydream"' and distinguishes the ‘‘part of 
myself that believes it." Sometimes she really does believe 
these delusions, especially when she is not in the psychia- 
trist's office. | 

` When Ms. A was 8 years old, her father died after a pro- 
longed illness. Ms. A had been his favorite daughter and for 
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two years she was unable to accept the reality of his death. 
Instead she believed he might suddenly communicate with 
her or appear on the street. Eventually she was able to expe- 
rience a delayed mourning. It is of interest that several other 
erotomanic patients reported in the literature had also lost 
parent figures in early childhood. 

Ms. A had had a very active fantasy life as a child, but had 
no imaginary companions or transitional objects. As a wom- 
an, she has been somewhat shy but hàs experienced satis- 
fying friendships and heterosexual relationships. She does 
not abuse alcohol or drugs and she gives no indication of 
factitious illness or malingering. 


Discussion 


Hollender and Callahan (1) divide erotomania into 
two types: 1) a primary form distinguished by the sud- 
den onset of a delusional belief that focuses on one 
object and becomes a chronic, fixed delusional sys- 
tem; and 2) a secondary form in which the delusion has 
a gradual onset superimposed on other symptoms of 
schizophrenic psychosis. The first type is considered a 
subset of paranoia; the second of paranoid schizophre- 
nia. Patients with both types of erotomania fail to re- 
spond to psychotherapy. Doust and Christie (2) col- 
lected eight additional cases, most of which fell into 
one of the above categories. Several cases with sudden 
onset were thought to be related to specific organic or 
toxic precipitants, but virtually all persisted chronical- 
ly and were unresponsive to treatment. None of the 
patients had an intermittent course like the one Ms. A 
experienced. 

Seeman's classification (3) differs from Hollender 
and Callahan's and includes a category that closely fits 
Ms. A. Seeman divides her patients into two groups: 1) 
women with constant, fixed delusions in conjunction 


. with other symptoms of severe psychiatric illness, 


e.g., schizophrenia or schizoaffective disorders; and 2) 
women with recurrent and short-lived delusions in the 
absence of other symptoms of schizophrenia. The lat- 
ter group of three women followed a characteristic and 
unusual pattern: they developed delusions about men 
they had actually met (rather than strangers) and often 
were able to give up their delusions when confronted 
by these men. Like Ms. A, these patients quickly re- 
peated the pattern with a different man. They led ac- 
tive heterosexual lives, tended to be cyclothymic, 
competed with men, were better integrated than schiz- 
ophrenic patients, and were diagnosed as having bor- 
derline personality, hysterical psychosis, or bipolar af- 
fective illness. In a personal communication to us, Dr. 
Seeman noted that one woman, who developed insight 
in therapy and had abandoned her delusions, would 
experience a recurrence when Dr. Seeman was on va- 
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cation and a male psychiatrist was covering her prac- 
tice. When a female colleague provided coverage, the 
patient s delusions did not recur. 

* Raskin and Sullivan (4) described a woman who had 
been treated for affective illness and then developed a 
delusional system when her treatment ended. She be- 
lieved her therapist was in love with her, monitored 
her activities, and tested her through the clinic staff. 
After three years of psychotherapy and phenothiazine 
treatment, she relinquished her delusions. Subse- 
quently she occasionally retreated into erotic fantasies 
but was apparently able to test their reality. The au- 
thors concluded that erotomania can occur in women 
with varying levels of illness and ego functioning. 

This brings us to the differential diagnosis of our pa- 
tient. When first evaluated, Ms. A clearly met DSM- 
ІП criteria for schizophrenia, paranoid subtype, but 
her ability to correct the delusion with reality confron- 
tation, and her normal affective range and inter- 
personal relatedness are not uncharacteristic of schiz- 
ophrenia. Although her illness resembled paranoia, it 
did not meet the DSM-III criteria because of Ms. A's 
Schneiderian symptoms and because her delusions 
were not ‘‘unshakeable’’ and were more erotic than 
persecutory in content. Ms. A resembled patients with 
brief reactive (sometimes called hysterical) psychosis 
in the reactivity of her symptoms, heterosexual con- 
flicts, and good premorbid functioning. However, the 
chronic course distinguished Ms. A’s illness from brief 
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reactive psychosis in which symptoms persist for no 
more than two weeks. 

Ms. A's illness more closely resembles that of the 
erotomanic patients described by Seeman than eny 
specific DSM-III category. She exhibits an inter- 
mittent delusional conviction of being sexually pur- 
sued by various men with whom she is acquainted. 
She had no affective disturbance and remains remark- 
ably intact in other areas of personality functioning. 
The most unusual and specific aspect of her illness is 
her capacity to abandon delusions in response to real- 
ity confrontation. This suggests a particular deficit in 
her object relations and reality testing—a man must 
actually be present before Ms. A can test the reality of 
her perceptions about him. Investigators should exam- 
ine the long-term efficacy of such reality con- 
frontations. Only the collection of additional cases will 
determine to what extent this type of erotomania con- 
stitutes a rare, separate entity. 
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Serial Cognitive Testing in Cancer Patients Receiving Chemotherapy 


BY THOMAS E. OXMAN, M.D., AND PETER M. SILBERFARB, M.D. 


Previous research by our Cancer Psychiatry Divi- 
sion (1, 2) has suggested the need for an investigation 
of mild cognitive impairment in patients with cancer. 
Mild cognitive impairment may go undetected, yet it 
may influence a patient's ability to perform routine dai- 
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ly functions and to comply with treatment protocols. It 
was reported in one of these studies (2) that of 50 oncol- 
ogy patients who were admitted consecutively, those 
patients receiving chemotherapy demonstrated a sig- 
nificantly lower level of cognitive functioning than did 
nonchemotherapy patients. This was true regardless of 
the primary site of the cancer, whether there were ce- 
rebral metastases, or which chemotherapeutic agents 
were used. Despite these significant results several 
confounding variables were not controlled in the 
study, and they deserve closer scrutiny, namely, the 
existence of previous cognitive impairment and the 
possible effect of prior or concurrent brain irradiation 
(3). 

In the present study we сонной for the above 
variables by testing each patient's cognitive capecity 
before chemotherapy treatment was begun, and w2 al- 
so eliminated from the study all patients who demon- 
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strated prior cọgnitive impairment. Also excluded 
from this study were patients who received radiation 
therapy. Serial cognitive testing was used, which made 
each patient his or her own control and allowed us to 
document. a relationship between chemotherapy and 
cognitive impairment. 


Method 


As part of the cancer-psychiatry liaison service, pa- 
tients admitted for chemotherapy to the oncology 
service of the Mary Hitchcock Memorial Hospital 
were seen routinely on rounds. From patients admit- 
ted consecutively we selected a group who demon- 
strated по obvious psychiatric illness or organic brain 
syndrome and asked them to participaie in this study 
and to give informed consent. None of the patients had 
a history or symptoms of depression, mania, or schizo- 
phrenia using the criteria of Feighner and associates 
(4). We evaluated 20 patients; 3 patients were sub- 
sequently excluded because they received concurrent 
radiation therapy, 6 patients were excluded because 
they received follow-up care at distant locations, and 1 
because he developed toxic septicemia immediately 
after chemotherapy. 

The final study group consisted of 10 patients: 9 
women and ] man. The mean age was 52.8 years 
(range, 36-67 years). Eight of the patients had a high 
school education and the remaining two patients had 
some college education. Six of the women had adeno- 
carcinoma of the breast; for the other 4 patients the 
primary sites of the disease were ovary (papillary 
adenocarcinoma), colon (adenocarcinoma), uterus 
(leiomyosarcoma), and prostate (adenocarcinoma). All 
patients had some evidence of metastatic disease, but 
the disease had not spread to the central nervous sys- 
tem. Five patients were having their first course of 
chemotherapy, and 5 were having repeat courses. 

Eight of the 10 patients received intravenous doxa- 
rubicin with varying combinations of cyclophospha- 
mide, cis-platinum, DTIG, and vincristine. One patient 
received cyclophosphamide, methotrexate, and fluo- 
rouracil and’ one patient recéived tamoxifen and 
bleomycin. Eight patients received haloperidol or per- 
phenazine as antiemetics before and during chemo- 
therapy (average neuroleptic dose, equivalent of 8 mg 
of haloperidol). Five patients received 100 mg of intra- 
venous secobarbital before chemotherapy, and 5 pa- 
tients received oral narcotics after the initial testing 
(average narcotic dose, equivalent of 17 mg of mor- 
phine per 24 hours). 

Patients were tested for cognitive impairment before 
chemotherapy by the vocabulary, reading, and infor- 
mation subtests of the Wechsler Adult Intelligence 
Scale (5) and the Halstead-Reitan Battery (6). Four ad- 
ditional subtests of the Halstead-Reitan Battery (digit 
symbol, trails B, digit span forward, digit span back- 
ward) were used zo determine the patients’ sensitivity 
to mild cognitive impairment (6). 
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TABLE 1 
Seríal Cognitive Testing in 10 Cancer Patients Before and After 
Chemotherapy 














Mean Raw Scores _ e 
After 
Before Chemotherapy. 

Cognitive Test Chemotherapy 24hours 1month Е 
Digit symbol 50.6 49.2 52.3 1.054 
Digit span forward 6.1 6.3 6.3 .014 
Digit span backward 4.3 4.0 4.4 1.83 
Trails B 113.7 109.7 105.8 .153 





aNo analyses were significant. 


Test results for all 10 patients before chemotherapy 
were within the norms expected for age and education, 
confirming the absence of significant cognitive impair- 
ment. The four subtests sensitive to mild cognitive im- 
pairment were repeated 24 hours after chemotherapy 
and 1 month after chemotherapy. 


Results 


Analysis of variance showed no significant dif 
ference on any of the subtests before chemotherapy, 
24 hours after chemotherapy, or 1 month after chemo- 
therapy (see table 1). These results were in agreement 
with clinical observations of these patients. 


Discussion 


A generalized interpretation of these results is limit- 
ed because of the small number of patients, in this 


sample and the possibility of a practice effect on serial 


testing (particularly on trails B). Nevertheless, over 
time the patients had nearly identical mean scores on 
each of the four subtests, which make the negative re- 
sults in this population important. 

In contrast to our earlier study most of the patients 
in this study were women and younger (mean age in 
the earlier study, 59.4 years; range, 22-86 years). 
These distinctions are important in view of the higher 
incidence of preexisting organic brain syndromes (pri- 
marily dementia) in older men (7). People with com- 
promised cerebral function are more susceptible to de- 
lirium from further biological or psychological stress 
(8). The cognitive impairment found in patients in the 
earlier studv may have been secondary to preexisting 
impairment or to an unmasking of subclinical impair- 
ment by chemotherapy. In addition, ectopic produc- 
tion of parathormone or vasopressin is known to occur 
in tumors, particularly lung cancers. These substances 
can produce delirium (9). Because 20% of the patients 
in the previous study had lung cancer, these hormones 
may have played a role in the higher occurrence of im- 
pairment found in that study. 

The present study does not cast any doubt on the 
high occurrence of cognitive impairment in cancer pa- 
tients nor on the fact that chemotherapy can cause 
cognitive impairment (3, 10). This study does suggest 
that factors other than chemotherapy are important in 
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causing cognitive impairment in cancer patients and 
that serial, rather than random, cognitive testing 
should be done to further elucidate these factors. 
ideally, this testing should be done on patients who 
have the sam cell type, stage and site of the disease, 
treatment, and premorbid cognitive status. In most 
cancer treatment centers stratifying a population to 
this extent will make it difficult to identify an adequate 
number of subjects. However, the multiinstitution 
cancer groups offer an opportunity to study the impor- 
tant problem of cognitive impairment in cancer pa- 
tients in a controlled manner. Several studies of this 
type are currently being conducted in Cancer and Leu- 
kemia Group B, one of the multicenter study groups. 
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Strategy for the Study of Patients at High Risk for Tardive Dyskinesia 


BY JOHN KANE, M.D., FREDERIC A. STRUVE, PH.D., PAUL WEINHOLD, PH.D., AND MARGARET WOERNER, PH.D 


Despite a considerable increase in research that is 
relevant to tardive dyskinesia, our understanding of 
etiological factors of the disorder remains limited. The 
epidemiologic data implicating neuroleptics is quite 
convincing; however, possible risk factors relating to 
drug history variables are still difficult to identify (1). 

Age and sex have frequently been implicated in the 
development of tardive dyskinesia—older female pa- 
tients have been shown in several retrospective analy- 
ses (2-4) to have increased risk. Surprisingly, dosage 
and length of neuroleptic exposure have been inconsis- 
tently related to the risk of tardive dyskinesia develop- 
ment (5). It may be that the lack of evidence for such 
intuitive relationships is merely a methodological 
problem given the difficulties involved in retrospective 
data analyses, particularly in dating the onset of the 
syndrome, and given the complexities of drug metabo- 
lism. An alternative hypothesis is that individual vul- 
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nerability or sensitivity may be the most impcrtant 
single factor in producing high risk. 

Our previous work (6) suggested that electroenceph- 
alographic abnormalities, particularly the B-mitten 
pattern, may indicate increased risk for tardive dyski- 
nesia. The B-mitten pattern, which can be detected on- 
ly during moderately deep sleep, consists of a sharp 
transient wave (often formed by the last wave of a 
frontal spindle) followed by a higher voltage slow 
wave; the resulting complex resembles the thumb and 
hand of a mitten. These signals occur over the bilateral 
fronto-parietal region. The B-mitten pattern is rare 
among normal subjects, occurs primarily among psy- 
chiatric patients, and does not appear to be caused by 
neuroleptic medication because it also occurs in pa- 
tients not receiving neuroleptics. 

In order to address the problem of determining a pa- 
tient's risk for developing tardive dyskinesia, we iden- 
tified and studied a group of patients who demon- 
strated a high risk for the development of the syn- 
drome. 


Method 


During a 3-year period we reviewed 99 consecutive 
case histories of patients with presumptive tardive 
dyskinesia and identified 7 patients who satisfied our 
definition of high risk. We arbitrarily defined a high- 
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TABLE 1 
Characteristics and Treatment Data for 7 Patients at High Risk for Tardive Dyskinesia А x 
Drug Maximum , ME 
Age Exposure Predominant Dose? Tardive Dyskinesia Data — 
Patient (years) RDC Diagnosis (months) Drug Class (mg/day) EEG Evaluation” Severity ® Follow-Up 
1° 31 Bipolar H 9.0 Butyrophenone 1000 Normal (drug free); Mild Persistent after 
: severe generalized 15 months 

and diffuse paroxysmal 

slowing (lithium) 

2 15 Major depressive 7.0 Piperazine 2250 | B-mittendysrhythmia Moderate Remitted after 
disorder, schizotypal 2 months 
features 

3 20 Other psychi- 5.5 Piperazine 80 B-mittendysrhythmia Severe, Persistent for 
atric disorder functionally 2 years; 

impaired neuroleptics 
withdrawn for 
3 months 

4 28 Other psychiatric 4.0 Aliphatic 1200 Anterior brady- Moderate — Persistent 
disorder rhythmia | after 9 months 

5 59  BipolarI 8.0 Piperazine 300 Normal‘; no sleep Moderately Persistent 

recording severe, for 16 months; 
functionally neuroleptics 
impaired withdrawn 
for 10 months 

6 47 . Major depressive 9.0 Piperazine 700 B-mitten dysrhythmia Mild Persistent 
disorder, after 6 months 
alcoholism 

7 29 Manic disorder 8.2 Butyrophenone 200 | B-mittendysrhythmia Mild Remitted 


after 1 month 


"Maximum daily dose was received for a minimum of 1 month; doses in chlorpromazine equivalents. 


"Evaluations made blind to tardive dyskinesia diagnosis. 
Only female patient. 
*May be false negative for B-mitten dysrhythmia. 


risk patient as anyone who developed presumptive tar- 
dive dyskinesia after less than 1-year cumulative life- 
time exposure to neuroleptics. 

Although no established criteria for the diagnosis of 
tardive dyskinesia have been developed, these pa- 
tients had definite symptoms of at least mildly severe 
presumptive dvskinesias and several had moderate to 
severe symptoms. The diagnoses were made on a lon- 
gitudinal rather than cross-sectional basis, and they 
were confirmed on several occasions by different ex- 
aminers, including a neurologist. Two patients had 
dyskinesias of such severity that they were function- 
ally impaired. 


Results and Discussion 


The characteristics of these patients are presented in 
table 1. Several findings should be noted: the patients’ 
mean age was 33 vears, 6 of the 7 patients were men, 
none met the Research Diagnostic Criteria (7) for 
schizophrenia, 6 of the 7 patients received predomi- 
nantly high potency neuroleptics, and 4 patients re- 
ceived a maximum dosage for at least 1 month that was 
less than 700 mg/day of chlorpromazine equivalents. 

The dyskinesias of 2 patients were reversed within 2 
months after discontinuation of drugs; therefore, these 
patients might be considered in a different category. It 
would be difficult to consider these patients as having 
withdrawal dyskinesias because their dyskinesias 


- 


emerged without reduction in or discontinuation of 
neuroleptic dosage. It is impossible to determine 
whether or not these patients would have developed 
persistent dyskinesias had their neuroleptics not been 
withdrawn following early signs of the syndrome. It is 
striking, however, that 4 of these patients have contin- 
ued to manifest involuntary movements for at least 6 
months following drug discontinuation; in three pa- 
tients the movements continued to be at least of mod- 
erate severity, suggesting that these patients had con- 
siderable vulnerability to the disorder. 

The most severely impaired patient received very 
low doses of neuroleptics, which suggests he was ex- 
tremely vulnerable. He may have had some form of 
minimal brain dysfunction as a child; when he was 12 
years old he had a brief exposure to chlorpromazine, 
but he had no history of psychostimulant exposure. It 
is conceivable that this history played a role in his ap- 
parent sensitivity to tardive dyskinesia. 

EEG evaluations were made without any knowledge 
of a tardive dyskinesia diagnosis; 5 patients showed an 
abnormal recording and 4 patients had the B-mitten 
dysrhythmia (see table 1). The one patient who had no 
evidence of EEG abnormality had.shown evidence of 
cognitive deterioration without gross neurological ab- 
normalities. This suggests some degree of CNS dys- 
function before the development of involuntary move- 
ments. : l 
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Possibly some degree of preexisting CNS dys- 
rhythmia predisposes individuals to develop tardive 
dyskinesia. It is also noted that affective illness ap- 
pears predominant in these patients. Although patients 
with all diagrfoses are susceptible to dyskinesias, two 
anecdotal reports (8, 9) suggest that patients with af- 
fective illness may be at greater risk. The previously 
reported association of the B-mitten pattern with af- 
fective dysregulation is also of interest (10). 

Two of these patients were 15 and 20 years of age. 
Because of their young age it is possible that they were 
exposed to neuroleptic medication in utero resulting in 
their unusual vulnerability. We questioned both pa- 
tients’ mothers, but we were unable to establish a his- 
tory of neuroleptic use for antipsychotic purposes. 
However, antiemetic administration is difficult to rule 
out with certainty. 

It is impossible to draw conclusions from this report 
except to suggest that persistent dyskinesias are not 
always tardive (that is, occurring late in exposure to 
neuroleptics) and that some patients appear exquisite- 
ly sensitive to this drug effect. The patients in this 
study may represent one subgroup of patients who de- 
velop tardive dyskinesia, and therefore, general- 
izations about the risk factors in this group cannot be 
made. Our findings are reported here for heuristic pur- 
poses; we are in the process of collecting data from a 
larger group of patients. We feel, however, that cau- 
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tion should be used when considering neuroleptics for 
conditions other than schizophrenia. 
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Tardive Tourette Syndrome in an Autistic Patient After Long-Term 


Neuroleptic Administration 


BY STEPHEN M. STAHL, M.D., PH.D. 


Gilles de la Tourette syndrome is a hyperkinetic 
movement disorder of unknown cause with onset dur- 
ing childhood and characterized by multiple chronic 
motor and vocal tics (1). Tourette syndrome patients 
may also exhibit some rather remarkable language and 
behavior disorders such as coprolalia, echolalia, co- 
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propraxia, echopraxia, and compulsive, organized ste- 
reotypies such as touching, kissing, and jumping (1, 2). 

A number of recent investigations point to a genetic 
and biological basis for idiopathic Tourette syndrome 
(3). Pharmacologic observations suggest that idiopath- 
ic Tourette syndrome may be characterized by a rel- 
ative imbalance between striatal dopamine and acetyl- 
choline with dopaminergic hyperactivity and choliner- 
gic underactivity (4, 5). Tourette syndrome symptoms 
are exacerbated by dopamine agonists (such as am- 
phetamine, methylphenidate, and L-dopa), relieved by 
dopamine receptor blockers (i.e., neuroleptics;. Evi- 
dence for the role of a dopamine-acetylcholine imbal- 
ance in idiopathic Tourette svndrome is strengthened 
by observations that dopamine agonists can induce 
motor and vocal tics as well as stereotypies in patients 
who do not have Tourette syndrome (6). Furthermore, 
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it now appears that Tourette syndrome can be induced 
in patients by long-term neuroleptic therapy: in that 
respect Tourette syndrome is analogous to tardive 
dyskinesia (7). In the case report below we describe a 
residual autistic adult who had an onset of Tourette 
syndrome after long-term neuroleptic administration. 


Case Report 


Mr. A, a 28-year-old man, came for an evaluation because 
he had uncontrollable motor and vocal tics that had lasted 2 
years. He was the product of a full-term pregnancy with nor- 
mal labor and low forceps delivery. Mr. A’s growth and de- 
velopmental milestones were normal up to 14 months of age, 
when his parents noted he made bizarre sounds and had pau- 
city of speech and poor understanding of spoken language. 
By age 3 he avoided eye contact; developed stereotyped hand 
movements, flapping, and rocking; was fascinated by spin- 
ning objects; and would stand at the sink and run water 
through a funnel endlessly. When he was 5 years old, he 
could communicate simple thoughts with single words or 
short phrases in a staccato speech with pronomial reversal. 
He attended public school for 3 years, where his bizarre be- 
havior, delayed language skills, and functional retardation 
were noted; his IQ was in the range of 45-55. At age 11 he 
entered a program for the mentally retarded. An examination 
at this time by numerous consultants revealed normal neuro- 
logical findings with no abnormal movements except for the 
rocking motions of his trunk. An EEG revealed mild left 
temporal slowing. At age 13, he entered a state hospital be- 
cause he failed to improve. He received neuroleptics (200 
mg/day of chlorpromazine or thioridazine) continuously over 
the next 13 years; he also received diazepam or phenobarbi- 
tol on rare occasions for sleeplessness or agitation. 

When Mr. A was 26 years old, he was returned home to 
his parents, and they requested that the thioridazine be dis- 
continued. Approximately 2 to 4 weeks after the gradual ta- 
pering of thioridazine, he developed facial tics, grunting, and 
involuntary limb movements. A neurological evaluation at 
this time revealed the presence of frequent bilateral lower 
facial tics, sniffing, grunting, barking, occasional whispered 
coprolalia, and tic-like movements of the neck, torso, ab- 
dominal muscles, and diaphragm, the latter especially ac- 
companying vocalizations. An EEG again showed Mr. A had 
left temporal slowing. A CT scan of the brain was normal. 
Phenytoin and primidone were prescribed for Mr. A, but he 
did not improve. Over the next 2 years his movement dis- 
order persisted but was nonprogressive. Mr. A’s tics were 
exacerbated by agitation or stress and relieved by sedation; 
he had little or no voluntary control over them. 

A neurological examination of Mr. A at the age of 28 yield- 
ed findings that were unchanged from earlier neurological 
examinations. A comprehensive review of Mr. A’s medical 
records, as well as psychological, speech and language, and 
psychiatric assessments showed that he met the DSM-III cri- 
teria for infantile autism, residual state. A brief trial of halo- 
peridol completely suppressed his motor and vocal tics; d- 
amphetamine severely exacerbated these symptoms. Mr. A 
received an intravenous infusion of physostigmine salicy- 
late, 4 mg over 60 minutes, after pretreatment with 6.25 mg 
of propantheline bromide i.v. An observer who was blind to 
Mr. A’s treatment studied videotapes taken of Mr. A during 
this time and counted the number of tics he had; the observer 
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noted that Mr. A's tics were completely suppressed for 6 
hours starting 30 minutes after the infusion. > 
Discussion б 

Although the motor and vocal tics preSent in this pa- 
tient are identical to those of idiopathic Tourette syn- 
drome, several features of his case clearly distinguish 
it from classical Tourette syndrome. First, according 
to the criteria of DSM-III and Shapiro and associates 
(2) the age of onset (26 years) was atypically delayed. 
Second, the movement disorder was superimposed on 
the syndrome of residual infantile autism. Also, the 
onset of the syndrome in Mr. À cccurred shortlv after 
discontinuation of chronic neuroleptic treatment. Fur- 
thermore, Mr. A's tics were under no obvious control 
and fluctuated relatively little over time. 

To our knowledge, this represents the first reported 
case of concurrent Tourette syndrome and infantile 
autism. Caine and associates (8) reported a patient 
with Tourette syndrome who was treated for a long 
time with haloperidol and who developed psychosis 
upon withdrawal of the medication. Klawans and asso- 
ciates (7) reported a patient with schizophrenia who 
was treated for a long time with chlorpromazine and 
who developed Tourette syndrome upon withdrawal 
of medication. Our patient thus appears to be the sec- 
ond reported case in which the manifestation of neuro- 
leptic withdrawal dyskinesia has taken the form of 
Tourette syndrome. We have coined the term ‘‘tardive 
Tourette syndrome” to distinguish this particular syn- 
drome from classical Tourette syndrome. We have al- 
so coined the term ''toxic Tourette syndrome"' to des- 
ignate Tourette syndrome induced by dopamine agon- 
ists. Thus, we can now distinguish two unique forms of 
Tourette syndrome from classical Tourette syndrome, 
namely tardive Tourette syndrome and toxic Tourette 
syndrome. 

Our observations thus have several important impli- 
cations. 1) Tardive dyskinesia czn take the form of 
Tourette syndrome as well as classical oro-buccal-lin- 
gual dyskinesias. 2) The pharmacology of tardive Tou- 
rette syndrome is identical to that of both tardive dys- 
kinesia and classical Tourette syndrome, namely, ex- 
acerbation by d-amphetamine and amelioration by 
haloperidol and by physostigmine. 3) The pathophysi- 
ology of both Tourette syndrome and tardive dyski- 
nesia can be characterized by dopamine-acetylcholine 
imbalance, with relative dopamine excess and relative 
acetylcholine deficiency. 4) The etiopathologies of tar- 
dive dyskinesia and Tourette syndrome might also be 
linked, so that data and hypotheses relevant to one 
syndrome may be applicable, by aralogy, to the other. 
Thus, supersensitivity of postsynaptic dopamine re- 
ceptors, possibly the cause of tardive dyskinesia (9), 
may also be important in Tourette syndrome. 5) Final- 
ly, clinicians should be aware of the possibility that the 
emergence of Tourette syndrome in a given patient 
might be secondary to withdrawal of neuroleptics and 
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that patients treated with chronic neuroleptics may be 
at risk for tardive Tourette syndrome as well as tardive 
dyskinesia. 
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Psychogenic Oligodipsia with Hypernatremia in a Psychotic Patient 


BY IRVING M. NADLER, PH.D., AND MAVIDI K. HARIPRASAD, M.B.B.S. 


Hypernatremia often causes lethargy, confusion, 
stupor, or coma and occasionally causes muscle irri- 
tability and convulsions. The common causes of hy- 
pernatremia include central nervous system lesions of 
the hypothalamus or supraoptico-hypophysial tracts, 
circumstances in which the patient has been unable to 
freely obtain water (this includes impairment of senso- 
rium), or nephrogenic diabetes insipidus (1). 

We report below a case of psychogenic oligodipsia 
with hypernatremia in which a psychotic patient dras- 
tically reduced his liquid intake apparently in response 
to psychological conflicts. The diametrically opposite 
syndrome, psychogenic polydipsia with hyponatre- 
mia, is well documented in psychotic patients (2, 3). 
As a result, it has been suggested that medical staffs 
monitor serum sodium levels routinely in psychotic pa- 
tients when polydipsia is suspected (3, 4). An increase 
in gross neurobehavioral signs, such as agitation or 
confusion, or an increase in psychotic symptoms may 
reflect polydipsia (2). 

The patient in this case was discovered when rou- 
tine electrolytes were taken during his stay on a psy- 
chiatric unit; the tests indicated the patient had a 
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serum sodium level of 178 mEg/liter (normal renge, 
135-145 mEg/liter). Surprisingly, the patient was alert 
and ambulatory, showing none of the above mentioned 
symptoms of hypernatremia. He refused to drink wa- 
ter and was transferred to the intensive care unit 
where intravenous fluids were initiated. 


Case Report 


Mr. A, a 58-year-old man, had the first of several psychiat- 
ric admissions 18 years ago; he has been continuously hospi- 
talized for 8 years. The treatment team diagnosed him as 
having schizophrenia, chronic undifferentiated type. Mr. A 
had been treated for neurosyphilis, but subsequently ke had 
a nonreactive serum and cerebral spinal fluid VDRL. There 
were no neurological stigmata of syphilis; tardive dyskinesia 
was the only neurological abnormality noted. 

Mr. A had the appearance of a regressed psychiatric pa- 
tient. He had difficulty communicating, rambling speech, 
and a short attention span; he was agitated, negative, and 
manneristic. Immediately before the discovery of Mr. A's 
dehydration it was noted that his usual level of agitation and 
hostility increased. No hallucinations or delusions were evi- 
dent. He was taking 50 mg q.i.d. of hydroxyzine 3ydro- 
chloride; thioridazine had been discontinued during the pre- 
vious month. 

The physical findings that were relevant in Mr. A's case 
included minimal dryness of the tongue and skin and 30rmai 
blood pressure. He reported an absence of thirst. After three 
days. of parenteral fluid therapy, his serum sodium level de- 
creased from 178 to 145 mEg/liter. During this period, as Mr. 
A went from severe to mild hypernatremia, several urine os- 
molality determinations exceeded 600 mosmol/kg. These os- 
molalitv data reflect adequacy of the urine-concertrating 
mechanism and indicate normal secretion of antidiuretic hor- 
mone, normal kidney functioning, and the absence of any 
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adverse drug effects. Thus, central nervous system lesions 
or nephrogenic diabetes insipidus were excluded as causes 
of the hypernatremia (5). Also, had he wished to do so, Mr. 
A was able to freely obtain water. No predisposing medical 
illness was found to account for his decrease in fluid intake, 
but there were obvious psychological reasons for his reluc- 
tance to take fluids. 

Mr. A's self-induced dehydration was associated with a 
recurring psychological conflict. The first manifestation of 
this conflict had occurred 30 years earlier, when Mr. A hada 
hemorrhoidectomy. At that time he became preoccupied 
with bowel movements and accidentally defecated while rid- 
ing in a bus. He was embarrassed and subsequently spent 
inordinate amounts of time in the bathroom for fear of fecal 
incontinence. At the peak of his disturbance, he remained in 
the bathroom for 2 years. He slept there, and his mother and 
wife brought him food. Mr. A's bizarre behavior persisted 
for more than a decade before his family brought him in for 
psychiatric treatment. In recent years Mr. A was spending 
much less time in tbe bathroom. 

The conflict reemerged in a new form when Mr. A devel- 
oped benign prostatic hypertrophy with urinary in- 
continence. The staff frequently found it necessary to ask 
him to change his clothing and to shower, and again he was 
quite embarrassed. His fear of urinary incontinence contin- 
ued despite the fact that his control improved following pros- 
tatic surgery. He rushed to the bathroom to urinate, show- 
ered several times daily, and reduced his fluid intake. Even 
though he was severely dehydrated he reported an absence 
of thirst; he refused to drink anything except about two cups 
of coffee per day and ate dry cereal without adding any liq- 
uid. After the parenteral fluid therapy, Mr. A was eventually 
coaxed into drinking about two more cups of coffee per day. 
He still refused to drink any other liquid but willingly ate 
jello (seemingly unaware of its high water content). Thus, 
Mr. A's serum sodium ranged tom 138-147 mEg/liter during 
the next six months. 
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Discussion 


We have reported a case of severe hypernatremia in 
which a psychotic man drastically reduced his fluid in- 
take. No medical conditions were found фо account for 
his reduction of fluid intake, but it was associated 
with a recurring psychological conflict. Dehydration is 
a common problem in psychiatric patients who are stu- 
porous (e.g., in catatonic states), but our patient was 
alert, ambulatory, and had no eating problems. To our 
knowledge this is the first reported case of psychogen- 
ic oligodipsia, a syndrome diametrically opposite to 
the frequently reported psychogenic polydipsia. 
Drinking is one of our most primitive drives, and in- 
deed, only in a severely disturbed person could this 
powerful drive be thwarted. The prevalence of psy- 
chogenic oligodipsia is a matter of speculation. In view 
of the possibilities of morbidity and mortality associat- 
ed with hypernatremia and hyponatremia (1), we sug- 
gest monitoring serum sodium levels in all psychotic 
patients to identify those patients who may have oligo- 
dipsia or polydipsia. 
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Misidentification of a City: Delimiting Criteria for Capgras Syndrome 


BY MARIE INGRAM THOMPSON, M.D., KENNETH R. SILK, M.D., AND GERALD L. HOVER, PH.D. 


In 1923 Capgras described a symptom of delusional 
misidentification wherein the patient believes that a fa- 
miliar, emotionally charged other person has been re- 
placed by a duplicate or double of that person (1). The 
patient appears to retain recognition of the significant 
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other person's external appearance but then delusion- 
ally denies the other's identity, claiming the other per- 
son has been duplicated by an imposter. This misiden- 
tification classically occurs with a clear sensorium (2). 

The Capgras delusion is üsually limited to those per- 
sons closest to the patient (a spouse, child and/or par- 
ent). Often there is some explanation for the dis- 
appearance of the real person (kidnapped, imprisoned, 
murdered). The imposter is frequently endowed with 
persecutory, sexual, or hostile intentions toward the 
patient (3). 

Attempts have been made to explain the Capgras 
syndrome from either psychodynamic or neurologic 
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perspectives. Psychodynamic theory states that Cap- 
gras is a mental mechanism wherein the patient is un- 
able to repress intense ambivalence toward a love ob- 
ject (2, 4). The patient expresses this ambivalence in a 
psychotic masner, splitting the object representation 
into good and bad and concretizing the bad in the form 
of the imposter (2). Neurologic hypotheses have usual- 
ly equated Capgras with prosopagnosia, i.e., the in- 
ability to recognize faces (5-7). It is postulated that an 
anatomic defect in striate and parastriate areas of the 
cortex, which may possibly involve portions of tempo- 
ral, parietal, and/or occipital lobes, causes the non- 
recognition. | 

The case presented here is an unusual variant of 
Capgras syndrome. The patient maintained that there 
were at least eight duplicates of his wife and children, 
each duplicate living in a separate duplicate city with a 
double of the patient. A literature review (3, 8, 9) failed 
to uncover a similar case, although Forth and Theo- 
filopolous (10) recently described a case wherein in- 
animate objects were replaced by duplicates. 


Case Report 


Mr. A, a 32-year-old unemployed man, was admitted with 
a diagnosis of schizophrenia (DSM-HI). He was legally sepa- 
rated from his wife and four children and lived alone. His 
parents had been divorced when he was 17 years old. He had 
one younger sister. 

At 20 years of age, he joined the service. After 7 months 
Mr. A was discharged with the diagnosis of schizophrenia, 
paranoid type. He had repeatedly experienced auditory hal- 
lucinations commenting on his activities. He believed his 
feelings and thoughts were controlled by the same force that 
governed the voices. In the decade since his service dis- 
charge Mr. A had been hospitalized approximately 20 times 
for periods of 1 to 3 months. Auditory hallucinations and 
exacerbation of paranoid ideation with accompanying delu- 
sions of control were the usual precipitants of his hospital- 
izations. Mr. A improved markedly after he began receiving 
antipsychotic medication; however, he would discontinue 
the medication when he was discharged from the hospital. 

Despite remission of other symptoms, Mr. A had a per- 
sistent delusional misidentification that began with the onset 
of his psychosis. After returning home from the service he 
believed he had arrived at a city that appeared to be an exact 
replica of his hometown, but he knew it was an ‘‘imposter- 
city.” He first thought the imposter-city was located in Rus- 
sia, but later he acknowledged that some imposter-cities 
were in the United States. He stated that there were eight 
imposter-cities and that he had spent the last 8 years wander- 
ing between them without finding the real one. (His wife re- 
ported that he always returned to his hometown between 
hospitalizations.) Each imposter-city had duplicates of his 
family members. He knew they were imposters because they 
did not ‘‘feel’’ like the real people to him. He believed that in 
his real hometown his real family was deceived by an impos- 
ter of himself who replaced him in his absence. 

Two years ago Mr. A claimed he found his way back to the 
real city and rediscovered his wife. He cannot explain what 
happened to the imposter of himself or to the other imposter- 
cities and families. He says that they must exist somewhere. 
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These ideas persist despite continued exacerbations and re- 
missions of his illness over the last 2 years. 

Mr. A had no history of substance abuse, head trauma, or 
loss of consciousness. His medical history was negative, and 
his family history was negative for psychiatric or neurologic 
disorders. The findings from a neurologic consultation, in- 
cluding an EEG and CT scan, were essentially within normal 
limits. His IQ was 111 (verbal, 121; performance, 97). Neu- 
ropsychological testing administered after Mr. A felt that he 
was in his real home revealed he had difficulty with tasks 
requiring figure drawing and picture sequencing. He was 
able to retain visual images. 


Discussion 


The multiplicity of doubles, as well as the extension 
of doubles to inanimate objects (cities), makes this 
case an unusual variant of Capgras. However, the case 
is typical of Capgras because Mr. A recognized who 
the people and city were supposed to be but delusion- 
ally misidentified them as being clever copies of the 
actual objects. Therefore, despite Mr. A's perce»tual 
difficulties on neuropsychological testing, his patholo- 
gy lay not in an error of recognition but in the forma- 
tion of a delusion. 

This recognition of who the object is supposed to be 
helps to delimit Capgras from neurologic disorders. 
Prosopagnosia, the nonrecognition of faces, and the 
broader concept cf agnosia in general involve Icss of 
the ability to recognize the typography (i.e., the sur- 
face physical characteristics) of a face or object and 
are true anidentifications. Similarly, patients mav suf- 
fer from anomia, the loss of ability to name a familiar 
object, or from aphasias in general. These disorders, 
singly or in combination, may be accompanied bv ran- 
dom confabulation. 

The above discrders stand in clear contrast to the 
psychosis seen in Capgras. The Capgras patient recog- 
nizes the typography of the object and knows who or 
what it is supposed to be. The patient, however, 
denies the object's reality and then delusionally mis- 
identifies it as an imposter or duplicate. 

We suggest that the pathology of Capgras lies not in 
a perceptual error but in the patient's disordered re- 
sponse to a clearly recognized object. Limiting the di- 
agnosis of Capgras syndrome to cases that involve the 
elements of 1) recognition, 2) naming, 3) denial, and 4) 
delusional misidentification would distinguish it as a 
functional disorder, clearly differentiated from the 
neurological problems of naming and perception. 
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- BY JAMES M. SMITH, PH.D., DANIEL D. DUNN, M.A., AND MARY P. BURKE, М.А. 


Although a considerable amount of research on the 
manifestations and treatment of tardive dyskinesia has 
been conducted during the past two decades, it is only 
recently that systematic attention has been given to 
other deficits that may be associated with this disorder 
(1, 2). Among these deficits, several authors have 
noted a weight loss in some patients with tardive dys- 
kinesia. Gardos and associates (3) reported significant 
negative correlations between tardive dyskinesia rat- 
ings and body weight in two patients studied longitudi- 
nally. In both patients the highest correlations with 
weight loss involved neck and trunk movements, sug- 
gesting that these movements led to increased energy 
expenditure with an almost immediate weight loss. 
Furthermore, it was their visual impression that there 
was a preponderance of thin tardive dyskinetic pa- 
tients. Sovner (4) also indicated that weight loss sec- 
ondary to the constant movement of tardive dyski- 
nesia may be one of the complications of the disorder. 
Weight loss associated with Huntington's chorea has 
been explained similarly (5). 

Even though these authors suggest that weight loss 
is secondary to the constant movement, there is also 
the possibility that a more central mechanism may be 
involved. Animal studies have implicated brain cate- 
cholamines in the regulation of food and water intake, 
and some clinical data suggest the involvement of do- 
paminergic systems in particular. Rosenberg and asso- 
ciates (6) reported that Parkinson's disease, which in- 
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volves a diminution of dopaminergic activity, is occa- 
sionally associated with an abnormally increased 
sensation of hunger and an insatiable appetite. In addi- 
tion neuroleptic drugs, which decrease dopaminergic 
activity, frequently result in weight gain (7). On the 
other hand, drugs that increase dopaminergic activity, 
e.g., dextroamphetamine, have anorectic effects with 
subsequent weight loss without appreciable increases 
in movement. One hypothesis is that tardive dyski- 
nesia results from a neuroleptic-induced dopaminergic 
hyperactivity in the nigrostriatal tract, therefore, it is 
conceivable that a parallel hyperactivity may be evi- 
denced in other dopamine tracts in the brain as well. 
One indication of this would be the development of 
anorexia and subsequent weight loss. This weight loss 
would be typical of tardive dyskinesia in its myriad 
forms and not merely secondary to severe gross body 
movements. 

To our knowledge there has been no large-scale 
study of this topic. In addition to being of direct clini- 
cal interest, the demonstration of dopaminergic paral- 
lelism would lend indirect support to the notion that 
there may be a similar parallelism leading to a super- 
sensitivity psychosis (2). In order to study the relation- 
ship between weight loss and tardive dyskinesia, we 
examined patient data from a previous study on tar- 
dive dyskinesia (8). 


Method and Results 


In a study to determine the prevalence of tardive 
dyskinesia among inpatients at the Harlem Valley Psy- 
chiatric Center, Smith and associates (8) obtained in- 
formed consent from 377 of the center’s inpatients. 
Two examiners rated these patients on the Abnormal 
Involuntary Movement Scale (AIMS), which was de- 
signed by the National Institute of Mental Health to 
measure the presence and severity of abnormal move- 
ments in seven body areas. Of the 377 patients rated, 
293 had a primary or secondary diagnosis of schizo- 
phrenia at some time during their hospitalization; 30% 
of these 293 patients had at least moderately severe 
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Weight, Differences Between Patients With Tardive Dyskinesia and Those Without 





Patients Under 60 Years of Age 


Patients 60 Years of Age or Older 











^ é With Tardive Without Tardive With Tardive Without Tardive 
Dyskinesia? Dyskinesia Dyskinesia? Dyskinesia 
Measurement N Mean Weight (kg) N Mean Weight (kg) М Mean Weight (kg) N Mean Weight (kg) 
Initial study 
Men (N 7129) 20 40 31 38 
AIMS weight" 72.85 74.59 63.55 66.54 
Predicted weight 78.33 76:92 72.57 73.43 
AIMS weight minus 
predicted weight —5.48 -2.32 —9.02 —6.85 
Women (N=124) 18 32 48 26 
AIMS weight? 67.39 74.69 64.31 64.31 
Predicted weight 67.10 68.02 66.06 $6.02 
AIMS weight minus 
predicted weight 0.28 6.67 —1.74 —1.71 
Follow-up at 2 years 
Men (N —87) 16 28 22 21 
Current weight 70.67 77.00 65.61 66.76 
Current weight minus 
AIMS weight —1.65 0.42 +0.87 +0.45 
Current weight minus 
predicted weight —6.50 0.25 —7.25 —6.57 
Women (N=81) 12 24 І 33 12 
Current weight 68.61 72.14 62.26 59.50 
Current weight minus 
AIMS weight —4.01 —2.64 —-3.31 —5.03 
Current weight minus 
predicted weight 0.42 4.06 —3.88 —5.63 


"Patients had an average rating on the Abnormal Involuntary Movement Scale (AIMS) of at least 2.5 on at least one of the seven bodv-area items. 


"Weight data recorded at time of AIMS evaluation. 


symptoms of tardive dyskinesia. Details on AIMS and 
the examination procedures employed were reported 
in that study. 

Our follow-up study was conducted 2 years later. Of 
the 293 patients in the original sample who were diag- 
nosed as suffering from schizophrenia, 168 patients re- 
mained as inpatients, 97 patients were discharged, 20 
patients died, and 8 patients were transferred to other 
institutions. By means of a retrospective chart review 
of the inpatients and discharged patients, we obtained 
the weight of each patient at the time nearest the date 
of the patient'S AIMS examination. This information 
was available for all of the 168 current inpatients and 
for 85 of the 97 discharged patients, yielding a total 
sample of 253 patients (129 men and 124 women). Pre- 
dicted weights were computed for each of these pa- 
tients based on sex, age, and height according to the 
regression equations presented by the National Center 
for Health Statistics (9). In addition, for the sample of 
168 inpatients (87 men and 81 women) current weights 
were obtained, that is, the patient's weight nearest the 
time of this follow-up. Finally, weight difference 
scores (raw scores as well as percent difference 
scores) were computed. We calculated the differences 
between 1) weight at the time of the AIMS evaluation 
and predicted weight for all 253 patients, 2) current 
weight and weight at the time of the AIMS evaluation 
for the 168 inpatients, and 3) current weight and pre- 
dicted weight for the 168 inpatients. 


Because age and sex have been shown to be related 
to dyskinesia, separate two-way analvses of variance 
(dyskinesia by age group) were conducted for each of 
the sexes. The age variable was dichotomized at age 60 
(«60, =60) and the presence of dyskinesia was defined 
as an average rating of 2.5 or higher in any one or more 
of the AIMS body symptom areas. The latter criterion 
has been used previously (10). These analyses were 
performed on the AIMS weight of the patients, their pre- 
dicted weights, current weights, and the three weight 
difference scores (both as raw scores and percent dif- 
ference scores). Some of these data are presented in 
table 1. Although the mean differences for the younger 
group are in the predicted direction, in none of these 
analyses was dyskinesia or the interaction of dyski- 
nesia with age statistically significant. 

Because the analyses of variance took account only 
of the presence or absence of dyskinesia, it alsc 
seemed useful to determine whether there was a rela- 
tionship between severity of dyskinesia and weight. 
We obtained this information by computing the corre- 
lations between AIMS item scores and AIMS weight. 
current weight, predicted weight, and the three dif- 
ference scores (both raw scores and percent difference 
scores). In addition to the AIMS item scores AIMS 
total scores (sum of the first seven items), AIMS face 
scores (sum of the first four items), and AIMS extrem- 
ity/trunk scores (sum of items 5, 6, and 7) were includ- 
ed in the correlational analyses. The latter two sub- 
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scores (AIMS face score and AIMS extremity/trunk 
score) were utilized to determine whether a weight ef- 
fect might be associated more with severity of gross 
body movements. To eliminate age and sex as con- 
founding factors in the correlational analyses, separate 
correlation matrices were computed for younger and 
older men and younger and older women; the age 
groups were dichotomized at age 60 as in the previous 
analyses. There were few statistically significant rela- 
tionships, and because the relationships presented no 
consistent pattern they could easily be attributed to 
sampling fluctuations. Of particular interest is the fact 
that the AIMS extremity/trunk scores did not show 
higher correlations with weight than did AIMS face 
scores. 


Discussion 


These results indicate that tardive dyskinesia is not 
associated with a general and characteristic weight 
loss. In interpreting this finding one should bear in 
mind several factors. First, this study was conducted 
in an inpatient setting where weight is regularly mon- 
itored. Presumably, if a patient varied appreciably 
from his normal weight, attempts would be made to 
correct this deviation and this would attenuate weight 
changes associated with tardive dyskinesia. Further- 
more, in older patients it is easy to see how any weight 
change induced along with tardive dyskinesia could be 
obscured by the overriding effects of physical illness 
on weight. One would not, of course, expect this fac- 
tor to apply to young patients to any great extent be- 
cause young patients are not as likely to suffer from 
serious physical illness. Finally, this was a cross-sec- 
tional study, and no conclusions can be drawn about 
the weight changes that might be evident only at the 
time of the initial development of tardive dyskinesia 
and that might show some adaptation. In our sample, 
especially in the older patients, undoubtedly many de- 
veloped tardive dyskinesia a number of years before 
the AIMS ratings. 
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These considerations notwithstanding, the results of 
this study demonstrate that there are no characteristic 
and persistent weight changes associated with tardive 
dyskinesia of sufficient magnitude to offset other fac- 
tors that influence body weight. Although Gardos and 
associates (3) presented longitudinal data on two pa- 
tients showing a relationship between the exacerbation 
of gross body movements and weight loss, the results 
of the present cross-sectional study indicate that 
weight loss is not typical, even in patients with severe 
movements. Several of the patients in the sample had 
severe gross body movements, yet they showed little 
or no weight loss. This finding also suggests that the 
weight loss in Huntington’s chorea may not necessari- 
ly be secondary to the choreic movements, as is com- 
monly assumed. 
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Antimanic Effect of Clonidine 
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BY ROLAND JOUVENT, YVES LECRUBIER, ALAIN J. PUECH, PIERRE SIMON, AND DANIEL WIDLÓCHER 


Тһе role of norepinephrine in affective disorders 
remains the subject of extensive discussion and re- 
search. We have undertaken a systematic investiga- 
tion of the effects of central stimulating or blocking 
agents of noradrenergic receptors in this context (1, 2). 
We hypothesized that the use of a stimulant of о-ай- 
renergic presynaptic receptors, which reduces the re- 
lease of norepinephrine (3), might be effective in the 
treatment of manic states. We decided to explore 
clonidine because its central effects have received 
some support. For example, clonidine has sedative ef- 
fects (4), a favorable effect on the withdrawal syn- 
drome in drug dependence (5, 6), and the side effect of 
inducing a depressive syndrome when prescribed for 
hypertension (4). 


Method 


We studied the antimanic properties of clonidine in 
eight patients. Patients 1-5 were hospitalized in our 
department of psychiatry for the present episode, i.e., 
a typical manic episode with increased mood level, 
flight of thoughts, increased motor and verbal activity, 
but not schizophrenic symptoms. Patients 7 and 8 
were hypomanic when they came to the outpatient de- 
partment; they had been hypomanic for at least 8 days 
when we prescribed clonidine. They continued to be 
treated as outpatients. Patients 1-5 and 7 and 8 were 
bipolar, i.e., had previous occurrences of depression. 
Patient 6, the only unipolar patient, was a long-term 
inpatient hospitalized for chronic mania, which had 
not notably improved by the use of neuroleptics. 

We progressively increased each patient's dose 
from 1'/2 to 3 tablets of clonidine per day (1 tablet = 
0.15 mg) within 3 days according to tolerance and effi- 
cacy. At night all patients received diazepam (10 mg) 
as a hypnotic, except for patient 7, who received 
chlorpromazine (25 mg). Although patient 8 had re- 
lapsed under lithium treatment, this treatment was 
maintained (blood level, 0.5-0.6 mEq/liter). We de- 
cided to add droperidol in case of insufficient action of 
clonidine, and this possibility was a means of in- 
directly evaluating clonidine efficiency. 

Inpatients were seen twice daily by a psychiatrist 
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and were rated once daily, always at the same hour (9 
a.m.-10 a.m.), by another independent psychictrist 
(R.J.) who used the mania rating scale of Bech and 
associates (7), an 11-item scale on which each item is 
scored on a 5-point scale (range=0-44). The symp:oms 
assessed concerned motor activity, verbal activity, 
flight of thoughts, noise level, hostility, mood level, 
self esteem, contact, sleep, sexual activity, and work. 

Outpatients were evaluated under the same condi- 
tions by the same rater but at 3-day intervals. All pa- 
tients were rated before treatment began and аргіп at 
days 3 and 6 of treatment. 


Results 


We observed a strong global improvement in three 
of the eight patients (patients 1, 5, and 8) and partial 
improvement in three others (patient 4, who improved 
in all symptoms, aad patients 6 and 7, who improved in 
mood and motor agitation only). Only two patients re- 
quired administration of droperidol: patient 1 on only 
the first day of treatment and patient 2, who did not 
respond to clonidine or to clonidine plus oral droperi- 
dol and required droperidol by intramuscular :njec- 
tions. The fact that for 6 patients out of 8, their psychi- 
atrists did not find it necessary to add droperidol is 
further but indirect argument in favor of clonidine's 
antimanic effect. 

All patients except patients 2 and 4 registered a no- 
table reduction in sleep disturbance. The fact that effi- 
cacy was slight until day 3 is probably due in part to 
the slow increase in doses. Although not indicated in 
table 1, better results at day 3 were obtained when tol- 
erance permitted a rapid increase to 0.45 mg (3 tablets) 
of clonidine, which seems to be an effective dose. The 
age, sex, diagnosis, associated treatments, and scores 
on the Bech scale for all patients are given in table 1. 
Clonidine treatment was discontinued on day 2 for pa- 
tient 3 because of arterial hypotension; all other pa- 
tients exhibited only slight hypotension (10-20 mm 
Hg) and no clinical expression during the course of 
clonidine treatment. Patients 5 and 8 exhibited a mood 
inversion (depression) necessitating the discontin- 
uation of clonidine after 1 week of treatment; patient 
8's mood spontaneously returned to normal, but for 
patient 5 the initiation of antidepressant treatment was 
necessary. 


Comment 


It is too early to ascertain the therapeutic usefulness 
of clonidine as a common treatment of manic states. 
Our clinical impression is that clonidine has an authen- 
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TABLE 1 
Demographic, Diagnostic, and Treatment Data for Eight Manic Patients Taking Clonidine? 





Bech Scale Scores* 








Age 
Patient" (years) Sex Diagnosis Associated Treatments (mg/day) Day 0 Day 3 Day 6 " 
1 28 M Acute mania Droperidol, 50 1st day only; diazepam, 10 25 12 3 
2 40 Е Acute mania Droperidol, 150; diazepam, 10 30 31 =t 
3 67 M Acute mania Diazepam, 10 23 —° — 
4 33 M  Acutehypomania Diazepam, 10 19 19 6 
5 £6 Е Acute mania Diazepam, 10 32 28 4f 
6 58 M Chronic mania Diazepam, 10 24 16 11 
7 44 M Acutehypomania Chlorpromazine, 25 19 16 6 
8 §8 F  Acutehypomania Lithium carbonate, 750; diazepam, 10 16 10 4f 
Mean (+80)  50.5—16.2 ` 23.5+5.5 18.9+7.9 5,742.9 








*Maximum dose=0.45 mg/day. 

‘Patients 1-6 were inpatients; patients 7 and 8 were outpatients. 

*Range=0-44, where 0—normothymic state and 44— maximal intensity of manic state; a score of approximately 10-20 indicates hypomanic state. 
*Clonidine discontinued on day 4 for inefficacy. 

*Clonidine discontinued on day 2 for severe hypotension. 

'Inversion of mood. 
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More on Medical Responsibility 


Sir: I wish to respond briefly to Dr. Frederick J. Stod- 
dard's comment (September 1980 issue) on my article 
“ ‘Medical Responsibility’ in Institutional Settings." It 
seems to me that Dr. Stoddard and I agree about the problem 
but disagree about the direction in which the resolution lies. 
His is the more optimistic view. All of his options rely on 
significant increases in resources. I hope he is correct, but I 
see little on the horizon to suggest either that the monies 
needed to support better care in institutions will be forth- 
coming or that enough doctors will go into psychiatry or 
enough psychiatrists will want to work in institutional set- 
tings. 

The new APA guidelines about which Dr. Stoddard 
speaks are commendable. However, they do not define 
adequacy of supervisory contact. Further, the guidelines 
are not official policy; they may ‘‘be adapted to local cus- 
toms and practice.” The billing guidelines are an improve- 
ment. Unfortunately they will further erode the already 
collapsing funding base of many institutions. 

High principles that cannot realistically be implement- 
ed are merely rhetoric. Many psychiatrists in institutional 
settings cannot even follow the current guidelines— indeed, 
the logistics of the system make it impossible. Why then 
should we feel that publishing new and stricter guidelines 
will be more than rhetoric? I am not particularly interested in 
writing a new code of ethics per se; I wish to use such writing 
to design an improved, if imperfect, delivery system. 

Jt is not correct to characterize my approach as a retreat 
from responsibility. The retreat occurred long ago when the 
practices I mentioned in my paper became de factó stan- 
dards of institutional procedure. Dr. Stoddard and I both ad- 
vocate advances; he advocates a further advance than I do, 
but I believe mine has a greater likelihood of being attained. 


BEN BunsrEN, M.D. 
Memphis, Tenn. 


Galactorrhea and the Factors Behind Symptom Production 


Str: Richard M. Zeitner, Ph.D., and associates’ case 
report ''"Pharmacogenic and Psychogenic Aspects of Galac- 
torrhea’’ (January 1980 issue) is an example of the difficult 
beginning attempts we make to understand the interaction of 

, pharmacological, endocrinological, and psychological fac- 
tors in symptom production. I would like to add these com- 


ments to the complex interaction that may have been in- 
volved in this case. 

Peptide hormones, such as prolactin, are often involved in 
the regulation of several organs. These different organs may 
be involved in a single physiological effect with the apparent 
adaptive advantage that effects on the different organs may 
be correlated in a ‘foolproof way” (1). 

The brain is included in these organs. Thus, a one-way 
model of brain-hormone interaction is no longer tenable 
since hormones affect the brain and behavior. Such effects 
are currently the subject of much intense investigation (2). 
An awareness of this mutual interaction may help us to un- 
derstand and more appropriately treat our patients and, in 
turn, may help us tetter understand these interactions. 

Prolactin, in addi-ion to playing an important role in mam- 
millary development, also plays an important role in regulat- 
ing mammalian maternal behavior (3, 4). However, prolactin 
may have several different functions in different species; 
thus the specific re.evance of the above to humans is ques- 
tionable. Yet, elevated prolactin levels have been associated 
in both men and women with decreased sexual desire and 
sexual dysfunction that may be relevant to maternal behav- 
ior (5). 

The elevated prclactin levels of the patient described by 
Dr. Zeitner and assdciates may have led to an intensificatior. 
of her maternal desires and conflicts, and added to her feel- 
ings of uselessness after the loss of her children. This might 
occur as a result of either a direct effect of prolactin on the 
brain or the indirect effect of its induced breast changes or. 
physiological funct ons and the patient's perceptions of her- 
self. Thus, by the mechanisms noted above, decreasing the 
patient's medication, as the authors did, would not only be 
directly helpful in Cecreasing the patient's obvious symptom 
of galactorrhea, but might also help to decrease her maternal 


' conflicts. 


If elevated prolactin levels directly or indirectly intensify 
maternal conflicts in patients, decreasing prolactin levels bv 
the use of a dopaminergic agonist such as bromocriptine 
might be helpful in less complicated cases. 

The authors noted that since Ms. A's first psychotic epi- 
sode she had had three exacerbations, each characterized bv 
auditory hallucinations and preoccupations with ''a child 
being hurt" and ‘‘someone desperately needing me." Did 
the specific content of these hallucinations begin only afte- 
neuroleptic treatment and elevation of the patient’s prolactin 
level? Could these be attributed in part te elevated prolactin 
levels and thus be considered a side effect of her medication? 
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MartTIN R. COHEN, M.D. 
Iowa City, la. 


Dr. Zeitner Replies 


Sir: Dr. Cohen’s speculations are intriguing and further 
accentuate our contention that the most comprehensive for- 
mulations of clinical phenomena occur when investigators 
make attempts to translate etiology and treatment strategies 
from one level of understanding to another (i.e., a translation 
of psychological events into the language of neuroendocri- 
nology). 

In regard to Dr. Cohen's final speculation, the hallucina- 
tions involving ‘ʻa child being hurt” and ‘‘someone desper- 
ately needing me" occurred when Ms. A was on no medica- 
tion at all. Nonetheless, Dr. Cohen's thoughts about the in- 
terdigitation of prolactin and Ms. A's maternal conflicts 
provide another useful perspective in considering this case. 


RICHARD M. ZEITNER, PH.D. 
Kansas City, Mo. 


Prison Mental Health Programs in North Carolina 


Sir: "The Violation of Psychiatric Standards of Care in 
Prisons" (May 1980 issue) by Edward Kaufman, M.D., was 
timely and challenging. Dr. Kaufman obviously has had per- 
sonal experiences worthy of noting, especially by those who 
are unconcerned about the psychiatric care of prisoners. Re- 
grettably, many of these prisoners are poor and black. The 
miscarriage of justice for some citizens begins before they 
are ever arrested, and continues during imprisonment and 
throughout their lives. 

However, I have great concerns about some of the sweep- 
ing generalizations Dr. Kaufman made about all prison men- 
tal health programs, federal and state. I am particularly trou- 
bled by the.statement that ‘Һе conditions in the 3 recently 
examined prison systems reflect the general situation in pris- 
ons everywhere in this country.” Apparently, Dr. Kaufman 
is unfamiliar with the mental health facility of the Federal 
Bureau of Prisons in Butner, N.C., that has a phvsical struc- 
ture equalled by few private institutions and that is cer- 
tainly superior to the majority of antiquated buildings found 
at state mental hospitals. The Butner facility provides quali- 
ty treatment with the opportunity for vocational, occupa- 
tional, and recreational therapies. Similarly, the mental 
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health programs in the North Carolina State Penal System 
have been raised to a new and respectable level by the.hard 
work of a nationally known pioneer of correctional psychia- 
try, Charles E. Smith, M.D., of the University of North Car- 
olina at Chapel Hill, and the staff of the Depaetment of Psy- 
chiatry, Duke University Medical Center. 

We believe that training institutions should be involved in 
the management of mental health programs in corrections 
and responsible for preparing professionals to meet the spe- 
cial needs of incarcerated patients, thus raising the standards 
of care. In fact, psychiatric residents and medical students 
from both of these universities are afforded supervised elec- 
tives in the psychiatric care of inmates. Our students have 
Biven this experience astonishingly high ratings. 

It seems grossly unreasonable to have state mental hospi- 
tal systems assume the added burden of caring for mentally 
ill inmates when most state mental hospitals cannot ade- 
quately care for their own patients. Moreover, penal mental 
health programs provide care for mentally disturbed inmates 
who are victims of the recent massive deinstitutionalization 
that occurred without sufficient planning. Penal institutions 
should develop autonomous comprehensive health care sys- 
tems because the successful treatment of mental illness does 
not occur as an isolated phenomenon. Assuming inmates will 
return to prison once restored, they will require adequate 
follow-up care. Nothing can be more unsettling. than the 
shuttling of chronically disturbed inmates between treatment 
facilities that may have discrepant treatment philosophies. 


JAMES H. CARTER, M.D. 
Durham, N.C. 


Enuresis and Incontinence Occurring with Neuroleptics 


Sir: In “Nocturnal Enuresis Caused by Psychotropic 
Drugs" (June 1980 issue) Ramakrishan S. Shenoy, M.D., 
further corroborated our clinical observation of urinary in- 
continence in patients receiving neuroleptics (1). Urinary in- 
continence as a side effect of phenothiazine and butyrophe- 
none derivatives is more common than previously realized. 

We reviewed this clinical phenomenon and its pathophys- 
iological implications. Several additional facts need empha- 
sis. Enuresis and/or daytime urinary incontinence occur with 
the following neuroleptics: chlorpromazine, thioridazine, 
chlorprothixene, thiothixene, fluphenazine, trifluoperazine, 
and haloperidol. Enuresis/urinary incontinence with neuro- 
leptics appears to be an acute to subacute treatment-emer- 
gent symptom of drug administration occurring within hours 
or sporadically over the first several weeks regardless of the 
patient's previous genitourinary condition. This enuresis/uri- 
nary incontinence appears to diminish with continued neuro- 
leptic administration or follows an on-off pattern when the 
drug is discontinued. Enuresis and urinary incontinence are 
not affected by anticholinergic agents used for associated ex- 
trapyramidal symptoms. 

An 18-year-old man whom we treated sequentially with 
haloperidol, chlorpromazine, and fluphenazine had 14 epi- 
sodes of enuresis or urinary incontinence in the first 65 days 
of treatment; yet he stabilized on 1200 mg of chlorpromazine 
and his incontinence did not recur. 

Enuresis and urinary incontinence are common phenome- 
na in diseases affecting the basal ganglia (2), e.g., parkin- 
sonism, idiopathic orthostatic hypotension, and striatonigral 
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degeneration (1). Neuroleptics alter the balance of central 
biogenic neurotransmitters and cause extrapyramidal symp- 
toms. Furthermore, dopamine agonists may induce urinary 
retention. Bromocryptine, an ergot alkaloid with significant 
dopamine-agonist activity, is used to treat parkinsonism and 
is reported to be beneficial in unstable bladder disturbances 
with symptoms of frequency, urgency, nocturia, and urinary 
incontinence unresponsive to other drugs or bladder manipu- 
lation (3). 

We concur with Dr. Shenoy's statement that a-adrenergic 
blocking actions do not adequately explain this phenomenon 
because of the absence of other systemic adrenolytic effects. 
It should be clarified, however, that primary enuresis in male 
children is not a disturbance of slow-wave sleep, nor is there 
a greater than chance occurrence of enuresis in any particu- 
lar sleep pattern (4). ` 

Enuresis and urinary incontinence in patients receiving 
neuroleptics may be other forms of extrapyramidal toxicity. 
Further study is warranted to clarify the prevalence and 
pathophysiology of urinary disturbances in patients treated 
with phenothiazine and other antipsychotic compounds. 
Correlating drug effects with neurophysiology may further 
cur understanding of the action of these agents. 
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PAUL J. AMBROSINI, M.D. 
H. GEORGE NURNBERG, M.D. 
New York, N.Y. 


Time Orientation and Ghetto Patients 


Sır: I was extremely disturbed after reading ‘‘Time Orien- 
tation and Psychotherapy in the Ghetto’’ (March 1980 issue) 
by Eric Lager, M.D., and Israel Zwerling, M.D., Ph.D. Al- 
though the intent of the article was good—to explain that 
long-term therapy can benefit ghetto patients if the therapist 
understands their present-time cultural value orientation— 
the article left a bad taste in my mouth. 

There are some elements of truth in the notion ‘‘Live 
today before you die tomorrow.” However, the idea that 
"appointments are never more than approximate schedules; 
they are kept according to ‘black people's time’ or ‘Puerto 
Rican time’ ’’ is unacceptable. I base this assertion on 10 
years of experience in treating ghetto patients. I currently 
work in a ghetto clinic and see about 125 patients, who are 
predominantly black. These patients keep their appoint- 
ments or will call and arrange for another appointment if 
they are unable to come in. They know I expect them to be 
on time. The first time a patient arrives late I explain that if 
he arrives late a second time I will not see him. He will sim- 
ply have to get another appointment. 

І agree with the statement that the ‘‘most common cause 
for stormy reactions and treatment interruptions was the 


- -—-—— «4 


+ LETTERS TO THE EDITOR 1279 


therapist's underestimation of the importance of the thera- 
peutic relationship for the patient.” I suggest that the thera- 
pist use the importance of the therapeutic relationship to en- 
courage the patient to be prompt and to prepare for the fu- 
ture rather than simply excusing the patient's behavior as 
being culturally appropriate. It has been my impression that 
the ghetto patient who casually floats in late to his session is 
being "cool." It is extremely important that ghetto patients 
maintain some sense of power and control; to maintain this 
**overcompensatorv grandiosity” they may initially attempt 
to downplay the importance of the therapeutic relationship 
by casually floating in late to their sessions. This behavior 
will continue unless the therapist makes it clear that it will 
not be accepted. Allowing this behavior to go unchecked on- 
ly develops and reinforces a defense that undermines the ne- 
cessity of being on time for work. 

Dr. Lager and associates did make some good points 
which support my contention that their reasons for asserting 
that ghetto patients are never on time are incorrect. They 
noted that patients who tend to stay in treatment feel special. 
I agree with this as I have seen it in my practice. Peorle who 
are ‘‘special’’ often have expectations placed on them which 
they are expected to meet. Thus, I explain to my ratients 
that ‘rank has its price and privilege.” As a result of the 
special status they derive from being involved with psycho- 
therapy, I expect them to pay several prices, one of which is 
being on time. Compliance with this expectation is usually 
fairly high. Thus I have a hard time believing that the:r origi- 
nal lateness stemmed from an orientation toward time that 
was deeply rooted in their fundamental value system. This 
fundamental value is too easily stopped by a simple ex- 
planation of the importance of being on time and then by 
enforcing the consequences of arriving late. Of course, if the 
assessment of middle-class therapists is overloaded with 
misinterpretations of sexual and aggressive behavioral re- 
ports as being signs of impulsive behavior and therefore su- 
perego deficits, I would hardly expect such therapists to sim- 
ply state that if the patient is late, he wil! not be seen. 

Finally, I have not seen among my patients a tendency 
toward reduced self-awareness or minimal verbal communi- 
cations about their feelings toward therapy. I have seen that 
there is an initial ‘‘cool’’ and, considering the high rate of 
institutionalization of ghetto patients, an appropriate distrust 
of therapists which does not allow the patients to talk about 
such issues. However, during the course of therapy that cool 
falls away rather quickly and one finds oneself with a very 
aware, sensitive patient. It is only then that a therapist real- 
izes the danger of emotional life in the ghetto and the need to 
protect narcissistic vulnerabilities through the use of *'being 
cool’’ and thus being late. 


САВ. C. BELL, M.D. 
Chicago, Ill. 


Dr. Lager Replies 


Sir: The authors thank Dr. Bell for his comments. Our 
experience, however, has been that patients who are told 
firmly that they need to be on time before they have estab- 
lished a relationship tend to drop out in large numbers. 


Eric LAGER, M.D. 
Philadelphia, Pa. 
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The Importance of Clinical Work to Psychiatrists 


Sir: This is in response to '' Rare Birds, Queer Ducks, or 
an Endangered Species?" by Sidney Werkman, M.D., 
"Factors in Medical Students' Choice of Psychiatry," by 
Paula F. Eagle, M.D., and Luis R. Marcos, M.D., and 
"Choosing Psychiatry: The Importance of Psychiatric Edu- 
cation in Medical School," by Arthur C. Nielsen, M.D. 
(April 1980 issue). 

Another possible reason for the decline in medical gradu- 
ates entering psychiatry is suggested by the fact that this de- 
cline began in 1965, about the same time that community 
menta] health movement ideals began to influence psychia- 
try. The community mental health model, in addition to dis- 
charging into the community patients unable to care for 
themselves, displaces the hierarchical medical model by a 
team approach and a supervising or back-up model of psy- 
chiatric practice. Medical students see their psychiatric 
teachers supervising nonpsychiatric clinicians and adminis- 
tering hospital and academic departments rather than treat- 
ing patients. They also see the resulting harm to patients. If 
students believe a doctor's job is to treat patients rather than 
solely to instruct others, they will be forced to look to other 
specialties. Academic psychiatrists might take Adolf Mey- 


er's advice more seriously: '*. . . all psychiatrists must re- 


main active in the treatment of patients. In this way, the еѕ- 


sential perspective of physician as clinician would not be 
lost, and his primary loyalty to the individual patient would 
not be forgotten." We might make working at least part-time 
as a clinician with seriously disturbed patients in an emer- 
gency room or psychiatric hospital a prerequisite for teach- 
ing medical students. If treating patients were made manda- 
tory for administrative psychiatrists, patient care might also 
improve. Administrators would learn firsthand how their 
policies affected patients treated at their facilities. Until 
these changes are made, medical students may be wise to 
avoid a specialty that continues to move farther and farther 
away from providing direct patient care. 


Lewis GLICKMAN, M.D. 
Brooklyn, N.Y. 


Alcoholism: Mimicking Psychopathology? 


Sir: In ‘Clinical Depression in Alcoholism" (March 1980 
issue) Myrna M. Weissman, Ph.D., and Jerome K. Myers, 
Ph.D., suggested a higt rate of psychiatric diagnoses in their 
alcoholic population. They stressed the need for adequate 
assessment of alcoholic patients and consideration of poten- 
tial treatment for disorders and diseases other than alcohol- 
ism. 

As the medical director of a large treatment center for al- 
coholics, seeing approximately 13,000 clients per year, I 
have found that this population commonly has psychiatric 
diagnoses of manic-depressive illness, varying types of 
schizophrenia, and major depressive illnesses. We have 
treated this population for these diagnoses and in approxi- 
mately 95% of these patients the treatment has been inef- 
fective when the primary disease of alcoholism has not been 
treated or has been treated ineffectively. 

We conducted follow-up studies of patients maintaining 
sobriety who also carried major psychiatric diagnoses. In 
98% of these cases, we found no evidence of abnormal men- 
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tal states approximately 6 months to 1 year after onset of 
sobriety. It is our assessment, as well as that of others in the 
field of alcoholism, that the alcoholic disease process can 
mimic severe psychopathology during intervals between 
drinking episodes or during alcohol toxicity itself. We 
strongly recommend that no alcoholic patient be treated for 
psychiatric disorders until the primary alcoholism process 
has been arrested. 


FREDERICK A. MONTGOMERY, M.D. 
Yakima, Wash. 


Dr. Weissman Replies 


Sir: We thank Dr. Montgomery for his thoughtful letter 
and would certainly agree that acute alcohol toxicity can 
mimic a variety of other psychiatric disorders. However, 
this does not detract from our finding that some, but cer- 
tainly not all, alcoholics do have other psychiatric disorders 
that are evident before the alcoholism and that seem to per- 
sist afterward. 

A follow-up study using precise research diagnostic cri- 
teria of alcoholics who are maintaining sobriety 6 months to 
1 year after the onset of sobriety would be quite useful. Such 
a follow-up might document Dr. Montgomery's clinical ob- 
servation that a large percentage of these patients show no 
evidence of abnormal states even though they did so while 
untreated. It would also identify that subgroup who do have 
other psychiatric disorders which could be effectively 
treated. I am unaware of any published studies of this kind 
using systematic diagnostic procedures. 


MYRNA M. WEISSMAN, PH.D. 
New Haven, Conn. 


Withdrawal States and Alcoholic Hallucinosis ; 

Sig: In ‘Psychosis with Withdrawal from Ethchlorvy- 
nol" (February 1980 issue) Leonard L. Heston, M.D., and 
Donald Hastings, M.D., reported an unusually prolonged 
withdrawal state with psychotic symptoms occurring after 
abrupt termination of ethchlorvynol. Important features of 
this state included onset of extensive tactile, visual, and 
auditory hallucinations and the presence of a clear senso- 
rium 8 days after the drug has been discontinued. Drs. Hes- 
ton and Hastings did not comment on the status of the pa- 
tient's vital signs during the initial period of his disturbance. 
A schizophrenic-like state, with continual auditory halluci- 
nations, Schneiderian features, and affective blunting per- 
sisted for 18 months until the patient apparently ended it by 
self-administration of alcohol. Eventually the patient recov- 
ered completely. 

Although Drs. Heston and Hastings speculated on the 
relationship between alcohol, ethchlorvynol, and the pa- 
tient's psychosis, they overlooked the striking similarity be- 
tween this syndrome and alcoholic hallucinosis (1). In the 
latter, during or after alcohol withdrawal the patient exhibits 
symptoms that are difficult to distinguish from schizophre- 
nia, but does not exhibit the confusion commonly associated 
with withdrawal delirium. Although clinicians have frequent- 
ly suspected an underlying schizophrenia and often attribute 
the patient's alcoholism to an attempt to *'self-medicate"' for 
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this condition, there seems to be no genetic background of 
schizophrenia associated with these cases (2, 3). In fact, al- 
coholism and schizophrenia are apparently infrequently as- 
sociated (4). The symptoms often become chronic, although 
shorter courseg are more common (1). 

To my knowledge, asimilar syndrome has not been asso- 
ciated with withdrawal from sedative drugs other than alco- 
hol; perhaps this case is the first. The disappearance of hallu- 
cinations after alcohol intake may indicate that withdrawal 
of both alcohol and sedative-hypnotics produce hallucinosis 
by similar mechanisms and can substitute for each other ef- 
fectively in its "treatment." Other questions remain unan- 
swered, however, such as the possibility that withdrawal 


from alcohol itself caused the prolonged hallucinosis and - 


why symptoms that were so resistant to.pentobarbital during 
hospitalization were so dramatically affected by alcohol 
months later. 
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EDWARD L. MERRIN, M.D. 
San Francisco, Calif. 


Dr. Heston Replies 


Sır: We thank Dr. Merrin for emphasizing different as- 
pects of our case report, but we do not think there is a sub- 
stantial argument between us. Of course alcohol must be 
considered in the total clinical picture; we suggested an addi- 
tive or synergistic effect with ethchlorvynol. However, we 
think that alcoholic hallucinosis alone is an unlikely ex- 
planation of the clinical picture. Our patient’s alcohol intake 
had not been excessive before the first hospitalization but he 
had been taking large amounts of ethchlorvynol over the 
years. (We regarded our medical history as unusually re- 
liable.) We saw three possible explanations for the clinical 
phenomena observed. 1) Alcohol withdrawal alone. We con- 
sidered this most unlikely because we know of no report of 
such prolonged withdrawal among the many thousands of 
patients who have been observed. 2) Ethchlorvynol with- 
drawal. This seems a better bet because the dose was so 
high, the period of use was so long, and the few reports in the 
literature are consistent. 3) Ethchlorvynol plus alcohol. This 
is our choice because the patient used both drugs, which are 
pharmacologically similar, so that substitution (in the phar- 
macologic sense) and interactions could reasonably be ex- 
pected. ' 

Our only possible disagreement with Dr. Merrin is a mild 
disclaimer. We think that comparable withdrawal syndromes 
occur involving glutethimide. 


LEONARD L. HESTON, M.D. 
Minneapolis, Minn. 
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On Reading Lacan: Fundamental Concepts 

Sin; In his review of Jacques Lacan's The Four Funda- 
mental Concepts of Psychoanalysis (July 1979 issue) Gar- 
field Tourney, M.D., stated that ‘‘to read and attempt to 
comprehend Lacan proves a near impossibility.” 

It is true that approaching Lacan’s essays expecting to 
gain access to delineated concepts conveyed through the op- 
eration of logical, propositional reasoning is an exercise in 
futility. However, we should not read Lacan this way any 
more than a therapist should listen to a patient’s expression 
with only that critical faculty which judges the veracity of 
propositions according to Aristotelian categories. Lzcan’s 
writings are examples of free associative cognitions ar.d are 
essentially rich in nuance, metaphor, symbol, and evoca- 
tion—in that ambiguous structure which is the fab-ic of 
dreams and which Freud designated collectively as the 
dream work in chapter six of the Interpretation of Dreams. 
Lacan's discourse requires an act of comprehensior ade- 
quate to the human experience of ambiguous expressive 
meaning, an act of comprehension which is-no less otscure 
when it is raised to the level of a "'fetish" (literally, a dis- 
avowal), as Dr. Tourney suggested. 

The density and overdetermination of Lacan's writing is 
disclosed through that special organ of sense Freud zalled 
evenly poised attention (gelichschwebende Aufmerksamkeit) 
(D), with its implication of bracketing the operations of judg- 
ment, cognition, and perception—characteristics of every- 
day understanding. Lacan should be read like the text of a 
dream, a good joke, or the fluid interplay of image found in 
such inspired poets as Rimbaud. The reader must preserve 
his or her capacity for surprise. 

Lacan does not suffer from a ''tendency to ambiguity” as 
a symptom. Before any judgment of obscurity or observa- 
tion of symptomotology, human expression is essentially 
ambiguous and provisional; this fact enlivens Lacan's writ- 
ings and is never lost sight of even in its explication. When 
reading Lacan we should not lose sight of t3e observation of 
his colleague and friend, Maurice Merleau-Ponty, tha: “the 
will to expression itself is ambiguous and contains a ferment 
that works at modifving it” (2). Lacan referred to this as the 
Discourse of the Other. Nurturing and conveying the ambi- 
guity of experience is not the same as being lost in a web of 
words or defective reasoning. E 

This may also be seen from the perspective of reading La- 
can in the tradition of the ‘‘increasing medical orientation of 
American psychiatry." A positive, productive approach to 
Lacan may also be found in the recent work on hemispheric 
lateralization of cognitive functioning. Following the in- 
spiration of Bogen (3), we should read Lacan with the ap- 
positional logic of the right hemisphere that provides, as 
McLaughlin (4) pointed out, a neurobiologic foundation for 
the image-enriched, affective, and ambiguous Gestalten of 
primary process type cognitions. 

Dr. Tourney criticized Lacan’s writings for not being more 
propositional—that is, not being more consistent with the 
expressive intention of the left hemisphere. But can the left 
hemisphere criticize the right for seeing the world from a 
different angle? Isn't it amazing that both hemispheres could 
find a proper symphonic balance and compromise to produce 
a work as suggestive of novelty and as rich in expression as 
Lacan's? Lacan's work should be reàd as a melody, com- 
parable to the great compositions of Mahler and Ravel. Ra- 
vel, when rendered mute with expressive aphasia, sti. pre- 
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served his melodic, rhythmic, and stylistic sense. If Lacan 
suffered from a propositional aphasia, it is then equally true 
that the preserved melodic sense will yield a productive 
reading of Lacan. ` 

In closing, let us follow the suggestion of Dr. Tourney and 
take a phenomenologic reading of Lacan. Let us be guided 
by Lacan's own words in finding our way through his laby- 
rinthine texts: ‘‘Without first racking our brains to under- 
stand this meaning, how can one translate what is not itself 
language? Led in this way to appeal to the subject, since it is 
to his account which we must transfer this understanding, we 
shall implicate him with us in a wager, a wager that we un- 
derstand him and then wait until a return makes us both win- 
ners. As a result of continuing to perform this shuttling back 
and forth, ne will learn quite simply to set the pace. . ."' (5). 
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EDWARD J. EMERY 
Pittsburgh, Pa. 


Correction 


In ‘‘Psychological Manifestations of Nonbacterial Throm- 
botic Endocarditis’? by Thomas B. Mackenzie, M.D., and 
Michael K. Popkin, M.D., in the August 1980 issue, the last 
sentence of the first paragraph on page 972 should be, ''It 
is generally considered to be a hypercoagulable state." The 
staff regrets this error. 
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NANCY C. ANDREASEN, M.D., EDITOR 


The Powers of Psychiatry, by Jonas Robitscher, J.D., M.D. 
Boston, Mass., Houghton Mifflin Co., 1980, 538 pp., $17.95. 


Dr. Robitscher was a lawyer before he was a doctor. 
Through medical school and psychiatric training, ‘‘some le- 
gal part of myself," he writes, ‘‘saw the psychiatrist-patient 
relationship through the eyes of a lawyer." Some legal part 
still does, if his book is an indication. 

In a 538-page brief (it would have been longer, he says, 
without his able editor), he accuses psychiatry of many 
crimes. Psychiatrists, he says, give too many pills, push the 
ECT button too often, and recommend unjustified loboto- 
mies. They meddle where they shouldn’t, tarring politicians 
with armchair diagnoses, pontificating about world affairs, 
and handing down Olympian judgments about social prob- 
lems. Judges and juries actually listen to them (this will sur- 
prise many psychiatrists) and base decisions about who gets 
custody of children, who goes to jail or goes free, who gets a 
job or does not, on dubious psychiatric advice. Psychiatrists 
open the door for draft-dodging and abortions because they 
dislike war or favor abortions, or simply for money. 

Psychiatrists are not scientific. They are not really physi- 
cians. They pretend to be both, and society buys it. As a 
result, psychiatrists have become enormously powerful. 
They have replaced priests as the preeminent authority on 
what is ‘‘right and wrong, moral and immoral, expedient or 
inexpedient.”’ 

No one will question the abuses listed by Dr. Robitsclier. 
Some will question how widespread they are. Few will dis- 
agree that psychiatrists dislike hearing about abuses and pre- 
fer to look the other way. 

Many will question how powerful psychiatrists have be- 
come. Dr. Robitscher's book is not a Szaszian polemic—he 
thinks psychiatrists often do good, maybe more often than 
not—and he occasionally is caught in contradictions. Here is 
a charming example: 


During several years when I was a consulting psychia- 
trist for a prison, I learned the excitement and pleasure 
of wielding great power—the thrill that came with the 
ability to confer liberty, the thrill that came from know- 
ing I could deny liberty by not recommending parole. 
. . . I learned that there were institutional rules that took 
precedence over clinical judgment. For instance, a pa- 
tient should not be recommended for parole too early, 
no matter how I saw his psychiatric status, since the 
parole board would not favorably consider such a 
request. . . . I learned to tailor my psychiatric evalua- 
tions to the facts of prison life. ' 


This, perhaps, better reflects the perception of most psy- 
chiatrists of their professional life than does the untram- 
meled exercise of naked power described in this book. At a 
time when fewer medical students are entering psychiatry, 
when psychiatrists are lampooned in fiction and by the press, 


when restrictive legislation makes the practice of psychiatry 
almost impossible, psychiatrists should read this book just to 
raise their spirits. They may not be as powerful as Rob- 
itscher says, but in bad moments they might like to chink 
they are. 

On abuses this is a serious, carefully documented book by 
one of our leading doctor-lawyer scholars. It should be taken 
as seriously by readers inside the profession as it undoubt- 
edly will be taken by those outside. 


DONALD №. GcopwiN, M D. 
Kansas City, Kan. 
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Adjustment: The Development and Organization of Human 
Behavior, by R. Douglas Whitman. New York, N.Y., Oxford 
University Press, 1980, 275 pp., $15.95. 


This book was designed as a text for use in courses dealing 
with adaptation and adjustment. Like many texts des.gned 
for use in undergraduate psychology courses, it coulc also 
serve a useful educational purpose for resiGents or even for 
senior clinicians who wish to expand or update their knowl- 
edge of psychological research and theory in the area of 
stress disorder. 

They should not buy this book for that purpose, however. 
It is nicely designed and printed, bringing to mind the old 
aphorism that you can’t judge a book by its cover. The au- 
thor has tried to cover more material than he knows well, 
and as a consequence the treatment is intolerably superficial. 
He attempts to discuss such diverse and unrelated areas as 
the scientific method, basic genetics, social psychology, psy- 
cliodynamics, the nosology and classification of disorders, 
the etiology of various psychiatric disorders, and treatment. 
His references are often outdated and sometimes wrong, and 
the contents tend to be excessively sketchy and glib. Stress 
and stress disorders receive very little attention. 


Biological Studies of Mental Processes, edited by David Cap- 
lan. Cambridge, Mass., MIT Press, 1980, 322 pp., $24.95. 


Psychiatry has always enjoyed a broad frontier with neu- 
rology. Recently, psychiatrists have become more interested 
in the biology of brain function and its relationship to the 
disease process, while neurologists, neuropsychológists, and 
psycholinguists have been increasingly successful in map- 
ping out areas of brain function and abnormality. This book 
provides a useful introduction or overview of recent devel- 
opments in cognition and language. It condenses a great deal 
of useful information in a single volume. 

It contains 15 chapters that fall naturally into three sec- 
tions. The first section contains studies of the maturational 
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component of cognitive development. The second section 
examines aspects of language development. The third sec- 
tion focuses on neural mechanisms underlying language in 
the adult. Topics such as cerebral dominance, the neurology 
of the aphasias, and current theories of psycholinguistics are 
interlaced through these chapters. The authors represent a 
blend of talented young investigators and distinguished sen- 
ior researchers, such as editor David Caplan, Noam 
Chomsky, Thomas G. Bever, Mary-Louise Kean, Merrill F. 
Garrett, Edgar B. Zurif, Jason W. Brown, and Norman 
Geschwind. 

After this enthusiastic recommendation, however, a cave- 
at should be added. People who are experts in language are 
not necessarily experts in communication, and some of.the 
concepts conveyed in this book are likely to be difficult or 
unfamiliar. It is an excellent book for those who wish to ven- 
ture into the new frontiers of neuropsychology and psycho- 
linguistics, but the journey will require time and intellectual 
effort for most readers who pick up this book. 


Migraine: The Facts, by E. Clifford Rose and M. Gawel. New 
York, N.Y., Oxford University Press, 1979, 104 pp., $10.95. 


This is a clearly written and well-designed volume directed 
to lay readers who wish to learn more about migraine. It is 
the sort of book that a psychiatrist may prescribe for his or 
her patients to relieve their aching curiosity, if not their ach- 
ing heads. It discusses the definition of various types of 
headache, causes of headache, predisposing factors, patho- 
physiology, and treatment. The presentation is simple and 
clear, and an abundance of excellent drawings supplements 
the discussion in the text. 


Fridericus, by Frederic F. Flach, M.D. New York, N.Y., 
Lippincott & Crowell, 1980, 254 pp., $9.95. 


Frederic F. Flach, a New York psychiatrist whose pre- 
vious work has included biological research in depression 
and several books on psychiatry addressed to lay audiences, 
has now written his first novel. Drawing on his personal ex- 
perience of having found a book written about melancholia 
in the seventeenth century by one Fridericus Flacht, he has 
let his imagination consider the possibility and implications 
of reincarnation. The protagonist in this novel, Dr. Frederic 
Pleier, is a New York psychiatrist who discovers that he may 
be the reincarnation of a seventeenth-century physician who 
lived in Worms during the dreadful pestilence of the Thirty 
Years War. Dr. Pleier finds himself intermittently subject to 
periods of disappearance, during which he appears to be 
mysteriously drawn back into the seventeenth century to 
solve and work through some unfinished business. Natural- 
ly, his twentieth-century friends and colleagues are con- 
cerned. Is he crazy? Is he suffering from seizures? Is he de- 
pressed? Should he receive psychoanalysis or ECT? The 
novel shows many signs of being a first work, such as lack of 
personal distance and shallow characterization. Never- 
theless, its plot line is well'drawn, and suspense is well han- 
dled. Some psychiatrists should enjoy reading this first effort 
by one of their colleagues. 


М.С.А. 
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Handbook of Geriatric Psychiatry, edited by Ewald W. 
Busse, M.D., and Dan С. Blazer, M.D, New York, N.Y., 
Van Nostrand Reinhold Co., 1980, 532 pp., $34.50. - 

Try as one may, it is impossible to do justice to a hand- 
book of this high caliber in the space allotted here. It is a 
handbook iri every sense of the word and an excellent one at 
that, for it is a ready reference of eclectic orientation to the 
theory and practice of geriatric psychiatry. Its separate es- 
says are broad and well done, its authors are highly skilled 
physicians and biomedical and behavioral scientists of equal 
capabilities. It is a true vade mecum, and I am tempted to 
quote whole pages of it. 

The first 10 chapters are devoted to the biological and psy- 
chological bases of geriatric psychiatry. These cover diverse 
aspects of the specialty — its theories and processes, the neu- 
roanatomy and physiology of aging, the neuropharmacology, 
perceptual changes, psychology, and social factors, among 
others. 

The second section is concerned with diagnosis and treat- 
ment in the light of DSM-III with its multi-axial approaches 
to diagnosis. The material is timely and includes data that 
will facilitate understanding of the problems at hand as well 
as indicate approaches to treatment. 

The third section of the work has to do with future direc- 
tions and presents two fine chapters, one by George Maddox 
on the '' Continuum of Care: Movement Toward the Commu- 
nity” and the editors’ final discussion, '"The Future of Geri- 
atric Psychiatry." Together the chapters indicate that.the 
physician who would practice geriatric psychiatry in the fu- 
ture will have to broaden his or her outlook and develop a 
working knowledge of the total delivery of health care. 

Various theories of biological aging are discussed. The au- 
thors note that for all races there are 128 women for every 
100 men after the age of 55. After the age of 75, in the year 
2000 there will be 191 women to 100 men. 

Current thought indicates that aging per se does not inde- 
pendently alter personality, but the passing of time and the 
biological state plus events in the life cycle do influence both 
personality and behavior. Experiences become increasingly 
different rather than similar as a person ages. 

Neugarten is quoted as believing that there are sex dif- 
ferences in certain personality traits in late life. Men are 
more affirmative and likely to ally themselves with groups of 
men; women are more individualistic. 

Various psychological theories are discussed. Apparently 
people whose lifestyles are aitered least exhibit the highest 
life satisfaction. To attain long life and happiness, continuity 
is preferred. Prejudice, minority status, and gerontophobia 
are considered; the health disciplines have these to deal with 
along with economic problems and social isolation. These 
plus many other complaints often make the physician feel he 
or she has little to offer. Social theories are discussed. One of 
these, which must appeal to the practicing physician, is the 
"activity theory” holding that the maintenance of activity is 
important to most individuals as a basis for maintaining satis- 
faction, self-esteem, and health. The doctor understands 
that. 

‘Unfortunately, some elderly people have minority status 
thrust upon them; these individuals have little to look for- 
ward to—the gerontophobia seems to move from disliking 
aging things to disliking the elderly. Again in these situations 
the doctor feels impotent. At the White House Conference in * 
1971 it was estimated that four million of the twenty million 
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individuals over the age of 65 have suffered moderate to se- 
vere psychiatric impairment from various causes. Of this 
four million, 20% were said to be not legally competent. 

. Traditionally it has been assumed that senile dementia is 
due to cerebraj arteriosclerosis, but more recently multiple 
infarctions have been held responsible for approximately a 


third of the dementias; the majority of these are of the Alz-. 


heimer type and unrelated to arteriosclerosis. 

Evidence suggests that there is a fundamental relationship 
between the aging process and changes in neurotransmitter 
substances in the brain and in other regions of the body. En- 
vironmental and genetic influences may be interposed that 
will alter the rate of aging and affect the time when age-re- 
lated psychology may appear. Many of the phenomena of 
aging may ultimately be traced to neuroendocrine factors or 
anatomic loci in the brain. We need to learn a great deal 
more to determine the importance of neurotransmitter sub- 
stances to aging and the degree of control that might be de- 
veloped by their manipulation. 

As to the neuropharmacology of aging, it is estimated that 
almost a third of the people over 60 receive some kind of 
psychotropic medication in the course of a year. The chapter 
discussing this topic is excellent. It considers many of the 
medications used by the elderly and also considers anxiety 
and sleep disorders. | 

.These are simply snippets of the many fascinating dis- 
cussions that cover all aspects of the lives of the elderly. I 
am a bit apologetic in offering them, but I have hesitated to 
get into the chapters on memory, cognition, and the physical 
changes that occur in older years, for these are of particular 
interest to me and I would devote too much review space to 
them. Suffice it to say this is a well written, complete, and 
excellent reference book. At the risk of sounding trite I add 
that it should be in the hands of everyone who deals with 
elderly patients. There is information in it which will at some 
time come in handy, that I can guarantee. | 


Е.Ј.В. 


The Lust to Annihilate: А Psychoanalytic Study of Violence іп 
Ancient Greek Culture, by Eli Sagan. New York, N.Y., Psy- 
chohistory Press, 1979, 224 pp., $12.00. 


This book purports to be a study of violence in ancient 
Greek culture, a study informed by psychoanalytic prin- 
ciples. It is also an attempt to say something about univer- 
sals in human violence, and as such it frequently draws par- 
allels between ancient and modern political and military be- 
havior. It is this attempt to use ancient Greece as a case 
study of human violence which holds interest for psychia- 
trists. i 

This slim volume contains many interesting ideas and in- 
sights about ancient Greek culture. Although not a profes- 
sional student of Greek culture, Eli Sagan, a sociologist with 
a psychoanalytic bent, presents some fresh perspectives on 
the violent side of Greek culture. His speculations about 
conflicts of authority that permeate the Iliad, about the par- 
ticular oedipal resolution suggested there, about how con- 
flicts within the group are resolved by projecting hatred onto 
a common enemy, are of great interest. One can also learn a 
great deal from his observations of Greek tragedy, and he 
has some astute discussion of the pained and painful family 
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relationships represented therein. His analysis of Thucy- 
dides' great history of the Peloponnesian war, Greek tragedy 
acted out on the stage of politics and murderous warfare, 
draws our attention to modern rhetoric on the justification of 
wars. I also think there is something to be said for the au- 
thor's contention that Judaism and, later, Christianity in- 
troduced ideals of love and compassion that were certainly 
not emphasized (although not absent) in Greek civil-zation. 
For all these things, the book is worthwhile, and I believe 
many readers of this journal could read it with profit. 

I have, however, a number of serious reservations about 
this work. First, the author is not clear on when he is talking 
about something uniquely violent in Greek civilization, or 
about violence in much or all of human civilization. І am 
always uncertain about what his ‘‘standard meter bar” is for 
measuring the Greek ‘‘lust to annihilate.” Warfare, and all 
that went with it, was prettv grim in the ancient world (as in 
the modern). The book is strangely unhistorical in that re- 
gard. The Persians were not exactly nice guys either. The 
Romans had at least an average amount of military and polit- 
ical cruelty, and imperial Rome had quite a taste for pcpular 
sadism in the public forms of entertainment. The ancient He- 
brews, by divine command, could be ruthless with their ene- 
mies. King Saul fell out of favor with God for not exterminat- 
ing every man, woman, baby, and beast of the cefeated 
Amalakites. War is hell, war was hell, and in the ancient 
world to be a loser was to be in the lowest circle of hell. 

The author acknowledges, but to my mind does no: take 
seriously enough, the facts about war and violence waged 
under (and sometimes in the name of) Christian civilization. 
I agree that ideals about peaceable resolutions and brotherly 
love fostered by the monotheistic religions are good and de- 
sirable and may, ultimately, make a difference in human be- 
havior. But surely only the most naive students of history 
would predict when these ideals will make enough of a dif- 
ference to radically alter the story of war and destruction 
that has gone on in modern times. 

Further, if the author is doing a psychoanalytically crient- 
ed analysis of values of Judeo-Cliristian civilization in com- 
parison with Greek civilization, he must take into account 
the totality of the values in the former. Greek tragedies ге- 
veal a view of the gods as capricious and cruel, but what 
about the central image of Christianity—a deity who wants 
to have his own son suffer cruel torture on a cross? Surely a 
balanced analysis must take that into account and at least 
consider the relation of the crucifixion story to the question 
of the psychology of violence. After all, for centuries the 
persecution of the Jews was justified in terms of their alleged 
role in that story. 

Another criticism comes from my bias as a Grecophile. I 
do not think the author has very much empathy with ancient 
Greek civilization. He seems on a crusade to magnify the 
bloody aspects of Greek civilization and gives us an unbal- 
anced view (in the name of correcting other unbalanced 
views). I also see the author's solution to human violence, 
the universal establishment of democratic socialism, as a bit 
naive and anticlimactic. It is not that I am against dernccratic 
socialism (1 am more for it than for other political systems), 
but surely any student of human violence must take serious- 
ly a tragic view of the side of human life, and that tragic view 
was certainly brilliantly articulated by the Greeks. In short, I 
suspect that the author has not made explicit enough his own 
values in this inquiry, while he argues the impossibility of 
value-free social science. 
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Finally, the author is not as original (but also not as alone) 
as he seems to believe. With wider reading, or wider consul- 
tations within the field of ancient history and civilization, he 
would have discovered views relevant to his own on the 
combative and violent side of Greek life, e.g., Badian (1) and 
Havelock (2). Similarly, his discussion of the Oedipus com- 
plex is too bookish and could have been enhanced by con- 
sulting with clinicians who use the concept in their daily 
work. 
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Psychobiology and Human Disease, by Herbert Weiner, M.D. 
New York, N.Y., Elsevier, 1977, 651 pp., $42.50. 


Over the past 10 vears developments at the frontiers of 
medicine have challenged traditional psychosomatic con- 
cepts and have created exciting opportunities for research on 
the mind-body problem. At the same time the increasing 
complexity of biomedical science has made it difficult for 
psychiatrists to stav abreast of medical knoweldge and main- 
tain the integrated overview of disease processes that has 
always been the desideratum of the psychosomatic ap- 
proach. 

In this context Herbert Weiner’s extraordinary book is a 
timely and important contribution. He has prepared authori- 
tative reviews of seven familiar medical disorders that are 
traditionally associated with psychosomatic medicine. These 
include peptic ulcer, essential hypertension, bronchial asth- 
та, Grave’s disease, rheumatoid arthritis, ulcerative colitis, 
and regional ileitis. For each he presents a synthesis of cur- 
rent information on pathogenesis and natural history drawn 
from disciplines ranging from sociology to molecular biol- 
ogy. In the process, he presents each disorder as represent- 
ing a physiological system and a medical subspecialty. He 
also reviews the history of psychosomatic approaches to the 
seven disorders and subjects these approaches to critical 
analysis in the light of the latest biomedical research. 

By presenting these reviews Weiner accomplishes several 
aims. Taken separately, each review constitutes a lucid and 
authoritative status report that provides psychiatrists with a 
synthesis of information not readily available elsewhere. To- 
gether they give a history of psychosomatic approaches, 
concepts, and methodology that shows the origins of current 
trends. In this context Weiner’s detailed critical analysis of 
experimental design is especially interesting. The reviews al- 
so serve to introduce the more technical aspects of biomedi- 
cal science, including important developments at the molec- 
ular level in immunology: and cellular biology. Finally, Wei- 
ner uses the synthesis of material from various disciplines to 
make creative suggestions for future research. 

In the last chapter Weiner goes beyond the specific dis- 
orders to consider general issues in the psychobiological ap- 
proach to human disease. He reexamines fundamental ques- 
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tions in psychosomatic medicine, such as the problem of the 
transduction of experience into changes in physiological 
state. Here he draws extensively from current research in 
neurobiology. He warns repeatedly against the dangers of 
oversimplification and premature closure. eln the review 
chapters he indicates that each of the seven entities may ac- 
tually represent a group of disorders brought together be- 
cause of clinical similarities, and each may arise from hetero- 
geneous factors and processes. | 
The book represents a prodigious accomplishment. Wei- 
ner seems to be at home with each physiological system and 
with each scientific discipline. He has given the book the 
unity of style and approach that can be found only with 


- single authorship. At times it is difficult to read because the 


material is dense and complex. The theoretical material in 
the last chapter requires careful study. However, the effort 
involved in reading the book will be richly rewarded. 

Trainees at all levels are likely to find valuable information 
and concepts in Weiner's book. Even the most skeptical 
medical students would appreciate Weiner's approach. Psy- 
chiatric residents, faculty members, and senior clinicians 
might all benefit from the scholarship that has gone into the 
preparation of the book. It would be an important addition to 
the library of any consultation/liaison service. It would be 
especially useful for anyone who is involved in a career of 
psychosomatic research. 

The heuristic value of this book comes in part from Wei- 
ner's meticulous attention to detail. However, one of the 
themes that sounds through the details most clearly is the 
enduring quality of clinical observations. 


PETER REICH, M.D. 
Boston, Mass. 


The First Year of Life, edited by David Shaffer and Judy 
Dunn. New York, N.Y., John Wiley & Sons, 1979, 211 pp., 
$22.50. 


Drs. Shaffer and Dunn, critical clinicians themselves, have 
attempted in this book to bring together a group of authors 
whom they asked to provide some well-reasoned material on 
the later implications of early childhood experiences. The 
authors, who either present their own research or have pre- 
pared a critical review on a particular aspect of the theme of 
the book, are all highly regarded European researchers from 
the fields of psychology, neurology, and psychiatry. They 
make the book an up-to-date document on the topic at hand. 

The book is divided into two sections: a theoretical section 
and a practical one presenting specific studies. The first sec- 
tion deals with such issues as the techniques and problems 
encountered in the study of social behavior during the first 
weeks of life (bv M. Packer and D. Rosenblatt), the continui- 
ties and discontinuities of individual differences (by J. 
Dunn), and cross-cultural perspectives on social relation- 
ships in infancy (by N. Burton Jones, R.H. Woodson, and J.S. 
Chisholm). All of these chapters present a good summary of 
current knowledge but are at times so condensed that the 
uninitiated reader may be overwhelmed by the number of 
studies each author reviews and consequently unsure of the 
relevance of specific investigations. 

There are, however, exceptions. А.Е. Kalveboer, who isa 
member of Heinz Prechtl’s group in Groningen, gives a suc-- 
cinct description of this group's work on the neurobehavior- 
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al sequelae of pre- and perinatal complications, and Arnon 
Bentovim tries with some success to integrate psycho- 
analytic concepts with recent research findings in child de- 
velopment. 

The best of tae book, at least for the practicing clinician, is 
the second section. Here A.M. and A.D.B. Clarke give a 
superb overview of the limited effect of early experience on 
later development. Their array of well-documented studies 
showing how later corrective experiences can ameliorate 
early caretaking damage is impressive and convincing. F. 
Hall, S.J. Pawlby, and S. Wolkind continue by presenting 
more follow-up data on their excellent studies correlating a 
woman's past social experiences with her later caretaking 
practices. These authors clearly document that mothers who 
come from disrupted backgrounds stimulate their infants sig- 
nificantly less both vocally and in touching than do normal 
controls. Olwen Jones touches on an issue frequently dis- 
cussed among developmentalists today, namely, the possi- 
bility that parents try to make up for neurological or cogni- 
tive deficits of their children by providing them with extra 
stimulation. Thus Jones shows that mongoloid children are 
stimulated more by their mothers in a number of situations 
than are normal children. 

The last chapter of the book reports on the 8-year follow- 
up investigation of Barbara Tizard's well-known study of in- 
stitutionalized children in London. Since some of these chil- 
dren had been adopted or reunited with their biological 
mothers, Tizard was able to evaluate the effects of various 
caretaking regimens on the later school and behavioral func- 
tioning of these children. Her results make fascinating read- 
ing and demonstrate that the study is obviously one of the 
best of its kind. Her chapter, together with some of the oth- 
ers mentioned above, makes this book an important addition 
for the clinician interested in the field of infant development. 


KLAUS MINDE, M.D. 
Toronto, Ont., Canada 


Family Therapy of Drug and Alcohol Abuse, edited by Ed- 
ward Kaufman and Pauline Kaufmann. New York, N.Y., 
Gardner Press (Halsted Press, John Wiley & Sons, distrib- 
utor), 1979, 272 pp., $24.95. 


Innovative and informative are two adjectives I would use 
to generalize about this book. The first of two major sec- 
tions, titled Drug Abusers, contains 10 chapters; the second 
section, Alcohol Abusers, consists of 7 additional chapters. 
The authors are many, yet there is a surprising continuity 
and clarity. 

A theme running through the entire volume is that people 
who abuse alcohol and drugs do so through learned behav- 
ior. This is not to imply that family therapy in its various 
forms can be considered a panacea, but it must be included 
in the therapeutic armamentarium and given a relatively high 
priority. Overalli, this is a readable and useful book, high- 
lighted by several chapters, notably chapters 1, 4, 9, and 10 
in the first section and chapters 11, 12, and I5 in the second. 
Brief comments on these follow. 

Chapter 1, ‘‘Constructing a Therapeutic Reality" by Sal- 
vador Minuchin, M.D., presents an excellent overview of 
the field with a theoretical basis and a concept of family rela- 
tionships. The author makes some critical points: ‘‘Being 
correct has nothing to'do with relevance. The therapist must 
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learn to focus on that which is relevant. Truth needs to be 
relevant." Minuchin emphasizes the active process in thera- 
py as dynamic and changing with the specific goals. 

M. Duncan Stanton, Ph.D., and Thomas C. Todd, Ph.D., 
collaborated to coauthor chapter 4, titled "Structural Family 
Therapy with Drug Addicts." Their major points are that 
blame must not be affixed to the parents and that there is ‘по 
concern with insight or awareness but rather a focus on con- 
temporary issues with a fair degree of success." They also 
emphasize the importance of having an active, involved ther- 
apist who must also be flexible, supportive, accessible, and 
enthusiastic. I found their method and descriptions apt and 
workable. 

‘Drug Abusing Families: Intrafamilial Dynamic and Brief 
Triphasic Treatmeni" by Dennis M. Reilly, M.S.W., in- 
troduces brief, time-limited, conjoint family therapy as an 
effective treatment modality. What was particularly refresh- 
ing in this chapter was the observation that to borrow tech- 
niques from other family therapy schools of thought consti- 
tutes a distinct positive advance. The author deals with how 
the unhealthy situation can be changed rather than how the 
situation developed, which, of course, is mandatory in brief 
therapy. 

Section two starts out on a high note with ‘‘Family Thera- 
py with Alcoholics,” a review by Peter Steinglass, M.D. 
This is a particularly provocative, exciting chapter as well as 
the longest one in the book. Dr. Steinglass admonishes the 
reader that there is good supporting evidence that family 
therapy has value ard is ardently boosted by its enthusiastic 
advocates. We must continue to objectively evaluate and as- 
sess this therapy, as we do any new treatment procedure. 

Donald A. Cadogan, Ph.D., in ‘‘Marital Group Therapy 
and Alcoholism Treatment,” reinforces what other authors, 
especially Stanton and Todd, have stated: that active in- 
volvement reaps more positive results than therapy by the 
withdrawn expert silent observer. 

My major criticism of this book lies not so much with the 
content but with the too frequent typographical errors, 
which suggest to me an unnecessary sloppiness on the part 
of the proofreader and, sad to say, detract from the total 
enjoyment of the book—but not enough so that it cannot be 
recommended. The typographical errors fortunately are not 
reflected in the major ideas expressed by the authors. How- 
ever, in any scholarly text, I believe it is particularly impor- 
tant that the proofreading be circumspect and accurate. 

For those entering the field of family therapy, for those 
already involved in family therapy, and for any therapist 
who might be contemplating its use for alcohol and drug 
abusers, I heartily recommend this volume. It presents clear 
theoretical frameworks as well as many practical suggestions 
for implementing the theory and has enough introspection on 
the part of the various authors to provide further exploration 
and examination of this interesting modality. 


HOWARD A. WINKLER, M.D. 
Tucson, Ariz. 


Principles of Clinical Psychiatry, by Arnold M. Ludwig. New 
York, N.Y., Free Press (Macmillan Publishing Co.), 1980, 
242 pp., $22.95. 


Selling textbooks of psychiatry must be a tough business. 
Medical students sometimes buy one but rarely read it. Psy- 
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chiatric practitioners usually possess an antique version, 
while academic purists disdain them. Examples that survive 
this hostile environment tend to focus narrowly on the 
"quick and dirty” approach for students or an increasingly 
mammoth, encyclopedic format with a thousand authors and 
stultifying prose, all priced for the OPEC market. 

Arnold Ludwig's Principles of Clinical Psychiatry is not 
just a new entry; it’s a very different animal. Organized 
around principles of clinical logic, it uses the ‘‘pearls of wis- 
dom'' approach favored by a few dimly recalled professors 
of clinical medicine from one's undergraduate days. The 
book describes major psychiatric illnesses crisply and sys- 
tematicallv in terms of cognitive, emotional, perceptual, 
physiological, and behavioral disturbances. There are many 
tables of specific clinical features of particular illnesses, 
"clinical alert” charts consisting of historical and psycho- 
pathological features to clarify differential diagnosis, and 
many diagrams to explain real or putative mechanisms 
whereby psychiatric conditions develop. Ludwig's focus is 
assertively medical in the best sense. He likes to observe and 
examine, diagnose and treat. He eschews the fuzzy and em- 
phasizes the soundly proven treatments, which usually 
means somatic ones. All of this has a no-nonsense aura, but 
Ludwig is never strident or sarcastic toward the time-hon- 
ored, if scientifically unproven, therapies, which are, of 
course, primarily psvchosocial. 

What then are the flecks in the varnish? For one thing, the 
book predates DSM-III, while evidently anticipating it by 
studiously avoiding the moribund DSM-II. For a diagnosis- 
first clinician, this entails some obvious problems in organi- 
zation and definition. All big-league depressions are classed 
within. a rubric (and chapter) entitled "The Psychoses,” 
whether or not psychosis is actually present. This is mis- 
leading. Grandiosity is cited elsewhere as weighing toward a 
diagnosis of schizophrenia, even though ‘'grandiose themes 
are also common in manics.’’ Agoraphobia seems confused 
with panic disorder (D.SM-III). Ludwig dismisses the diagno- 
sis of borderline personality as a ''wastebasket" somewhat 
too peremptorily. Lots of clinicians may have foundered on 


this one, but there are some clinical data and clarity is begin- 


ning to emerge. The concept of masked depressions is ap- 
proved despite the general consensus, at least among aca- 
demics, that this topic holds more dangers than rewards. 

On the whole, problems of psychiatric taxonomy are han- 
dled gracefully enough, since the focus of the text is on how 
to think and judge. Of course, this cannot be separated com- 
pletely from how to label. 

At the treatment level, more problems crop up. The opti- 
mum lithium level for manic-depressive illness is cited as 
1.2-1.8 mEgqg/liter, high by current standards. Phenelzine 
dosage is recommended to top out at 60 mg per day on 
one page and 75 mg per day on another, even though 
the Physician's Desk Reference sanctions 90 mg per day. 
The treatment of panic disorder whether or not associated 
with agoraphobia is not really clear at all. Ludwig suggests 
that monoamine oxidase inhibitors may be useful but does 
not clarify one of psychiatry's cleanest and most effective 
drug treatments—tricyclics or monoamine oxidase inhibitors 
for panic disorder. . 

The layout of the book is readable even though double- 
column in format, and the text is not spaced too tightly. The 
many diagrams that compress and codify some information, 
such as differential diagnosis, confuse other areas. A man- 
dala-like, print-laden "personality wheel" may make some 
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sense but seems more astrological than clear and medical. A 
flow chart of the metabolism of alcohol tries too hard, needs 
color for clarity, and looks like a bowl of spaghetti. 

Topically, the emphasis on adult psychiatry legitimately, 
excludes child psychiatry. Nevertheless, Ludwig’s straight- 
forward approach could have been usefully applied to at 
least a few conditions in child psychiatry, such as attention 
deficit disorder and separation anxiety disorder, which have 
adult sequelae. The chapters on psychosexual disorders and 
psychological factors affecting physical illness are skimpy to 
say the least, while organic brain syndrome receives perhaps 
too extensive coverage. Not surprisingly, Ludwig’s chapter 
on drug habit disorders is excellent despite my reservations 
about its graphics. 

The index is a real disaster. It is much too short for precise 
reference. For example, the controversial condition ‘‘hys- 
teroid dysphoria’ appears in bold face type on page 137 but 
is totally absent from the index. Textbooks need obsession- 
ality in the index as much as they need to avoid it in their 
prose. 


MICHAEL SHEEHY, M.D. 
New York, N.Y. 


The Psychobiology of Sex Differences and Sex Roles, edited by 
Jacquelynne E. Parsons. Washington, D.C., Hemisphere 
Publishing Corp. (New York, N.Y., McGraw-Hill Book Co., 
distributor), 1980, 304 pp., $18.95. 


One will be gravely disappointed if one expects to find in 
this book an answer to the perennial question; '' How do psy- 
chobiological, psychological, and social forces interact to 
shape sex role behavior?" However, if one expects to find a 
review of the current, relevant literature in this area with 
appropriate critique, one will be unusually pleased. 

This volume grew out of a conference sponsored jointly by 
Smith College, the Five College Women's Study Committee, 
and each of the affiliated institutions —Mt. Holyoke, Hamp- 
shire College, Amherst College, and the University of Mas- 
sachusetts. The conference was designed to meet what was 
perceived to be a growing need in the Five College Women's 
Study Program; that is, a need to integrate what was new in 
the psychological and social sciences in regard to the devel- 
opment and maintenance of sex roles. Experts who could 
integrate and evaluate biological and psychological view- 
points on important topics were brought together and asked 
to present their critiques of the various areas. 

The book is divided into four sections: Psychosexual Neu- 
trality, Sexuality, Women's Reproductive Systems and Life 
Cycles, and Cyclicity and Menstruation. 

The chapters in the first two sections focus on gender role 
dimorphism, those in the last two sections on patterns of 
fluctuation in female behavior that have been linked theoreti- 
cally or empirically to biological process. Dr. Parsons asks in 
the first chapter, ‘‘Psychosexual Neutrality," Is anatomy 
destiny? She concludes that cross-cultural and cross-species 
evidence has not yielded many unequivocal answers. It is 
her belief that there are some near universals—spatial skills 
and aggressiveness—that reflect a major component of bio- 
logical differentiation, but even these behaviors differ cross- 
culturally and are highly malleable. It is her impression that 
other roles, like child care or defense, are consistently аѕ- • 
signed to one gender or another but biological processes are 
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not the differentiating factors. She also concludes that the 
degree of gender dimorphism varies markedly across cul- 
tures; however, proscriptions and penalties for deviance 
from cultural norms have not been adequately investigated. 
"She feels thatggender dimorphism reflects the influence of 
biological, historical, psychological, and sociological forces. 

The following chapters address in more detail the biologi- 
cal, psychological, and sociological bases of sex-related dif- 
ferences. In particular, the chapter by Broverman, Klaiber, 
and Vogel looks at gonadal hormones and cognitive func- 
tioning. One of their conclusions is that gonadal hormones 
are psychoactive. Estrogen and testosterone appear to have 
similar effects on the CNS; that is, both appear to act as 
central adrenergic stimulants, possibly through their regula- 
tory effect on enzyme monoamine oxidase. These authors 
also feel (on the basis of their research) that high dosages of 
seX-appropriate gonadal hormones appear to alleviate de- 
pressive symptoms. 

In the next chapter, Alexandra Kaplan looks at human sex 
hormone abnormalities viewed from an androgynous per- 
spective —a reconsideration of the work of John Money. Of 
particular interest in this chapter is Kaplan’s defense of the 
concept of androgyny, which in its simplest form means an 
equal balance between masculine and feminine character- 
istics. From a research point of view, the concept of androg- 
yny increases the number of categories of human sexuality 
and sex role behavior and allows the researcher to look at 
psychological sex in a more sophisticated way. 

Section two looks at human sexuality, heterosexuality, 
and homosexuality. The first chapter, by Dr. Rigby. reviews 
the biochemical and neurophysiological influences on human 
sexual behavior. The second chapter, by Dr. Bahlburg, re- 
views current thinking in regard to the biological and hor- 
monal bases of homosexuality and concludes that homosex- 
uality in general cannot be explained by endocrine abnormal- 
ities in adulthood. There is, however, some evidence from 
animal research that there may be prenatal sex hormone dif- 
ferences. These findings are not uniform, and their appli- 
cability and interpretation are still open. It may be possible 
that prenatal hormone abnormalities contribute to the devel- 
opment of sexual orientation in a minority of homosexual 
subjects, but this has not been sufficiently documented. The 
following chapter, by Dr. Falbo, looks at a psychological 
model of human sexuality. 

Section three, Women's Reproductive Systems and Life 
Cycles, is perhaps the most interesting section. In particular, 
the first chapter, ‘American Birth Practices: A Critical Re- 
view," looks at the relationships between women and the 
social and technical practices associated with childbirth in 
American society from a historical point of view. It provides 
a critical insight into the changing patterns of delivery in the 
United States today and their impact on mothers and chil- 
dren, an important area of considerable research interest 
today. The authors conclude that the major hazards of child- 
bearing have not been reduced by modern technology and 
efficient hospital procedure and that class differences in the 
safety of childbearing persist. They agree that adequate pre- 
and postnatal care as well as the health benefits of standard 
and natural delivery procedures would enhance both the 
physical and emotional experiences of delivery, which, in 
their opinion, are enjoyed primarily by middle-class partici- 
pants in natural childbirth. 

. Finally, the last section of the book looks at cyclicity and 
menstruation. The lament of the first author, Carolyn Wood 
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Sherif, that the research literature on the relationship of the 
menstrual cycle to mood, affect, and behavior is fraught with 
research error and valueless is echoed in the succeeding 
chapter by Rossi and Rossi. The Rossis describe their re- 
search into body time and social time in the menstrual cycle 
in great detail. 

This book is for teachers involved in courses heving to do 
with sex differences in sex roles. It is unusual in that it is an 
edited volume in which all of the pieces seem to belong and 
to flow naturally from one another. The biological data flow 
into the psychological and social data easily, and earlier 
chapters make reference to later chapters and vice versa. If 
one wishes to answer to the nature-nurture conflict one must 
look elsewhere, for this volume does not give pat answers. It 
only poses new questions. It is not easy reading, but it is a 
valuable ‘‘state of the art” book that experts on sex role will 
use and reuse. 


EL1SSA P. BENEDEK, M.D. 
Ann Arbor. Mich. 


The Many Faces of Suicide: Indirect Self-Destructive Behav- 
ior, edited by Norman L. Farberow, Ph.D. New York, N.Y., 
McGraw-Hill Book Co., 1980, 427 pp., $18.95. 


If we label certain behaviors as self-destructive we suggest 
that they resemble suicide and that recognizing their com- 
mon motives and psvchodynamics can increase our ability to 
understand and control them. We may also suggest that they 
are, like suicide, psychopathological and thus the rightful 
concern of psychiatrists. Most readers of Tie Many Faces of 
Suicide will wonder whether such labeling is justified or use- 
ful and will look to this volume for an answer. 

Editor Farberow appropriately dedicates his book to Karl 
Menninger, who, in the 1940s, developed Freud's concept of 
the death instinct and identified its expression in a variety of 
self-destructive behaviors. The book deals with behaviors 
that Menninger and others regarded as partial or indirect 
forms of suicide, including drug and alcohol abuse, non- 
compliance with medical treatment, obesity, cigarette smok- 
ing, delinquency and criminal activity, and high-risk sports. 
Although the contributors are experts in their respective 
areas, most had not previously considered how the concept 
of self-destructive behavior might apply to their subject. 
Consequently the treatment they give this aspect varies. 
Some make it the central theme of their contribution, others 
include it among the issues they discuss, and still others ` 
mention it only in passing. 

For the most part the behaviors considered in this book 
are long-term patterns associated with an increased risk of 
death but without acknowledged self-destructive intent. The 
concept of self-destructiveness proves difficult to define, 
however, and a host of adjectives, including self-defeating, 
self-injurious, and risk-taking, are used interchangeably by 
various authors. Is it, for example, self-destructive when a 
patient who has had myocardial infarct, using denial, re- 
sumes normal physical activity against medical advice? Is it 
self-destructive when, to maximize the pleasure of a jump, a 
skydiver opens his parachute at the last moment? Would we 
call self-destructive the action of a person who cuts himself 
to restore a feeling of aliveness? Calling such diverse behav- 
lors self-destructive implies that they have something in 
common beyond an increased risk of physical injury or 


А ғ, 


1290 BOOK FORUM 


death. But that something remains elusive. Many authors ap- 
proach the concept of self-destructive behavior in an uncrit- 
ical fashion with the result that it becomes overinclusive and 
unclear. 

The book is not without merit, however. It contains a 
number of stimulating and useful chapters on various psy- 
chopathologic and nonpathologic entities. In a chapter on al- 
coholism, Connelly thoughtfully examines the dynamics of 
this disorder and its relationship to suicide. Lichtenstein and 
Bernstein do not regard cigarette smoking as self-destruc- 
tive, but their critical examination of that possibility and 
close examination of the determinants of smoking make a 
valuable contribution. Simpson's review of self-mutilative 
behavior is both scholarly and thorough and will be wel- 
comed by those who have to deal with patients who repeat- 
edly cut or otherwise mutilate themselves. An excellent re- 
view of the problem of drunken driving and how it might be 
better controlled is provided by Selzer. Finally, chapters 
concerning prostitutes and people who intervene in violent 
crimes offer understanding.of behaviors that seem foreign to 
most of us. 

The Many Faces of Suicide is about a host of behaviors 
that are both troubling and difficult to understand. In exam- 
ining them closely the authors often recognize adaptive ef- 
forts to have gone astray and attempts to cope with life even 
at the risk of death. Beyond this, they identify dynamic pat- 
terns that are as diverse and complex as those involved in 
suicide itself. Perhaps we should recognize the limitations of 
our knowledge and remain cautious about intervening in be- 
haviors that we may wish to control because they pose a 
threat to our values. 


RUSSELL NOYES, JR. 
Iowa City, Iowa 


Biofeedback and the Modification of Behavior, by Aubrey J. 
Yates. New York, N.Y., Plenum Press, 1980, 504 pp., 
$24.50. 


The development of biofeedback had a revolutionary ef- 
fect on psychology, psychiatry, and medicine in the 1960s 
and 1970s. Biofeedback offered the promise of better health 
through self-regulation using operant conditioning tech- 
niques. Early writings on biofeedback promised drug-free 
treatment for ‘‘psychosomatic’’ disorders. These predictions 
also forecast that biofeedback would open new frontiers in 
the treatment of many stress-related diseases. The response 
of the medical establishment to the enormous popularity of 
biofeedback ranged from excitement to skepticism. Re- 
search studies on clinical efficacy at first supported claims 
that biofeedback would replace medicines in the treatment of 
many psychosomatic, behavioral, and stress-related dis- 
orders. Popular publications were often too uncritical in 
touting the usefulness of this exciting new treatment. Now, 
however, with the publication of Aubrey Yates's Biofeed- 
back and the Modification of Behavior, there is finally a 
comprehensive textbook on biofeedback that is a scholarly 
effort to review and organize the vast body of data on this 
treatment modality. 

Yates's book is published by Plenum Press, which has 
shown a special interest in psychosomatic and behavioral 
medicine. Plenum's medicine and psychology editorial staff, 
headed by Leonard Pace, has demonstrated skill in the selec- 
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tion and support of their behavioral medicine series. This 
book represents a thoughtful and considered approach'in at- 
tempting to unravel the controversies surrounding the effica- 
cy and clinical applications of biofeedback treatments. Yates 
states in the preface his intention to review fhe large litera- 
ture on biofeedback that has accumulated over the last 15 
years. He accomplishes this task with great skill, citing more 
than 1,300 references. More importantly, he conveys a criti- 
cal balance in his content and style that lends credibility to 
his conclusions and helps the reader to form his or her own. 

The organization of the book is sensible. An introductory 
chapter on the antecedents and history of biofeedback is fol- 
lowed logically by a brief yet sophisticated review of instru- 
mentation and methodology. Some readers who are new to 
biofeedback methods may find this review over their heads 
and might prefer a more elementary and practical text such 
as George Fuller's (1). Each of the three major divisions of 
biofeedback research is covered in separate chapters: ''Vol- 
untary Control of Muscle Activity," ‘Voluntary Control of 
Autonomic Functions," and '' Voluntary Control of Electri- 
cal Activity of the Brain." A comprehensive chapter on oth- 
er applications of biofeedback follows. These include alco- 
holism, asthma, bruxism, diabetes, eczema, hyperactivity, 
and insomnia. Each area is thoroughly reviewed, and refer- 
ences are current through 1978. This concludes the clinical 
portion of the book. 

The next to last chapter on theoretical aspects of biofeed- 
back is likely to be of interest primarily to the sophisticated 
reader. Throughout the book Yates carefully adheres to sci- 
entific rigor in his criticism of the research foundation on 
which clinical practice is based. In the concluding chapter, 
“The Promise of Biofeedback,” he takes off his gloves and 
skillfully identifies those areas of biofeedback poorly sup- 
ported by hard data. With tact and fairness he circumscribes 
those areas in which excessive claims have been made and 
those needing further research. Yates's criticism is balanced 
and optimistic. His willingness to openly criticize his col- 
leagues' work is refreshing. I wondered if the geographic dis- 
tance between Yates's homeland (Australia) and North 
America enabled him to be so incisive and direct in his dis- 
section of the work of others. 

A major strength of this book is the author's attempt to 
address the major controversies plaguing contemporary bio- 
feedback research. These controversies include the follow- 
ing: 1) Does biofeedback add any significant benefit over re- 
laxation training without feedback in producing relaxation? 
2) Does biofeedback training permit generalization of relaxa- 
tion from one area of the body to others? 3) Do different 
methods of inducing relaxation differ psychophysiologically 
or subjectively? 4) Do psychophysiological changes vary 
with subjective reports according to expectation? 5) How 
much can the favorable outcome reported in many studies be 
accounted for by placebo effect? 6) Are the machines really 
necessary? 

Yates tackles these issues head on, supporting his argu- 
ments with critical reviews of relevant research. Clinicians 
will no doubt find fault with his obvious preference for rigor- 
ously controlled, laboratory-based studies over the non- 
specific but powerful treatment effects often obtainable in 
the clinical setting. 

The book has several features that might be considered 
weaknesses. The first is that Yates's organizational scheme 
for presenting his coverage of the three categories of bio- 
feedback research (muscle activity, autonomic function, and 
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brain-wave activity) appears logical from the viewpoint of 
the functional organization of the nervous system but not 
necessarily from the clinical viewpoint. Many clinicians 
might prefer a "disease-oriented'"' organization to Yates’s 
“functional” organization. Since the table of contents is not 
organized by disease, the index, while adequate, lacks suf- 
ficient cross-references. For example, eczema is listed only 
under that heading. À reader looking for sections on the clin- 
ical applications of biofeedback in the treatment of psycho- 
physiological skin disorders, atopic dermatitis, dermatitis, 
itching, or pruritis would not find any page references in the 
index under those headings: This deficiency could be easily 
corrected in future editions and would be a useful feature for 
the clinician. Some clinicians might also object to the heavy 
emphasis on controlled group outcome studies and the pau- 
city of case reports or longitudinal single case studies. How- 
ever, my preference is to see individual case data presented 
in specialty journals such as Biofeedback and Self-Regula- 
tion, not in reference texts. Finally, the book is in no way 
useful as a practical guide for the clinician in the art and 
practice of biofeedback or behavioral techniques. For that 
the reader must look elsewhere. 

This book is the best volume currently available for a thor- 
ough overview of the scientific basis of biofeedback practice. 
It is an essential reference text for anyone using biofeedback 
techniques in clinical practice and a valuable, comprehen- 
sive guide for the interested student, resident, or practition- 
er. 
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Basic Handbook of Child Psychiatry, Vol. 1: Development, ed- 
ited by Justin D. Call, Joseph D. Noshpitz, Richard L. Co- 
hen, and Irving N. Berlin; Joseph D. Noshpitz, editor-in- 
chief. New York, N.Y., Basic Books, 1974, 691 pp., $35.50. 


Basic Handbook of Child Psychiatry, Vol. 2: Disturbances in 
Development, edited by Joseph D. Noshpitz; Joseph D. 
Noshpitz, editor-in-chief. New York, N.Y., Basic Books, 
1979, 722 pp., $35.50. 


Basic Handbook of Child Psychiatry, Vol. 3: Therapeutic In- 
terventions, edited by Saul I. Harrison; Joseph D. Noshpitz, 
editor-in-chief. New York, N.Y., Basic Books, 1979, 673 pp., 
$35.50. 


Basic Handbook of Child Psychiatry, Vol. 4: Prevention and 
Current Issues, edited by Irving N. Berlin and Lawrence A. 
Stone; Joseph D. Noshpitz, editor-in-chief. New York, N.Y., 
Basic Books, 1979, 584 pp., $35.50 (4-volume set: $138.00). 


The field of child psychiatry has occasionally been taken 
to task for its presumed lack of cohesion and structure. It is 
not surprising, then, that there has been no single volume or 
set of books until now attempting to cover the ever-widening 
array of disciplines that make up the field. The recent pub- 
lication of the Basic Handbook of Child Psychiatry belies 
this notion. This four-volume set is a truly magnificent piece 
of work. Enormously'important in its own right, it will in 
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time become a unifying milestone to child psychiatry in gen- 
eral. Unlike so many recent compendia, this is not a collec- 
tion of previously published articles but a thoroughy in- 
tegrated and coordinated effort on the part of Joseph Nosh- 
pitz and a group of hard-working co-editors and colleagues 
who spent more than six years soliciting, collecting, editing, 
and organizing some 250 separate chapters. 

The authors are for the most part well known and Cistin- 
guished. They represent no one school of thought or pcint of 
view; in fact, within these volumes can be found a balanced 
discussion of virtually every important developmental theo- 
ry, method of child treatment, and aspect of childhood psy- 
chopathology. 

The set of books is held together—as is the field of child 
psychiatry itself—by a developmental approach. Volume 1, 
perhaps the most ambitious of the four, is really three dis- 
tinct units. The first 300 pages is a stepwise sequence of re- 
views of normal biological, psychodynamic, and psycho- 
sexual development from conception to late adolescence. 
The middle section of this volume contains roughly 40 sepa- 
rate chapters describing developmental variations, such as 
“The Adopted Child,” “The Fatherless Child," “Тһе Child 
Raised Overseas," ‘Тһе Street Child," and another 10 
chapters on children with a variety of major medical handi- 
caps. Many of these submissions are extremely informative 
essays. The chapter on ‘‘Children of Different Ordinal Posi- 
tions" by Edington and Wilson is particularly outstanding. 

The final third of volume 1 is devoted to concepts and 
techniques of assessment. It is enriched bv a number of un- 
usual chapters on automated data systems, computer-assist- 
ed diagnostic techniques, and standardized data collection, 
which a less thorough and farsighted editor might not have 
thought to include. 

The emphasis of volume 2 is on nosology, diagnosis, and 
descriptive pathology. After a fascinating summary of vari- 
ous diagnostic schemata not in use, the bulk of the volume 
proceeds to more than 30 separate reviews of the major child 
psychiatric syndromes, including school phobia, enuresis, 
habit disorders, minimal brain dysfunction, and childhood 
psychoses. Many of these are the equivalent of truly first- 
rate journal articles. The overview of the anorexia nervosa 
syndrome by Sours is one of the best on this subject I have 
encountered. 

Volume 3 is constructed around theoretical and practical 
considerations of treatment. Since therapeutics remains per- 
haps the least agreed on area for all of psychiatry, it is not 
surprising that this volume contains some of the more con- 
troversial offerings. Although one obviously would not pur- 
chase every item in the store, the psychopharmacolcgists, 
family therapists, eCucational psychologists, child analysts, 
behaviorists, and counselors have clearly been given a fine 
opportunity to display their wares. 

The fourth and final volume is addressed to preventicn and 
to current issues in child psychiatry. The latter half of the 
book is a bit of a potpourri; the chapters tend to be short and 
choppy, the topics are a little arbitrary and perhaps less 
**basic"' to the field than those of the other volumes, but by 
and large they make interesting reading. 

One danger in volumes of this sort is the tendency to over- 
harsh editing, which reduces the contributions to drv, ho- 
mogeneous synopses. This set of books, although tightly ed- 
ited, is encyclopedic in scope but varied in style. For ex- 
ample, witness the freedom (and charm) allowed Robert 
Stoller in his chapter in volume 2 on gender disorders: 
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I shall approach my topic in an autobiographical tone; 
that should bring greater accuracy than an orderly, 
scholarly presentation. ... With the optimism that 
probably sustains other researchers who persist on one 
subject, I always feel that today's concepts, theories, 
data, and conclusions are solid and pretty accurate—a 

> , pleasant, persistent illusion that keeps one going. 


In sum, if a handbook is, as Webster defined it, ‘‘a com- 
pact reference on some subject," then Dr. Noshpitz' most 
' alarming weakness is in the naming of this work. It is not a 
single book, and it is not compact. It is in fact approximately 
15 pounds of books, clearly to be carried more by shelf than 
by hand. The point to emphasize, though, is that however 
misleading the name, the Basic Handbook of Child Psychia- 
try should stand as a basic reference on the shelf of any seri- 
ous inquirer into the world of children. 


DANIEL W. ROSENN, M.D. 
: Boston, Mass. 


Disorders of the Schizophrenic Syndrome, edited by Leopold 
Bellak, M.D. New York, N.Y., Basic Books, 1979, 629 pp., 
$27.50. 


The title of this massive tome is a misnomer and may mis- 
lead those unfamiliar with the three preceding volumes in 
Dr. Bellak's series of 10-vear reviews of schizophrenia. His 
first review, Dementia Praecox, appeared in 1948; the sec- 
ond, Schizophrenia: A Review of the Syndrome, in 1958; the 
third, The Schizophrenic Syndrome, with Loeb as coeditor, 
in 1968. The four volumes cover nearly 50 years of develop- 
ments in research and therapy in a field where breakthroughs 
always appear to be just over the horizon. Many of the con- 
tributors to the present work convey a feeling of muted opti- 
mism; although the answers are not quite at hand, they are 
expected in the next volume, or perhaps in the following 
one, which will fittingly appear in the year 2000, the start of 
the new millennium.” г. 

Manfred Bleuler contributes а foreword on his 60 years 
with schizophrenic patients, outlining very briefly his views 
on etiology and treatment. Dr. Bellak provides ‘Ап Idiosyn- 
cratic-Overview’’ as an introduction and an epilogue on 
"What the Clinician Can Do Until the Scientist Comes." 
Bleuler and Bellak tegether represent 100 years of clinical 
experience with schizophrenic patients; their chapters 
should be read carefully because there are few others who 
have studied this illness so long or spoken so well about it. 

Seven chapters deal with. research. Torrev reviews the 
area of epidemiology, which, as he says, has so far contrib- 
uted remarkably little but may be beginning to live up to its 
promise. Meltzer's chapter on biochemical studies is much 
more substantial and has nearly 700 references. This area 
has expanded tremendously in the past 10 years. The pre- 
vious volume in the series did not mention dopamine, plate- 
let monoamine oxidase, endorphins, viruses, Dr. Meltzer's 
own important work on neuromuscular dysfunction, or the 
neuroendocrine strategy. Dr. Meltzer concludes with the ex- 
pectation that the next 10 or 20 years will lead to identifica- 
tion of the majority of the biochemical and neurophysiologic 
7 deficits, "providing research support is available at adequate 
rates.” The other chapters on research are as excellent as 
one might expect from such experts as Cancro on genetic 
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studies, Buchsbaum on neurophysiologic aspects (a chapter 
that shows the probable heterogeneity of the schizophrenic 
syndrome), Rabin on psychological functions, Rieder on 
children at risk, and Lyman Wynne on family studies. d 

The other major section has 10 chaptersgon clinical as- 
pects. These are somewhat variable in scope, but for the 
most part the authors cover their assigned territory well. 
Carpenter and Strauss discuss diagnostic issues and also 
deal well with prognosis. Lipton and Burnett survey psycho- 
pharmacological treatment, which sadly has advanced little 
in the past decade. Max Fink reviews ECT and other somiat- 
ic treatments, finding ECT to be the only one of value. Gun- 
derson individually provides an excellent chapter on individ- 
ual psychotherapy and joins Loren Mosher to review group, 
family, milieu, and community support systems. Zwerling 
writes on community psychiatric treatment, only slightly 
overlapping Mosher and Gunderson's chapter. 

E. James Anthony contributes a short chapter on pre- 
vention, an area in which, unfortunately, there is not much 
to review. Paulina Kernbers provides a selective review on 
childhood schizophrenia and autism, concluding with the ex- 
pectation that in the next decade diagnostic subgroups will 
be further clarified, leading tó more effective early inter- 
vention and treatment. 

Alan Stone contributes the final chapter on legal and ethi- 
cal developments. Important legal cases have reduced the 
risk of involuntary confinement, shortened the length of hos- 
pitalization, and raised the questions of the right to treatment 
and the right to refuse treatment. Dr. Stone notes that these 
developments have made many state hospitals more dan- 
gerous and oppressive and led to schizophrenic patients 
wandering the city streets or living in welfare hotels, ‘the 
new back wards of this decade of legal progress.” 

Schizophrenia will be with us at least until. Dr. Bellak's 
next volume, which we may fervently hope will contain 
more positive findings. In the meantime we must do what we 
can ‘‘until the scientist comes,” although we may seem to be 
waiting for Godot (or the millennium). 


A. ARTHUR SUGERMAN, M.D. 
Trenton, N.J. 


The Diagnosis and Treatment of Alcoholism, edited by Jack 
H. Mendelson, M.D., and Nancy K. Mello, Ph.D. New 
York, N.Y., McGraw-Hill Book Co., 1979, 385 pp., $17.50. 


The flyleaf of this book promises that it is a definitive but 
readable ''shot in the arm” for all who deal in the area of 
alcoholism. It is, indeed, comprehensive, but it challenges 
the reader to some initial aversive conditioning by beginning 
with a concoction of ill-mixed and confusing definitions and 
then moving on to an erudite but not necessarily easily swal- 
lowed section on anatomy, physiology, and biochemistry. 
The reader must start absorbing his alcohol almost immedi- 
ately, with such intervening variables as microsomal ethanol 
oxidizing systems (MEOS). Once the reader survives these 
initial onslaughts, he or she is treated to a much ‘‘mellower’’ 
concoction of research and philosophy. 

The best section of the book deals with the social settings 
and historical perspectives of alcoholism in the United 
States. This would have been a marvelous introduction to 
what is clearly a multifaceted approach to a multidimen- 
sional subject. й 
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Several themes arise out of all this research. The first is 
that alcoholism is not a solitary or unidimensional problem 
and that any approach to alcohol as a problem, or the alco- 
holic as an individual, must be multifactorial in nature. All of 
ihe authors strgss these philosophical approaches, whether 
they are discussing cross-cultural, genetic, or behavioristic 
elements of alcohol and the alcoholic. 

The reader should not be lulled into thinking that this book 

‘is the ‘‘mixology’’ manual for the understanding or treat- 
ment of alcohol. What the reader will find, however, is a 
very sobering appraisal of alcoholism as a genetic, medical, 
biochemical, and social problem. The reader will also come 
to understand that there are a number of adequate but not 
definitive treatment methods —disulfiram, inpatient clinics, 
aversion and other behavior modification techniques—all of 
which have some specific effectiveness and also some specif- 
ic limitations and drawbacks. All in all, this is a "'fine brew” 
that with a slightly different mix in the blender could have 
been a "'great brew.” 


ARON S. WoLF, M.D. 
Anchorage, Alaska 


Between Life and Death, edited by Robert Kastenbaum, 
Ph.D. New York, N.Y., Springer Publishing Co., 1979, 184 
pp., $15.50; $9.95 (paper). 


Ás a person who has spent a considerable amount of pro- 
fessional time working with dying patients, I have given a 
great deal of thought to the question of whether or not there 
is life after death. Having admired Elisabeth Kübler-Ross' 
work with dying patients and watching her evolving interest 
in and acceptance of the existence of life after death, I won- 
dered whether my own prejudiced point of view would be 
challenged, supported, or left untouched by the data report- 
ed here. It also occurred to me that some of my colleagues 
working with dying patients seem to have become more phil- 
osophical, and I have to admit that working with dying pa- 
tients has also affected me and my approach to life. It has 
caused me to think more seriously about establishing 
priorities. І 

Does everyone who works with dying patients change? Is 
the experience of approaching death or apparently dying and 
being revived so overwhelming that it leads one to reach for 
a way of expressing that incredible experience and to think 
of an existence beyond our present knowledge of life? Must 
we be involved in the world of parapsychology as soon as we 
approach this area because of the impossibility of using our 
customary vocabulary and imagery when we talk of death? 

These and many other profound questions affected my at- 
titude to reading Kastenbaum's book and certainly do not 
make me an objective reporter. I hold immense skepticism 
about a world beyond, but I also have a profound admiration 
for Dr. Kastenbaum's previous work, and I can report that 
this book is a sensible, balanced, and very interesting work. 
It sets the stage for much needed research in the field of in- 
vestigating the experience of dying. : 

For the most part the book presents a range of thinking 
about the world of life beyond. It subjects the data to a sen- 
sible analysis leading to further research and possible hy- 
potheses. It explores the phenomena reported by a variety of 
observers and patients who have approached clinical death 
and have been revived. The common denominator for all of 
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these reports seems to be a healthy skepticism of anecdotal 
material, a call for much more critical analysis of experi- 
ences of death and the world beyond. The intriguing ques- 
tion of whether or not there is an afterlife has been answered 
by the response, “not yet proven." "Not уеб’ obviously 
implies "could be.” 

It appears to me that all of the reports of people hovering 
over their bodies during resuscitation or coming back to life 
after being pronounced dead can be explained by a human 
being's need to express this incredible experience in a vo- 
cabulary that is not equal to the experience. І feel that an 
analogous situation could be one of trying to find a way of 
verbally expressing love, orgasm, or panic. If one were to 
invite people who have had these experiences to express the 
feelings involved, they would all come up with a reasonably 
uniform set of phrases, images, and expressions. Chances 
are that if the person were French he would use a vocabulary 
or a set of images reflecting that cultural influence. If he were 
Mexican he would do the same but use a different set of im- 
ages and analogies expressing that culture. The reports stud- 
ied for this book show such cultural differences. Differences 
are also noted according to degree of education, sophisti- 
cation, and age. I think, therefore, that extra-body experi- 
ences are explainable on the basis of expressions of unusual 
experiences. 

Kastenbaum has put together a reasonably interesting 
book and one well worth reading for the serious student of 
emotions. The book is well written, well organized, valu- 
able, and provocative. It is also eminently fzir to the material 
and appeals to a sense of critical and rational thinking rather 
than to emotions, beliefs, or wishful thinking. I still do not 
believe in the afterlife, but I enjoy very much being intrigued 
by the possibility. I certainly would support further explora- 
tion of the subject in a serious fashion. Ever. if we do not find 
an afterlife, we will most certainly learn about our need for 
hope and for belief beyond ourselves. 


SAMUEL C. KLAGSBRUN, M.D. 
Katonah, N.Y. 


Sexual Dysfunction: A Behavioural Approach to Causation, 
Assessment, and Treatment, by Derek Jehu. New York, N.Y., 
John Wiley & Sons, 1979, 287 pp., $17.50 (paper). 


This short book is well organized and informative. It is 
easy to follow because each section and chapter is neatly 
divided with bold-faced headings and the paragraphs have 
subheadings. There are many tables, lists, and numbered 
sets of instructions. 

This is the ideal book if one were preparing for an exami- 
nation. It poses such questions as, What is the most common 
sexual dysfunction? What can cause sexual dysfunctions? 
What are the organic factors? What is the influence of pre- 
vious learning experience? What may be azcomplished dur- 
ing therapeutic interviews? What are the specific behavioral 
procedures in treating sexual dysfunction? It also provides 
the answers. 

The book's value to the practitioner is more introductory 
than immediately useful. There is a clear, cetailed bibliogra- 
phy with 81 specific references to Masters and Johnson and 
33 to Helene Kaplar, neither of whom is considered a behav- 
iorist by the author. I expect that anyore reading Derek 
Jehu's book would turn quickly to Masters and Johnson and 
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Kaplan if he or she had not already done so. Jehu's book is 
an excellent advertisement for others. 

I found this book quite disturbing, not because of the au- 
thor, who does a thoroughly competent review of his sub- 
ject, organizes his material excellently, and writes well with- 
in the limits he sets for himself. It is the ‘‘behaviorist’’ ap- 
proach to sex as he portrays it that is disturbing. It is too 
much like reading a book on how to repair a bicycle. There is 
the chapter.on the 9 steps in changing a tire and the one on 
the 14 ways to adjust the gears. Where is mystery, joy, in- 
timacy? There is more emotion in some books on the bicycle. 


HARVEY BLUESTONE, M.D. 
Bronx, N.Y. 


Towards. Understanding Relationships: European Mono- 
graphs in Social Psychology 18, by Robert A. Hinde; series 
editor, Henri Tajfel. London, Academic Press (Harcourt 
Brace Jovanovich), 1979, 359 pp., $36.50; $18.00 (paper). 


Relationships between people are universal, complex, in- 
tegral, and intricate threads of life. Hinde's newest book 
meshes candor and a lively prose style as he tackles the 
study of relationships. He asserts that the book is not an 
attempt at systematic theory building. He painstakingly ana- 


lyzes the pivotal concerns of issues and concepts іп the quest . 


for a comprehensive basis for describing and classifying 
dyadic relationships. 

Part one, which contains three chapters, not only dis- 
cusses the obstacles to a science of interpersonal relation- 
ships but critically highlights distinctions between the terms 
"personality" and "relationship." The author scrutinizes 
the dialectics involved in relationships, the vicissitudes of 
selective perception, cultural influences, the role of judg- 
_ ment, and the inherent nature, purpose, and limitations of 
the descriptive process. 

Chapters 4-11 make up part two, which extrapolates prin- 
ciples underlying dissonance and balance theories and learn- 
ing, exchange, and interdependence theories in relationship 
to content, diversity, qualities, frequency, and patterning of 
interactions. Validation of relationships in terms of similarity 
versus difference or reciprocity versus complementarity is 
made explicit through the use of family examples and exten- 
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sive research findings. The distinction between deep and 
casual relationships is punctuated by a very thorough ex- 
plication of intimacy, interpersonal perception, and com- 
mitment. Before concluding this section Hinde raises and an- 
swers in the negative a question crucial to thg entire mission 
of the book, namely, ‘Аге the categories of dimensions we 
have discussed concerned with phenomena at a level of anal- 
ysis appropriate to the problems that those interested in the 
dynamics of relationships wish to solve?” (p. 139). He sug- 
gests, ‘‘Only future research can tell" (p. 140). 

The dynamics of interpersonal relationships are the cen- 
tral focus of part three, chapters 12-20. The mutual influ- 
ences of partners receives protracted attention with almost 
repetitive illustrations focusing on mother-child interactions. 
It would seem that this entire section could have been en- 
hanced by reference to cross-cultural dyad relationships, 
particularly when the author goes to great length to articulate 
concepts of exchange, interdependence, reward, conflict, 
and power. The functioning and dysfunctioning brought 
about by change and stability, boundaries, systems, and sub- 
systems evolves with clarity and valuable insights for per- 
sonality theorists, social psychologists, and family thera- 
pists. | 

The concluding section of the book weaves factors of 
time, social pressure, personal constructs, and personality 
constructs into a terse consideration of development. Issues 
of initiating and responding carry a decisive message —rela- 
tionships create identity and socialization patterns. Finally, 
Hinde debunks the notion that he has complete answers for 
understanding relationships. The limitations of his quest and 
the building blocks achieved in knowledge integration are 
underscored along with the reminder that *' formidable obsta- 
cles remain to be overcome" (p. 326). 

The extensive references, the well-placed diagrams and ta- 
bles, the concise chapter summaries, and the author's finely 
attuned sensitivity, timing, and honesty make this a first-rate 
scholarly work. Although the book is intended primarily for 
advanced undergraduates, graduates, and research workers, 
it should appeal to helping professionals, personnel man- 
agers, and international agencies concerned with human de- 
velopment. 


MAUREEN MCCARTHY, PH.D. 
Tallahassee, Fla. 
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DoNALD W. Goopwin, M.D., is Professor and Chairman, Department of Psychiatry, Kan- 
sas University Medical School, Kansas City. 


BENNETT Simon, M.D., is Clinical Associate Professor of Psychiatry, Harvard Medical 
School at the Cambridge Hospital, Cambridge, Mass. 


PETER Reich, M.D., is Chief of the Psychiatry Service, Affiliated Hospitals Center, Bos- 
ton, Mass. 


KLAUS MINDE, M.D., is Professor, Department of Psychiatry, University of Toronto, 
Ont., Canada. 


Howarp A. WINKLER, M.D., is in private practice in Tucson, Ariz. 


MICHAEL SHEEHY, M.D., is Deputy Director, New York State Psychiatric Institute, New 
York, N.Y. 


ELissA P. BENEDEK, M.D., is Director of Training and Research, Center for Forensic 
Psychiatry, and Clinical Professor of Psychiatry, University of Michigan Medical Center, 
Ann Arbor. 


RussELL Noyes, JR., M.D., is Professor of Psychiatry, University of Iowa College of Med- 
icine, Iowa City. 


STEVEN E. Locke, M.D., is Instructor in Psychiatry, Harvard Medical School, and Asso- 
ciate Director, Consultation/Liaison Service in Psychiatry, Beth Israel Hospital, Boston, 
Mass. 


DANIEL W. RosENN, M.D., is Director of the Department of Child Psychiatry, Beth Israel 
Hospital, Boston, Mass. 


A. ARTHUR SUGERMAN, M.D., is Clinical Professor of Psychiatry, Rutgers Medical 
School, Piscataway, N.J., and Director of Medical Student Education, Carrier Foundation, 
Belle Mead, N.J. 


ARON S. Worr, M.D., is with the Langdon Psychiatric Clinic, Anchorage, Alaska, and is 
Associate Clinical Professor, University of Washington, Seattle. 


SAMUEL KLAGSBRUN, M.D., is Medical Director, Four Winds Hospital, Katonah, N.Y. 
HARVEY BLUESTONE, M.D., is Director, Department of Psychiatry, Bronx-Lebanon Hospi- 
tal Center, and Associate Professor of Psychiatry, Albert Einstein College of Medicine, 
Bronx, N.Y. 


MAUREEN McCarTHy, PH.D., is a Postdoctoral Fellow, Department of Psychology, Flor- 
ida State University, Tallahassee, Fla. 
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Books Received 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies will be sent to the 
publishers. Books cannot be returned to the publishers. 


The Patient Speaks of Her Mother, 2nd ed., by Harold A. 
Abramson, M.D. New York, N.Y., Vantage Press, 1980, 240 
рр., $10.00. 


Psychoanalytic Treatment of Schizophrenic, Borderline, and 
Characterological Disorders, 2nd ed., by L. Bryce Boyer, 
M.D., and Peter L. Giovacchini, M.D. New York, N.Y., Ja- 
son Aronson, 1980, 415 pp., $30.00. 


The Twenty-Year Phenomenon: Men and Women Talk About 
the Breakup of Their Long-Term Marriages, by Jean Brody 
and Gail Beswick Osborne. New York, N.Y., Simon and 
Schuster, 1980, 283 pp., $11.95. 


Training of the Developmentally Handicapped Adult: A Prac- 
tical Guide to Habilitation, by Roy I. Brown, Ph.D., and E. 
Anne Hughson, M.Sc. Springfield, Ill., Charles C Thomas, 
1980, 191 pp., $14.75. 


Treatment of Psychotic and Neurologically Impaired Chil- 
dren: À Systems Approach, by David M. Brubakken, Ph.D., 
Judy A. Derouin, A.C.S.W., and Helen L. Morrison, M.D. 
: New York, N.Y., Van Nostrand Reinhold Co., 1980, 260 pp., 
$17.50. 


Sexual Variance in Society and History, by Vern L. Bullough. 
Chicago, Ill., University of Chicago Press, i980, 692 pp., 
$9.95 (paper). 


Feeling Good: The New Mood Therapy, by. David D. Burns, 
M.D. New York, N.Y., William Morrow and Co., 1980, 385 
pp., $12.95. 


Ethology and Nonverbal Communication in Mental Health: 
An Interdisciplinary Biopsychosocial Exploration, edited by 
Samuel A. Corson and Elizabeth O'Leary Corson, with 
Joyce A. Alexander. Elmsford, N.Y., Pergamon Press, 1980, 
268 pp., $41.00. 


Symbolism in Greek Mythology: Human Desire and Its Trans- 
formations, by Paul Diel. Boulder, Colo., Shambhala, 1980, 
218 pp., $12.50. 


Gay Is Not Good, by Frank M. du Mas, Ph.D. Nashville, 
Tenn., Thomas Nelson, 1980, 320 pp., $11.95. 


Drug Abuse from the Family Perspective: Coping Is a Family 
Affair, edited by Barbara Gray Ellis, M.S.S., M.P.H. Rock- 
ville, Md., National Irstitute on Drug Abuse, 1980, 140 pp., 
no price listed (paper). 


Toward a Definition of Clinical Social Work: Papers from the 
NASW Invitational Forum on Clinical Social Work, June 7-9, 
1979, Denver, Colorado, edited by Patricia L. Ewalt. Wash- 
ington, D.C., National Association of Social Workers, 1980, 
104 pp., $5.00 (paper). 


The Long Journey Home, by Carol Ferland. New York, N.Y., 
Alfred A. Knopf, 1980, 294 pp., $10.95. 


National Drug/Alcohol Collaborative Project: Issues in Mul- 
tiple Substance Abuse, edited by Stephen E. Gardner, 
D.S.W. Rockville, Md., National Institute on Drug Abuse, 
1980, 126 pp., no price listed (paper). 


Preventing Mental Illness: Efforts and Attitudes, by Raymond 
M. Glasscote, M.A., and Eleanor Kohn, M.S.W., Allan Bei- 
gel, M.D., Merrill F. Raber, M.S.W., Nancy Roeske, M.D., 
Bonnie A. Cox, M.S.W., James B. Raybin, M.D., and Ber- 
nard L. Bloom, Ph.D. Washington, D.C., Joint Information 
Service of the American Psychiatric Association and the 
Mental Health Association, 1980, 138 pp., $10.00. 


Homosexual Desire, by Guy Hocquenghem; translated by 
Daniella Dangoor. London, England, Allison & Busby (New 
York, N.Y., Schocken Books, distributor), 1980, 140 pp., 
$9.95; $5.95 (paper). 


Living with Schizophrenia: A Guide for Patients and Their 
Families, by Alexander P. Hyde, M.D. Chicago, Ill., Con- 
temporary Books, 1980, 128 pp., $8.95. 


Coping with the Crises in Your Life, by Edgar N. Jackson, 
New York, N.Y., Jason Aronson, 1980, 210 pp., $15.00. 


How to Find a Job: A Woman’s Handbook, by Susan J. Jef- 
fers, Ph.D., and Ellen F. Carr, M.B.A. New York, N.Y., Jef- 
fers/Carr Associates, 1980, 62 pp., $2.95 (paper). 


New Perspectives in Abnormal Psychology, edited by Alan E. 
Kazdin, Alan S. Bellack, and Michel Hersen. New York, 
N.Y., Oxford University Press, 1980, 563 pp., $18.95 (in- 
cludes instructor's manual). 


Internal World and External Reality: Object Relations Theory 
Applied, by Otto F. Kernberg, M.D. New York, N.Y., Jason 
Aronson, 1980, 348 pp., $27.50. 


How to Enjoy Your Life in Spite of It All, by Ken Keyes, Jr. 
St. Mary, Ky., Living Love Publications, 1980, 220 pp.,. 
$4.95 (paper). : 
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Becoming a Family Therapist: Developing an Integrated Ap- 
proach to Working with Families, by Charles H. Kramer, 
M.D. New York, N.Y., Human Sciences Press, 1980, 312 
pp., $19.95. 


e 
To Live Until We Say Good-Bye, by Elisabeth Kübler-Ross; 
photographs by Mal Warshaw. Englewood Cliffs, NJ., 
Prentice-Hall, 1980, 157 pp., $5.95 (paper). 


Rapprochement: The Critical Subphase of Separation-Individ- 
uation, edited by Ruth F. Lax, Sheldon Bach, and J. Alexis 
Burland. New York, N.Y., Jason Aronson, 1980, 504 pp., 
$15.00. 


The Criminal Justice and Mental Health Systems: Conflict and 
Collusion, by Kent S. Miller. Cambridge, Mass., Oel- 
geschlager, Gunn & Hain, 1980, 126 pp., $17.50. 


Practicing Psychotherapy: Basic Techniques and Practical Is- 
sues, by Demund C. Neuhaus, Ph.D., and William Astwood, 
Ph.D. New York, N.Y., Human Sciences Press, 1980, 203 
pp., $16.95. 


‘Biofeedback: Clinical Applications in Behavioral Medicine, by 
David S. Olton and Aaron R. Noonberg. Englewood Cliffs, 
N.J., Prentice-Hall, 1980, 416 pp., $21.00. 


The Social Consequences of Psychiatric Illness, edited by Lee 
N. Robins, Ph.D., Paula J. Clayton, M.D., and John K. 
Wing, M.D., Ph.D. New York, N.Y., BrunneríMazel, 1980, 
263 pp., $20.00. 


Reconciliations: Inner Peace in an Age of Anxiety, by Theo- . 


dore Issac Rubin, M.D. New York, N.Y., Viking Press, 
1980, 260 pp., $11.95. 


Abnormal Psychology: The Problem of Maladaptive Behavior, 
3rd ed., by Invin G. Sarason and Barbara R. Sarason, En- 
glewood Cliffs, N.J., Prentice-Hall, 1980, 555 pp., $19.95. 


The Story of Ruth, by Morton Schatzman, M.D. New York, 
N.Y., С.Р. Putnam's Sons, 1980, 306 pp., $11.95. 


Child Psychiatry and the Law, edited by Diane H. Schetky, 
M.D., and Elissa P. Benedek, M.D. New York, N.Y., Brun- 
ner/Mazel, 1980, 286 pp., $22.50. 
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Bereavement Counseling: A Multidisciplinary Handbook, ed- 
ited by B. Mark Schoenberg. Westport, Conn., Greenwood 
Press, 1980, 249 pp., $25.00. 


Are You Listening, Doctor? by Albert Schrut, M.D. Chicago, 
lll., Nelson-Hall, 1980, 231 pp., $15.95. 


Sexual Counseling for Ostomates: A Resource Book for Health 
Care Professionals, by Ellen A. Shipes, R.N.. M.N., anc Sal- 
ly T. Lehr, R.N., M.N.; illustrated by Martha Tarrant. 
Springfield, Hi., Charles C Thomas, 1980. 96 pp., $7.75 (pa- 
per). 


Medicine and Religion: Strategies of Care, edited by Donald 
W. Shriver, Jr. Pittsburgh, Pa., University of Pittsburgh 
Press, 1980, 168 pp., $10.95. 


Psychophysiological Recording, by Robert M. Stern, William 
J. Ray, and Christopher M. Davis. New York, N.Y., Oxford 
University Press, 1980, 234 pp., $14.95; $8.95 (paper). 


The Art of Psychotherapy, by Anthony Storr. New York, 
N.Y., Methuen, 1980, 186 pp., $13.95. 


The Extramarital Affair, by Herbert 5. Strean. New York, 
N.Y., Free Press, 1980, 214 pp., $12.95. 


The Hyperactive Child and the Family: The Complete What- 
To-Do Handbook, by John F. Taylor, Ph.D. New York, N.Y., 
Everest House, 1980, 244 pp., $12.95. 


Schizophrenia and Civilization, by E. Fuller Torrey, M.D. 
New York, N.Y., Jason Aronson, 1980, 22! pp., $20.60. 


The Psychosurgery Debate: Scientific, Legal, and Ethical Per- 
spectives, edited by Elliot S. Valenstein. San Francisco, Cal- 
if., W.H. Freeman & Co., 1980, 582 pp., $25.00; $14.00 
(paper). 


Parents and Peers in Social Development, by James Youniss. 
Chicago, Ill., University of Chicago Press, 1980, 295 pp., 
$23.00. 


Aging and Mental Disorders: Psychological Approaches to As- 
sessment and Treatment, by Steven H. Zarit. New York, 
N.Y., Free Press, 1980, 444 pp., $19.95. 
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Report of the Secretary: 


Summary of Meetings of Board of Trustees and Executive Committee 


May 1979-April 1980 


IT 1$ мү personal and Constitutional privilege as Secretary 
to report to the membership the actions taken by the Board 
over the past year. The report is arranged in alphabetical 
order according to topics; the items presented here do not 
include many matters that have been referred to appropriate 
components for further study and recommendation. As pre- 
scribed by our Constitution, especially important issues will 
be clarified at our Annual Meeting and a full report published 
in the American Journal of Psychiatry for permanent refer- 
ence. 

Beginning in June 1979, meetings originally scheduled as 
Executive Committee meetings were expanded to include 
the full Board. Thus; Area Trustees were present at each 
meeting throughout the year. They had greater continuity in 


their knowledge of issues being considered and are able to’ 


inform and be guided by their constituencies. 

Many issues discussed by the Board over the past year 
related to capital and operating expenses and ensuring fiscal 
stability for the Association. An extraordinary meeting of 
the Board was held in October 1979 to discuss these issues 
and to prepare information and options which were present- 
ed to the Assembly at subsequent meetings. As recommend- 
ed by the Assembly, the Board then acted to assess the 
membership for capital funds needed for the purchase of 
land far a new. headquarters building, and also approved a 
25% dres increase as well as a registration fee at the Annual 
Meeting to offset some of its costs. (A larger dues increase 
would have been necessary if this registration fee had not 
been established.) Assembly officers and members, as well 
as district branch presidents, assisted with an intensive edu- 
cational campaign to inform the membership about these 
actions. The Board is extremely gratified with the initial 
response of the membership: approximately 52% of the 
members have paid more than $2.2 million toward the as- 
sessment. This has eliminated for the present a need to 
borrow money at high interest rates in order to finalize agree- 
ments with the developer. The Board has established an ad 
hoc committee to review individual requests to waive or re- 
. duce the assessment; the President, the Trustees, the Medi- 
cal Director, and others are responding personally to a num- 
ber of requests for additional information or to complaints. 
Your T-easurer's and other reports will contain more specif- 
ic information about these fiscal issues. 


This is an edited version of the report presented by the Secretary to 
the annual business meeting in San Francisco, Calif., May 5, 1980. 


* 


A consulting firm has been hired to assist in developing а 
long-range plan for the Association, and functional budget- 
ing is being implemented this year. It is expected that these 
actions will help the Board to make sound fiscal decisions for 
the Association and will allow us to maintain and initiate pro- 
grams of benefit to the membership. 

The Board has acted on several matters.of benefit to indi- 
vidual members, including a reduction in the rates for mal- 
practice insurance for many members and improvements in 
the major medical plan for members and their families. 

Jn the coming year there will be a focus on stimulating 
recruitment into the field of psychiatry and to membership in 
the Association. 

I would remind you that every APA member is privileged 
to attend any session of components of the Association, ex- 
cept for meetings of the Ethics Committee or when a com- 
ponent is in executive session. Your strong support is appre- 
ciated; your recommendations for consideration by the 
Board or other components are most welcome. 

- The Board took the following actions. 


ANNUAL MEETING 


1. Voted to continue to present awards at the Con- 
vocation and to hold the business meeting and forum imme- 
diately after the opening session, beginning with the 1980 
Annual Meeting (May '79). 

2. Approved guidelines for holding meetings outside the 
continental United States (post-annual meetings) (June '79). 
In general, the guidelines noted the usefulness of promoting 
international exchange; suggested that post-annual meetings 
be held every other year, with some flexibilitv to accommo- 
date to special locations or invitations; encouraged planning 
as far in advance as possible; noted the need for enough psy- 
chiatrists in the host country to assist in organizing the meet- 
ing; noted that cost factors should be considered, that such 
trips should have explicit professional and educational ob- 
jectives, and that there is a direct line of staff responsibility 
regarding costs when joint meetings are held. 

3. Approved charging a registration fee for members and, 
guests attending the Annual Meeting to support much of the 
cost of these meetings; in turn, this would offset the amount 
needed for an increase in member dues (Sept. '79). 

4. Approved a three-year trial of providing day care at 
Annual Meetings with the expectation that the program 
would become self-sustaining. Authorized $5,000 in the 1980 , 
budget to support the program (Dec. '79). 
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5. Voted to schedule an extraordinary session at the 1980 
Annual! Meeting for a discussion of ERA and the relationship 
between mental health and equal rights; and approved the 
following statement to be read at the beginning of the open- 
ing session on Monday, May 5, and to be further publicized: 
“The American Psychiatric Association is on record as 
being in favor of 1) equal rights for women and 2) the Equal 
Rights Amendment. In an attempt to further these goals, the 
Board and the Assembly have endorsed the boycotting of 
states which have not ratified the ERA (by not holding Annu- 
al Meetings in these states). The recent membership referen- 
dum overturned the boycott policy. To address these issues, 
the American Psychiatric Association will hold an extraordi- 
nary meeting of the membership. . . . The Board urges your 
attendance” (May '80). 


BUDGET/FISCAL 


1. Voted to adopt a functional budgeting format, utilizing 
decision packages, effective 1981, to replace the existing ex- 
clusive departmental budgetary approach; authorized pilot 
projects in certain departments to be determined by the 
Medical Director, or on certain major decision issues, to uti- 
lize functional budgeting format during the remainder of the 
1980 budget year; encouraged departments and components 
to include at least minimal decision packages in submitting 
budgets for 1980 (June '79). 

2. Approved the 1980 budget of $8.8 million, which in- 
cluded income from a registration fee for members and 
guests attending the Annual Meeting to offset some of its 
cost, as well as a 25% dues increase (Dec. '79). 

3. Approved a one-time assessment of the membership 
for capital funds to support purchase of land on which to 
build a new headquarters for the Association. Voted to pro- 
ceed with plans for a Voluntary Fund Drive for additional 
capital funds for the building project (Oct. 79). 

4. Established an Ad Hoc Committee to Review Requests 
to Reduce or Waive the Assessment and clarified policies re- 
garding assessment and approved guidelines for waiver of 
the assessment (Feb. '80). 

5. Established a Resource Development Committee to 
broaden the scope of present efforts to seek outside funding 
and to anticipate potential new programs and additional 
sources of funds. 

6. Authorized the Joint Commission on Public Affairs to 
seek competitive bids from major publishers to produce a 
series of books on psychiatric topics of wide public interest. 
The publisher would produce and market the books and pay 
appropriate royalties to APA (Feb. '80). 

7. Approved the following timetable for the annual budget 
process: 1) In April the Board shall establish a maximum 
ceiling on total expenditures, a maximum revénue to be real- 
ized by dues collection, and revenue requirements other 
than dues collection. 2) In September the Board shall ap- 
prove major additions or deletions of programs. 3) In Sep- 
tember the Board shall be provided with a report on progress 
and on any problems in meeting established limits. 4) At any 
regular meeting of the Board or its Executive Committee, 

| the Medical Director or the Budget Committee may request 
a change in one or more of the established limits. 5) In De- 
cember the Board shall review the annual budget to deter- 
.mine whether the limits established by the Board have 
been met. Е 
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CENTRAL OFFICE 


1. In June, September, October, and December the Board 
heard reports from the Building Committee about the prog- 
ress of plans to purchase land and enter into contractual ar- 
rangements with a developer to build a new headquarters 
building for the Association. 

Authorized legal counsel to review and approve all docu- 
ments related to this joint effort with the developer and to 
empower the Medical Director to act as Attorney-in-Fact to 
execute these documents on recommendation from legal 
counsel (Feb. '80). : 

2. Authorized construction of office space in the Museum 
Building and up to $7,000 from the Reserve for Future Ex- 
pansion and Development to cover the cost; this new space 
will be used for staff support for the Annual Meetings. 

3. Authorized disbursements from the Reserve for Future 
Expansion and Development account for capital improve- 
ments to the present Central Office buildings: $4,000 for pur- 
chase and installation of carpeting; $3,000 to install automat- 
ic temperature controls for night setback as required by law; 
and $6,175 to convert the furnace to gas rather than oil, 
which will result in significant savings in fuel costs (Sept. '79). 

4. Approved in principle hiring a part-time, nonstaff APA 
member to serve as Editor of the Hospital & Community 
Psychiatry journal and adding six members to its Editorial 


‘Board (the Editor and the Board would then operate in a 


manner similar to the American Journal of Psychiatry) (Dec. 
79). . 

5. Approved funding for a Deputy Editor for the Ameri- 
can Journal of Psychiatry (Dec. '79) and appointed Dr. Mor- 
ris A. Lipton to this position (Feb. '80). 


COMPONENTS 


1. A number of components were established, terminated, 
or transferred throughout the year: a) On May 17, 1979, the 
Ad Hoc Committee to Assist in Formulating Contingency 
Plans for the Results of the 1979 Election, the Ad Hoc Com- 
mittee for the President’s Commission on Mental Health, 
and the Ad Hoc Committee to Prepare the Board's State- 
ment on Proposed (JCC) Amendments to the Constitution 
and By-Laws on the 1979 Ballot were terminated. The Ad 
Hoc Committees on Election Procedures, Implementation of 
the 1976 Referenda on Psychiatric Certification, Chronic 
Mental Patient, Civil Commitment, Long-Range Planning, 
and To Study the Council and Component Structure and 
Their Relationship to the Board and Assembly were contin- 
ued. The Commission on Judicial Action (with staggered 
terms for members) and the Commission on Standards of 
Practice and Third-Party Payment were also continued for 
another five years. b) In June 1979, the Board established a 
new Council on Aging and approved charges for several of 
its task forces, which will seek outside funding to support 
much of their work. The final report of the Ad Hoc Com- 
mittee on the 1976 Referenda on Certification was received 
at this meeting; its recommendations, together with those of 
the Council on Medical Education and Career Development, 
were transmitted to the American Board of Psychiatry and 
Neurology, publicized in Psychiatric News, and discussed 
by other components, including the Assembly; the ad hoc 
committee was discharged with thanks. A Committee for the 


‘Protection of Human Subjects in Psychiatric Research was 
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established within the Council on Research and Develop- 
ment, replacing a former task force on the topic. 

Also in June the Council on Emerging Issues was termi- 
nated; a Committee on Emerging Issues was established 
within the Council on National Affairs. Components admin- 
istratively housed within the former council were transferred 
to other councils. The Committee on Abuse and Misuse of 
Psychiatry in the United States was transferred to the Coun- 
cil on National Affairs; a new charge is being developed by 
the Council, and members have not yet been appointed. c) In 
September 1979, the Board established a Committee on 
Abuse and Misuse of Psychiatry and Psychiatrists within the 
Council on International Affairs and approved its charge. d) 
In December 1979, the Board established a Committee on 
Alcoholism and a Committee on State Hospitals within the 
Council on Mental Health Services. An Ad Hoc Committee 
to Review Requests to Waive or Reduce the Assessment was 
also established at this meeting. An Editorial Advisory Panel 
for Psychiatric News was established for one year; there will 
be liaison with the present Committee to Review Psychiatric 
News. 

2. In September 1979, the Board asked all Councils and 
components to review their activities and determine if some 
programs or projects might be supported by outside funding. 

3. The 1980 fall meetings of Councils and components 
were originally scheduled to be held in one hotel in Los An- 
geles. However, the Budget Committee found that at least 
$70,000 could be saved if these meetings were held on the 
East Coast. In December 1979, the Board voted to hold 
these meetings September 24-27, 1980, in Washington, D.C. 
The meetings will be accommodated in three hotels, and 
Central Office space will also be used. 

4. The Ad Hoc Committee to Study Councils and Com- 
ponents recommended that the Reference Committee be re- 
constituted. The Assembly and the Reference Committee 
endorsed the concept of a new Joint Reference Committee 
(JRC). In December 1979,.the Board approved the composi- 
tion of the JRC to include the President-Elect as Chair, the 
Speaker-Elect as Vice Chair, two members from the Board 
and two members from the Assembly, and the Medical Di- 
rector as voting members. Council chairs and appropriate 
commission chairs will report to the JRC and be ex officio 
members without vote. In February 1980, the Board ap- 
proved an amendment to Chapter 6, Section 7 of the By- 
Laws (as prepared by the Committee on Constitution and 
By-Laws) to be on the 1981 ballot. 

5. In June 1979, the Board authorized changing the name 
of a new Council to Council on Governmental Policy and 
Law. In December 1979, this Council stressed that addition- 
al staff (an attorney to draft legislation and regulations) was 
needed. In February 1980, the Board authorized funding of 
$17,500 from its Contingency Fund; Dr. Stone will contrib- 
ute an additional $7,500 from his Presidential Fund to hire 
someone (perhaps a law student); the first effort will be de- 

‚ velopment of a model commitment law. 

6. DSM-III. a) In June 1979, the Board authorized pub- 
lication of DSM-HI and initially recommended that the 
classification system be implemented by January 1, 1980; 
however, when it was found in December that a longer peri- 
od of time was necessary for individuals to receive the man- 
ual and be trained in its use, the Board voted to recommend 
that it be implemented no later than July 1, 1980. In Septem- 
ber the Board approved guidelines for granting permission to 
reprint under the DSM-IH copyright. The basic policy is re- 
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strictive; the Medical Director is authorized to grant per- 
mission to reprint segments but no major section may be re- 
printed, and the Diagnostic Classification may be reprinted 
on approval. The Board will approve any requests to trans- 
late the manual into other languages. In December 1979 the" 
Board authorized the Council on National Affairs to develop 
a plan to translate the manual into Spanish. b) To help offset 
the cost of developing and printing DSM-III, the Board at 
several meetings considered ways to publish educational ma- 
terial related to the manual. An ad hoc committee of the 
Board was established in December to study these issues. 
On recommendation of this ad hoc committee, the Board 
voted in February 1980 to request that the President appoint 
an editor to review material written by several organizations, 
develop an introduction and outline, provide guidelines for 
using some of the present material or developing new chap- ` 
ters, discuss the problems with the representatives of the 
various contributing organizations, and report back to the 
Board. 

A task force on educational programs was established 
within the Council on Medical Education and Career Devel-: 
opment; conferences are planned. In September 1979, the 
Board authorized a working relationship between APA and 
Roche Laboratories, with Audio Visual Medical Marketing 
playing an intermediary/coordinating role to support educa- 
tional conferences. The Board also authorized APA's co- 
sponsorship with Columbia University of a course which 
was held in December in New York City. 

7. In February 1980, the Board voted to have APA seek 
formal liaison with or representation on the ADAMHA/ 
WHO committees for the development of ICD-10 (which will 
relate to D$M-IV). - 

8. In December 1979, the Board authorized publishing the 
7th edition of the Information Bulletin for Applicants, 1980 
for accreditation in administrative psychiatry that includes a 
revised fee schedule: $300 is charged for the initial appli- 
cation, $150 to repeat one subject, and $200 to repeat two 
subjects. 

9. In June 1979, the Board voted to hold meetings of the 
full Board in cases when Executive Committee meetings had 
been scheduled; thus all Areas are represented by their 
Trustees at all meetings during the pilot program of one year. 

10. In December 1979, the Board approved the atten- 
dance of a representative of the Falk Fellows at meetings of 
the Board. 

11. On recommendation of a Task Force on Directories, 
the Council on Internal Organization, and the Reference 
Committee, the Board approved publishing a single direc- 
tory every two years (including some aspects of the Bio- 
graphical Directory but reduced in size), with the under- 
standing that the Board would review specifics of the cate- 
gories to be included. This directory would be published in- 
house, with the expectation that it will produce more income 
than if published elsewhere. 

12. In December 1979, the Board approved recommenda- 
tions of the Task Force on the Impaired Physician which call 
for encouraging AMA and other organizations to establish 
policies ensuring psychiatric services for medical students; 
authorized the task force to develop a questionnaire to sur- 
vey the district branches about methods of identifying and 
helping impaired physicians and to explore ways in which 
hospital and medical staffs can be encouraged to develop 
techniques for aiding impaired physicians. When problems , 
and issues are clarified, the task force will develop informa- 


Am J Psychiatry 137:10, October 1980 


tive resources such as a publication or video tapes. There 
will be collaboration with the American Hospital Associa- 
tion. 

13. At several meetings the Board discussed issues re- 
dated to projects providing peer review of psychiatric cases. 

In June the Board was informed that the initial case review 
of CHAMPUS patients hospitalized over 180 days had begun 
following the endorsement of the project by the Assembly 
and the Board in May 1979. The Board approved the Assem- 
bly's recommendations that the current productive negotia- 
tions between APA and CHAMPUS continue to be pursued 
vigorously while a more acceptable balance between pro- 
tection of privacy and need for accountability is achieved, 
and that these negotiations address themselves to concerns 
expressed by the district branches, committees, and individ- 
uals. It was reported at this meeting that CHAMPUS has 
agreed to no retroactive denial on inpatient care; there will 
be no retroactive review; patients and providers will be noti- 
fied 14 days in advance of any action to deny benefits. Two 
Assembly liaisons were appointed to the Ad Hoc Committee 
on Health Insurance for Mental Disorders, which reviews 
this project and reports to the Board. 

In April 1979, the Board authorized staff to explore a serv- 
ice that would provide Aetna with peer review of psychiatric 
cases covered by that company. In June the Board autho- 
rized the APA Office of Peer Review to proceed with the 
Aetna Psychiatric Peer Review Project for six months, at 
which time an analysis and report would be furnished to the 
appropriate components. 

In September the Board received a report of the Ad Hoc 
Committee on Health Insurance for Mental Disorders and 
endorsed the Committee on Confidentiality's recommenda- 
tion to request Aetna to return the mental health treatment 
form to the office of the attending physician after peer review 
has been accomplished; the Board reaffirmed its previous 
stance that APA will not enter into any new contracts at the 
national level until issues can be further clarified and voted 
not to extend the Aetna program beyond December 1979 
without further evaluation. The Board indicated to the dis- 
trict branches that it will not interfere with local arrange- 
ments made with insurance carriers. 

In December 1979, after hearing a detailed report from the 
Committee on Peer Review and recommendations from the 
Ad Hoc Commitee on Health Insurance for Mental Disor- 
ders, the Board authorized the APA Office of Peer Review to 
proceed with the APA/Aetna Project with the understanding 
that there will be careful monitoring by, and progress reports 
to, the Board and Assembly. Staff was authorized to respond 
to requests from other insurance companies to negotiate sim- 
ilar projects; these would need further action by the Board 
and review by the Assembly. The Board also acted on rec- 
ommendations to be used in negotiations with third-party 
payers. The Board has continued to discuss how involved 
the APA should be in providing peer review and has asked 
staff to seek ways of providing indemnity and to explore the 
feasibility of establishing a separate corporation to handle 
peer review and related contracts. І 

15. The Board was advised in December 1979 that the 
Committee on Peer Review is revising the Manual for Psy- 
chiatric Peer Review and asked the committee to send first 
drafts to the district branches for comments by the branches' 
component on peer review. . 

16. In September 1979, the Board approved by-laws for a 
political action conrmittee; the Assembly endorsed the 
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Board's action in October; in December the Board approved 
a change in name to American Psychiatric Political Action 
Committee and approved the membership of its first board of 
directors, which will first meet in April 1980. 

17. In December the Board approved guidelines for ac- 
cepting financial support from pharmaceutical companies: 
APA will control the manner in which funds are spert and 
the content of any educational program and materials used in 
such a program; have responsibility for determining stan- 
dards of taste and ethics for all aspects of programs receiving 
pharmaceutical support; and will acknowledge receipt of 
such support. A group of members and staff will mee: with 
representatives of the pharmaceutical industry to d:scuss 
these guidelines during the 1980 Annual Meeting. 

18. Approved entering into contractual arrangements with 
Mutual of New York for a re-insurance contract to extend 
psychiatric inpatient benefits of a lifetime maximum of 
$250,000; to extend the major medical plan to provide a sup- 
plement to Medicare; authorized a reduction in the life insur- 
ance premiums; and authorized a reduction in premiums for 
accidental death and dismemberment (Dec. '79). 

19. Approved reduced rates to APA members a3 pro- 
posed by Chubb for professional liability insurance as of 
May 1, 1980; authorized the Ad Hoc Committee to Review 


'APA's Professional Liability Insurance to continue negotia- 


tions with Chubb for even better rates and to investigate with 
other brokers the possibility of better plans for APA mem- 
bers (Dec. '79). 3 | 

20. In April 1979, the Board was informed of the favorable 
decision in the Virginia suit, considered one of the most posi- 
tive decisions for the practice of psychiatry in recent years. 
Because many local legal actions have a national impact, the 
Board voted to suggest to the district branches anc. Area 
Councils that, when anticipating litigation, the Commission 
on Judicial Action be asked to review the issue. (In Septem- 
ber 1979, the Board was informed that the psychologists will 
appeal the Virginia case; the APA filed an amicus curiae 
brief in this appeal.) 

21. In December 1979, the Board authorized a contribu- 
tion of $8,000 to the California Psychiatric Society to assist 
with legal fees in Jamison v. Farabee, a right-to-refuse-treat- 
ment case in California. 

22. On recommendation of the Commission on Judicial 
Action, the Board (June '79) authorized the Commission to 
participate in Project Release v. Prevost, a federal case that 
involves a full-scale effort to criminalize the New York com- 
mitment process; in December 1979, the Board authorized 
APA to file amicus briefs in Rennie v. Klein and Rogers v. 
Okin. 

23. Authorized hiring the firm of Coopers and Lybrand as 
consultants to APA in preparing a long-range plan for the 
Association and established a component to work with the 
consultants (Dec. '79). 

24. Authorized the Council on Medical Education and Ca- 
reer Development and the Office of Education to develop a 
plan for an audiovisual self-studv program (for CME cred- 
its), derived in part from the content of the Annual Meetings, 
with the understanding that an outside contractor wculd be 
used for taping but that the program would be under APA 
control and ownership (Dec. °79). 

25. In June 1979, the Board established an ad hoc com- 
mittee to develop à position statement on patient package 
inserts; this ad hoc committee reviewed material devzloped 
by several other components. In September 1979, the Board 
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approved a position recommended by the ad hoc committee, 
contingent on approval by the Assembly. In October the As- 
sembly revised a statement proposed by the Committee on 
Women to be compatible with the position approved by the 
Board in December and which will be published in the Amer- 
ican Journal of Psychiatry. 

26. In December 1979, the Board authorized publication 
of two task force reports: Task Force on Biofeedback and 
Task Force on Tardive Dyskinesia. 

27. In December 1979, the Board approved a position 
statement on Teenage Parents and Their Children.that in- 
cludes suggested elements for effective programs. 

28. In Februarv 1980, the Board approved publication of 
the report of the Task Force on Alternative Patterns of Or- 
ganization of State Governments to Provide Mental Health 
Services to Children and Adolescents and recommended 
that it be offered to the Hospital & Community Psychiatry 
journal for publication. 


ELECTIONS 


]. In June 1979, the Board referred the Area I action pa- 
per as approved by the Assembly to the Ad Hoc Committee 
on Election Procedures for revision of the section in the Op- 
. erations Manual concerned with election procedures and 
campaign guidelines. En September the Board approved the 
new guidelines contingent on approval by the Assembly. In 
October the Assembly approved the election guidelines and 
their implementation in the 1980 election. In December 1979, 
the Board approved a revision in the Operations Manual that 
relates these new guidelines to operating policies. 


2. Revised the Operations Manual to provide early ap- 


pointment of the Nominating Committee, so that members 
could contact their Area representatives on the committee 
earlier in the process (Dec. '79). 

3. In December 1979, the Board was notified of the receipt 
of a referendum on ERA and national meeting sites; signa- 
tures of more than 200 voting members had been verified; the 
referendum was on the 1980 ballot. 

4. In December 1979, the Board approved two amend- 
ments to the Constitution and By-Laws regarding the com- 
position of the Assembly (Chapter 7.1) and clarification of 
Chapter 8.6 assessments. In February 1980, the Board ap- 
proved an amendment to Chapter 6.1 to change the composi- 
tion of the Reference Committee. All of these amendments 
will be read to the membership at the Annual Meeting in 1980 
and appear on the ballot in 1981. 


ETHICS 


1. Approved revising Section 9 of the Principles of Medi- 
cal Ethics with Annotations Especially Applicable to Psychi- 
ату as follows: ‘‘Ethical considerations in medical practice 
preclude the psychiatric evaluation of any adult charged with 
criminal acts, prior іс access to, or availability of, legal 
counsel. The only exception is the rendering of care to the 
person for the sole purpose of medical treatment" (Sept. 
"J9). (The Assembly approved this annotation in October 
1979.) f 

2. Approved a revision to the Operations Manual: *‘ When 
a member is under investigation for an ethical violation, he/ 
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she shall not be permitted to resign until all charges of unpro- 
fessional conduct have been resolved” (Sept. '79). . 

3. In December 1979, approved publication of a collation 
of the Opinions of the Ethics Committee. 


INTERNATIONAL ACTIVITIES 


1. Approved APA’s joining with the Gerontological So- 
ciety and the American Geriatric Society in endorsing the 
visit to the United States of a study group on diseases of the 
elderly from the People's Republic of China (Sept. '79). 

2. Voted to publish the Report of the Committee to Visit 
South Africa in the American Journal of Psychiatry (June 
"79). 

3. Sent a telegram to President Carter, the World Health 
Organization, and the United Nations deploring the situation 
in Cambodia and offering APA’s assistance (Dec. '79). 

4. Elected Dr. Semyon Gluzman, an imprisoned Soviet 
dissident, to Distinguished Fellowship (Dec. '79). 

5. Throughout the year the Board heard plans for the Sec- 
ond Pacific Congress of Psychiatry, to be held after the An- 
nual Meeting in May 1980, as well as for the Joint APA (Area 
ID/WPA Regional Symposium, to be held October 30-No- 
vember 8, 1981, in New York City. 

6. After the appearance of a New York Times article, sent 
a cablegram to Professor Snezhnevsky, Director of Psychia- 
try, Institute of Medical Sciences, U.S.S.R., asking for repu- 
diation of an allegation that Academician Andrei D. Sakha- 
rov was threatened with ‘‘commitment to a psychiatric hos- 
риа’ because of his political dissidence. The cable further 
stated that ‘‘we hope this report is in error since, if true, it 
would be taken as new evidence for the claim that there is 
political abuse of psychiatry in the Soviet Union." 


LIAISON ACTIVITIES 


1. Approved APA's becoming a participating organization 
of the Professional and Technical Advisory Committee for 
the Long-Term Care Program of the Joint Commission on 
Accreditation of Hospitals. In September 1979, the Board 
did not favor providing financial support for a new Accredi- 


. tation Council on Mental Retardation since APA had accept- 


ed the JCAH invitation to serve on a Professional and Tech- 
nical Advisory Committee for Services for Mentally Re- 
tarded and Other Developmentally Disabled Persons 
Program. . 

In December 1979, the Board endorsed the Assembly's 
recommendation that APA's representatives to the JCAH 
committee responsible for formulating the consolidated stan- 
dards be instructed to inform the committee immediately 
that APA cannot accept these standards and that revised 
standards should be formulated. 

In February 1980, the Board voted to instruct APA’s rep- 
resentatives to the JCAH PTACs for the Hospital Accredita- 
tion Program, Psychiatric Facilities, and Long-Term Care to 
continue to insist that there be a provision for a medical staff 
in the accreditation standards for all psychiatric facilities, 
but that this provision would not preclude the organization 
of a clinical staff. It is the opinion of the APA Board that if 
there is no medical staff, a facility should not be considered a 
psychiatric facility; that institutions should be able to elect to 
have a medical staff if they wish to be accredited under the 
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standards for psychiatric facilities; and that if thev do not 
wish to have a medical staff, they should be accredited under 
standards designed for other types of facilities. The Board 
also asked APA’s representatives to the JCAH PTACs to 
“report regularly to the Council on Mental Health Services. 

2. Approved the establishment of formal liaison between 
the American Academy of Child Psychiatry and APA (May 
79), 

3. Authorized staff to cooperate with the United Mine 
Workers in a study of psychiatric disabilities following a 
mine accident (May '79). 

4, Authorized staff to contract with Aetna and the United 
Auto Workers for a meeting to discuss chronic psychiatric 
disability. 

5. Voted to submit only one nominee for each vacancy on 
the American Board of Psychiatry and Neurology (Dec. '79). 

6. Voted to accept an invitation to organizational mem- 
bership on the President’s Committee on Employment of the 
Handicapped at no cost to APA, as recommended by the 
Committee on Rehabilitation (June '79). 

7. Endorsed a resolution of the American Association for 
the Advancement of Science on science in-state programs 
(June '79). 

8. Affirmed its policy that APA will not cosponsor meet- 
ings unless the Association is actively involved in the plan- 
ning process and that such cosponsorship is usually limited 
to meetings of related organizations (June '79). 

9. Supported the application of the American Board of 
Qualification in Electroencephalography to the American 
Board of Psychiatry and Neurology for establishment of spe- 
cial certification in EEG (June '79). 

10. Asked the American Medical Association to reconsid- 
er its action to withdraw from the Liaison Committee on 
Continuing Medical Education and endorsed having one ac- 
crediting body for Continuing Medical Education (Sept. '79). 

11. Approved storing the files of the National Commission 


on Confidentiality of Health Records at the APA Central Of- . 


fice and providing minimal staff support to the Commission 
(Sept. '79). 

12. Strongly opposed HEW's approving the National Ac- 
creditation Association and American Examining Board of 
Psychoanalysis, Inc., as a nationally recognized accrediting 
organization (Sept. '79). 

13. Endorsed comments on new regulations on day care 
(as prepared by the Council on Children, Adolescents and 
Their Families) and sent them to DHEW (Sept. '79). 

14. Approved joining with other major organizations to 
honor Mr. Norman Lourie on his retirement as Secretary of 
Welfare for the State of Pennsylvania (Sept. '79). 

15. In December 1979, the Board authorized the Com- 
mittee on Medical Education to develop programs and mate- 
rials related to recruitment of medical students in collabora- 
tion with the American Medical Students Association; offi- 
cial liaison with AMSA will be through the APA committee. 

16. Approved liaison with the American Academy of 
Family Physicians, the American Academy of Pediatrics, 
and the American College of Physicians (Dec. '79). 

17. Approved in principle a working document, ‘*Psychia- 
try in Training for Primary Care Specialties," to be used in 
further discussion with the American Academy of Family 
Physicians and the American College of Physicians, and au- 
thorized the Committee on Psychiatry and Primary Care 

Education to collaborate with representatives of these or- 
ganizations to develop a final document (Dec. '79). 
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18. Voted to suggest to the Residency Review Com- 
mittee, the American Association of Directors of Residency 
Training Programs, and the American Association of Chair- 
men of Departments of Psychiatry that each residency pro- 
gram develop a written procedure to be followed when 
checking the credentials of residents requesting transfe-; and 
further, that the RRC consider including this requirement for 
procedures (without defining them specifically) in the Essen- 
tials and Guide for Psychiatry Residency Training Pro- 
grams (Dec. '79). 

19. Endorsed a document prepared by the National Can- 
cer Institute, **Coping with Cancer: A Guide for the Health 
Professional,” at no cost to the Association (Dec. '79). (This 
is part of a larger NCI program to provide information on the 
psychosocial aspects of cancer to patients and their families, 
both directly and through health professionals.) 

20. Approved APA’s having organizational membership 
on the U.S. Council for the International Year of ihe Dis- 
abled (1981) (Dec. '79). 

21. Authorized collaboration with the AMA in producing 
a Mini CPT-IV for psychiatrists (Dec. 79). 

22. Approved guidelines prepared by the Section Council 
on Psychiatry regarding appointments to the Section Toun- 
cil and APA’s delegates to the AMA House of Delegates 
(Dec. '79). 

23. Approved APA’s becoming a member of the Federa- 
tion of Organizations for Professional Women, with dues of 
$200 per year. The locus for the activity and liaison will be 
the Committee on Women, with Dr. Spurlock attending the 
meetings which are held in Washington, D.C. 

24. Endorsed the American Electroencephalograptic So- 
ciety Guidelines for EEG as recommended by the Councils 
on Medical Education and Research and Development (Feb. 
'80). 

25. The Council of Medical Specialty Societies needed to 
increase dues to support ongoing programs and increased ac- 
tivities. In February 1980, the Board approved an increase in 
APA's dues from $1.75 to $1.85 per voting APA member. 
APA's representatives have organizational responsibilities 
on CMSS. 

26. Approved APA's cosponsoring sessions at the 1981 
AMA Winter Scientific Meeting at no cost to APA. Dr. Sher- 
vert Frazier, a member of the AMA Council on Continuing 
Physican Education, will be responsible for program devel- 
opment in concert with APA staff Dr. Henry Work and Ms. 
Carol Davis. 

27. Approved APA's cosponsorship of a National Insti- 
tute for Long-Term Care, which is tentatively scheduled for 
September 26-27, 1980, in Washington, D.C. 


MEMBERSHIP 


1. On recommendation of the Assembly and the Member- 
ship Committee, approved allowing a grace period of zt least 
one year before any member who has not complied with 
Continuing Medical Education requirements is dropped 
(Dec. '79). 

2. Supported having the Membership Committee hold 
workshops to educate the district branches about Fellowship 
procedures at the Annual Meetings, orientation sessions for 
district branch presidents-elect, and perhaps a preser.tation 
to the Assembly, rather than holding regional workshops 
(Dec. '79). 
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3. Approved criteria guidelines for consideration of po- 
tential APA member benefit programs (Dec. '79). 

4. In the 1979 election, members voted to increase the re- 
quirement as General Member from 5 to 8 years to be eligible 
for consideration for Fellowship. In February 1980, the 
Board voted a one-year phase-in implementation of this 
amendment. For the 1980 nomination process, members 
with six or more years as General Member will be eligible for 
consideration as Fellowship nominees, including those who 
had already been nominated by their branch. 

5. Considered routine membership matters at each meet- 
ing and took some or all of the following kinds of actions: 
authorized dropping from APA membership those members 
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who had resigned from or been dropped by their district 
branches for nonpayment of dues; authorized administrative 
reinstatement of those members who paid their dues arrear- 
ages and returned to good standing in both the branch and , 
the national Association; approved transfem and accept- 
ances or denied them if circumstances indicated; accepted 
applications and resignations; granted dues waivers when 
warranted, or Inactive member status; approved member- 
ship status changes from one category to another; acted on 
recommendations for Distinguished cr Honorary Fellows 
(May, June, Sept., Dec. '79; Feb., April '80). 


H. Kerru Н. Bronie, M.D. 
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Report of the Treasurer 


General. This report is prepared from audited figures for 
the fiscal year which ended December 31, 1979. Data pre- 
sented also appear in the auditor's annual report. A state- 
ment of financial condition is shown in table 1, and table 2 
reflects revenues and costs for the year. This report, togeth- 
er with the tables, will provide the membership with the in- 
formation they need to assess the operation and financial 
condition of the Association. In the interest of complete and 
accurate reporting of fiscal information, all assessment re- 
ceipts, as well as the investment of such receipts, have beén 
accounted for separately. Therefore, table 1 includes a new 
fund designation, the Building Fund, which displays the as- 
sets and liabilities associated with the assessment and fund 
drive. | 

Fiscal status. Execution of the fiscal year 1979 budget re- 
sulted in income of $8,635,808 (1/2 percent below the budget 
estimate) compared with expenses of $8,585,215 (1 percent 
below budgeted expenditures). This resulted in a net surplus 
from general fund operations amounting to $50,593. The sur- 
plus of income over expenses for 1979 basically stems from 
teamwork among APA policy makers and staff to overcome 
obstacles posed by inflation and recession through bolstering 
income and minimizing expenses. Income was strengthened 
by DSM-III sales of $560,000, revenues from Continuing 
Medical Education courses offered during the annual meet- 
ing that exceeded budgetary estimates, a strong grant/con- 
tract program that produced outside support in excess of 
$1,300,000 for needed programs, and increases in rate sched- 
ules for the products and services provided by APA to the 
public. Expenses were controlled during 1979 by the suc- 
cessful efforts of component chairs and department heads to 
keep expenditures within budget allocations and specific 
cost containment efforts by the leadership and staff, includ- 
ing the elimination of three existing positions during the 
year. : 

Investments. The stated investment policy of the Associa- 
tion is to "employ sound investment vehicles affording the 
maximum return consonant with safety of capital, i.e., the 
type of investment a prudent individual would seek.” With 
this in mind, safety of capital has been identified as the first 
objective of the investment program. 

Total investment income for the year amounted to 
$200,943. Of this amount, $23,053 stemmed from savings and 
loan certificates (reflected in cash and equivalents in table 1). 
Earnings from U.S. Treasury bills, short-term bonds, and 
short-term commercial bank certificates of deposit amounted 
to $67,017. These investments represent the general fund 
working capital of the Association and are invested in ac- 
cordance with requirements in the annual cash budget. Bal- 
ances ranged from a high of $1,200,000 in midyear to a low of 
$150,000 at year end. This experience reflected an orderly 
execution of the cash budget and maximum return on short- 


» This is an edited version of the report presented by the Treasurer to 
the annual business meeting in San Francisco, Calif., May 5, 1980. 
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term holdings within the conservative bounds establisked by 
fiscal policy. 

Pursuant to the sale of the Connecticut Avenue and Hill- 
yer Place properties for $1,120,000, APA received 9% notes 
receivable from the buyer in the amount of $1,070,000 on 
February 28, 1979. During the year the Association. received 
payments on the balance in the amount of $200,000. The out- 
standing balance as of December 31, 1979, was $870,000. In- 
terest income on these notes for the year was $69,715. 

APA was fortunate during 1979 with respect to the equities 
portion of its portfolio. Total fund return on equities during 
the year amounted to 23.7% as compared with 10.4% for the 
Dow-Jones Industrial Average and 18.4% for the Stancard & 
Poor ‘'500.’’ The total fund investment return on the cverall 
portfolio since late 1975 (the time of the formation of the 
Investment Advisory Committee) has been 41.5 percent. 

The quality of the equities portion of the portfolio has im- 
proved markedly since the inception of the Investment Advi- 
sory Committee. The committee inherited a stock portfolio 
in which the original cost of securities was greater than the 
corresponding market value. The committee has continually 
worked to achieve an appreciation of securities, with mini- 
mum risk, in order to bring the market value of securities 
above the historical costs. The committee's steady pe-form- 
ance led to the achievement of this goal as of Dec. 31, 1979. 

Status of reserves. The Association averted the need for 
an increase in member dues during 1978 and 1979 by utilizing 
surplus funds realized during 1976 and 1977. In February 
1977 the Executive Committee of the Board of Trustees ap- 
proved the establishment of the Reserve for Stabilization of 
Member Dues. The purpose of this action was to develop a 
reserve account from which sufficient funds could be trans- 
ferred to operating income for each of three years (1977, 
1978, and 1979) in order to meet pressures for increzses in 
operating expenses and thus preclude the need for a dues 
increase until 1980. At the time this reserve account vas es- 
tablished, APA anticipated that an extremely high level of 
surplus funds would be generated from operations during 
1976 and possibly during 1977. This expectation was based 
largely on the Board's intention to change its fiscal year from 
April-March to a calendar-year basis, effective January 1, 
1977. The surplus of income over expenses for 1976 amount- 
ed to $833,704. A portion of this surplus ($579,075) was 
placed in the Reserve for Stabilization of Member Dues and 
the remainder was allocated to the Reserve for Future Ex- 
pansion and Development ($254,629). 

An additional surplus of $507,302 was realized from 1977 
operations. Of this amount, $279,650 was placed in tae Re- 
serve for Stabilization of Member Dues, $225,371 went to 
the Reserve for Future Expansion and Development, and 
$2,281 was placed in Unrestricted Surplus. As of December 
1, 1978, the balances of these three reserve accounts were as 
follows: Reserve for Stabilization of Member Dues, 
$316,512; Reserve for Future Expansion and Development, 
$1,980,000; and Unrestricted Surplus, $260,009. 
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TABLE 1 
Comparison of Fiscal Years 1978 and 1979 
Item 1978 1979 
ASSETS 
General fund е 
Cash and equivalents $ 335,000 $ 268,291 
Accounts receivable 652,182 616,015 
Accrued interest receivable 7,711 6,004 
Deferred charges and prepaid expenses 217,342 261,933 
Marketable securities 
Stocks and bonds at cost (market value $504,036) 22 501,990 
Stocks апа bonds at quoted market value 488,394 = 
U.S. Treasury Bills at cost 311,926 133,250 
Due from Building fund — 120,467 
Notes and advances receivable from АРМА? 1,757,085 1,757,085 
Less valuation reserve (1,757,085) (1,757,085) 
Notes receivable, sale of property — 870,000 
Land and building, Central Office, at nominal value 1 1 
Furniture and equipment, Central Office, at nominal value 1 1 
Land and building, new headquarters, at cost 1,113,886 = 
Deduct 
Cash and marketable securities allocated to restricted fund (305,189) (285,881) 
Total general fund 2,821,254 2,492,071 
Building fund 
Cash and equivalents — $ 31,709 
Accrued interest receivable — 5,907 
Deferred charges and prepaid expenses — 120,467 
Marketable securities 
Repurchase agreements held at bank at cost — 1,250,000 
U.S. Treasury Bills at cost — : 97,775 
Total building fund — 1,505,858 
Restricted fund 
Cash and marketable securities allocated from general fund 305,189 285,881 
Total restricted fund 305,189 285,881 
Total assets 3,126,443 4,283,810 
LIABILITIES 
General fund 
Accounts payable and accrued expenses 270,965 442,920 
Due to district branches 31,014 1,119 
Deferred income 5,125 51,361 
Reserve for Stabilization of Future Dues 607,039 — 
Reserve for Future Expansion and Development 1,689,473 1,682,473 
Less valuation reserve, marketable securities (45,967) — 
Unrestricted surplus 
At beginning of year 260,009 263,605 
Net change during year ended 3,596 50,593 
At end of year 263,605 314,198 
Total general fund 2,821,254 2,492,071 
Building fund 
Due to general fund — 120,467 
Deferred credits, building fund receipts — — 
Assessment payments received -— 1,347,775 
Voluntary fund drive receipts, less expenses — 31,709 
Interest earned — 5,907 
Total building fund — 1,505,858 
Restricted funds 
Principle balances of restricted funds 305,189 285,881 
Total restricted funds 305,189 285,881 
Total liabilities 3,126,443 4,283,810 





*American Psychiatric Museum Association, Inc. 


Although the Reserve for Stabilization of Member Dues 
contained $316,512 in early December 1978, an amount of 
$607,039 from this source was needed for transfer into in- 
come for 1979 operations in order to balance the budget. Had 
this fact been anticipated in earlier years, a larger amount of 
the surplus funds generated from 1976 and 1977 operations 
could have been placed into the Reserve for Stabilization of 
Member Dues at that time. Therefore, the Board of Trust- 
ees, during its December 9-10, 1978, meeting, approved the 


transfer of $290,527 from the Reserve for Future Expansion 
and Development to the Reserve for Stabilization of Member 
Dues, which brought the total of that reserve account to 


· $607,039. The Board further approved that this total amount 


of $607,039 be transferred from the Reserve for Stabilization 
of Member Dues into operating income for 1979, which in- 
creased projected income to the level of anticipated ex- 
penses and balanced the 1979 budget. The resulting balances 
of reserve accounts as of December 3I, 1978, were as fol- 
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TABLE 2 . 
Comparison of Functional Revenues and Costs for Fiscal Years 1978 and 1979 
Item 1973 (26) 1973 (96) 
*Revenues 
Publications * 
Advertising 29.27 25.82 
Subscription and related fees 4.27 5.02 
Book sales 4.22 10.72 
Member services 
Dues from members 42.30 36.63 
Meetings income 7.11 7.50 
Other income 1.40 1.45 
Other income (investments, overhead on grants, etc.) 11.43 12.86 
Total dollars $7,577,042 $8,635,808 
Costs 
Governance (Board of Trustees, Councils, Assembly) 17.54 18.86 
Publications (APA journals and book sales) 36.27 33.99 
Public Affairs (public information and government relations) ' 7/72 8.04 
Member services (membership services and educational programs) 28.16 28.15 
General and administrative (administrative offices and other costs) 10.31 10.96 
Total dollars $7,573,446 $8,535,215 ` 








lows: Reserve for Stabilization of Member Dues, $607,039; 
Reserve for Future Expansion and Development, $1,689,473; 
and Unrestricted Surplus, $263,605. 

During 1979 the balance of the Reserve for Stabilization of 
Member Dues ($607,039) was utilized as income to preclude 
the need for a dues increase during that year, in accordance 
with the plan developed by the Board of Trustees in Febru- 
ary 1977. The Reserve for Future Expansion and Develop- 
ment was reduced by $7,000 during 1979 (from $1,689,473 to 
$1,682,473) due to special funding for two policy compo- 
nents. The Unrestricted Surplus increased by $50,593 during 
1979 because of the surplus from general fund operations. 
The balances of the reserve accounts as of Dec. 31, 1979, 
were as follows: Reserve for Future Expansion and Develop- 
ment, $1,682,473; Unrestricted Surplus, $314,198. 

Publications. The Association maintains approximately 90 
book titles in inventory. Total revenues for 1979, net of dis- 
counts, were $805,370. This represents an increase of 
$532,175 over 1978 sales of $273,195. The increase basically 
stems from sales of DSM-III during the last quarter of 1979 
amounting to $560,000. Revenues from the initial sales of 
DSM-III helped support overall expenses of APA during 
1979. Publication sales usually amount to about $250,000, for 
a slight excess of revenue over expenses, which keeps the 
activity on a self-sustaining basis. 

Psychiatric News generated revenues of $1,280,469, con- 
trasted with expenses of $1,045,315, for a surplus of 
$235,154. The revenue amount represents an increase of 
$45,090 over 1978 totals. The American Journal of Psychia- 
try produced revenues of $1,192,595 and incurred expenses 
of $1,207,736, for a deficit of $15,141. It should be noted that 
the Association levies an overhead charge to its three pub- 
lications at the rate established for indirect costs for federal 
grants and contracts. The overhead rate for the American 
Journal of Psychiatry during 1979 was 36.1% of direct costs. 





This publication shows a surplus of $305,135, excluding 


- APA overhead charges. The Hospital & Community Psy- 


chiatry journal realized revenues amounting to $259,187 
and expenses of $476,625. The resulting deficit was $177,438. 
After adjusting for the APA overhead charge to the journal, 
the deficit for 1979 is reduced to $50,015. 

Grants and contracts. In February 1977, the Association 
began working to increase its level of support from grants 
and contracts. Since that time, income from these scurces 
has increased from $294,842 per year to an annual rate of 
$1,374,178. These additional funds have enabled APA to 
provide needed products and services without placing an ad- 
ditional burden on other income sources. The Association is 
establishing a Resource Development Committee, which will 
endeavor to generate additional grant/contract funds to sup- 
port the provision of products and services to members and 
their patients. 

Conclusion. It is a pleasure to present to you what I be- 
lieve is a very forthright and positive annual repor: on the 
fiscal activities of the APA during 1979 and the financial con- 
dition of the Association at this time. You are welcome to 
discuss any aspect of this report with me during the ennual 
meeting or to review the total audited figures for income and 
expenses at APA headquarters. 

I wish to express my gratitude to you for entrusting me 
with the responsibility for the fiscal affairs of the APA, and 
to the Assembly, to the Board of Trustees, to the officers, 
and to the Investment Advisory Committee for their support 
and their ongoing interest in the financial stability of the As- 
sociation. Appreciation is also due to the Medical Director, 
the Deputy Director for Business Administration, the Comp- 
troller, and the entire staff for their capable assistance when- 
ever needed during the year. 


CHARLES B. WILKINSON, M.D. 


РА * 
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Report of the Medical Director 


I AM PLEASED to present my annual report to each of you, 
the first in the new decade—the 1980s. Although I will follow 
my usual pattern of highlighting staff activities and develop- 
ments, I would also like to use this occasion to make a few 
additional comments and observations. 

One of my hopes for this new decade is a wider perception 
among members of APA’s strengths and capacities as well as 
a realistic evaluation of the problems facing our patients and 
our profession. Whenever I have an opportunity to visit dis- 
trict branches throughout the country, I make a point of fo- 
cusing on this theme. In this context I have attempted to deal 
with some of our members?’ episodic moods of doom and 
gloom about the future of psychiatry. This syndrome is char- 
acterized by the belief in certain myths which, in my judg- 
ment, can lead to errors in policies and actions. The first is 
the myth that the profession is under severe siege and is cut 
off from allies. The reality is that we have many problems 
and there are areas where we must struggle very hard. How- 
ever, from my perspective, it is a serious error to under- 
estimate the many friends and potential allies that psychiatry 
has—in the general public, the medical profession, the 
courts, the legislative and executive branches of govern- 
ment, the clergy, and mental health professionals. We must 
be careful to differentiate the irrational and malignant anti- 
psychiatry groups from those who have indicated a willing- 
ness or demonstrated a potential to discuss issues with us in 
a serious manner, even if some of these groups do criticize 
us from time to time. Unless we do this, our policies can 
rigidify, we can alienate genuine friends, and the profession 
wil develop a momentum toward self-fulfilling negative 
prophecies. 

Of course there are very serious challenges facing us in the 
years ahead, but in my view a strongly functioning APA can 
and will deal with these problems—with vigor, intelligence, 
and persistence. 

A second myth that we should lay to rest is the perception 
of psychiatry as mired in a perpetual identity crisis. From my 
vantage point, we underwent several shifts in direction dur- 
ing the 1960s and 1970s. My travels to many district branch- 
es, however, have convinced me that a consensus has 
evolved during the last few years. We have emerged from a 
period of flux and rapid change with a much clearer medical 
identity. This identity involves strong alliances with the rest 


of medicine and also recognizes our fundamental role as phy- · 


sicians. Such a model is not one of biological reductionism, 
but gives strong emphasis to the psychological, the social, 
including epidemiological, and other salient variables direct- 
ly related to psychopathology and its treatment. Of course, 
debate continues on the precise role of psychosocial vari- 
ables and we have occasional passionate differences over the 
psychiatric implications of major social policies. Never- 
theless, my reading of the membership is that the ideological 
differences among us diminished significantly during the late 
1970s. It is time to state forcefully that the identity crisis is 
over. 


This is an edited version of the report presented by the Medical Di- 
rector to the annual business meeting in San Francisco, Calif., May 
5, 1980. 
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In the light of our need to be strong in order to cope with 
the many challenges that will face us in the '80s, I believe it 
would be a tragic mistake to pull up the wagons and retreat 
into a constricted reactive posture. We must clarify the pri- 
orities, objectives, and functions of the profession and the 
Association and then choose wisely among them. 

My staff and I have been deeply influenced in the past six 
months by the variety of fiscal issues facing the Association: 
the levying of the assessment to finance a new headquarters 
building, the dues increase, and the unprecedented imposi- 
tion of a registration fee for members attending the annual 
meeting. 

In particular, the assessment and dues increase were light- 
ning rods that brought to our attention many issues in addi- 
tion to the manifest fiscal questions. The image that the As- 
sociation projects to its members is extremely important and 
we must take a close look at what the benefits of membership 
really are. I have read every letter protesting the assessment. 
More than that, I have looked at every scrawled note on the 
bill itself. I didn't know that several of our members were 
descended from Samuel Adams and identified with those 
who put on a famous tea party. Of course, many of our mem- 
bers were traumatized by the assessment and the dues in- 
crease, as indeed were the Assembly and the Board last fall. 
Nevertheless, I have been.delighted with the magnificent re- 
sponse so far to the assessment and the dues increase. I have 
also been pleased that the number of resignations is not un- 
usual for this stage of our fiscal year. The opportunity to 
engage in a dialogue with members who have protested the 
fiscal decisions has been a rewarding challenge for me. Many 
of you have also been engaged in this process and I urge you 
to increase your activities. Concerned and responsive lead- 
ership will make a real difference. 

During the past six months an interdepartmental staff com- 
mittee, consisting of the Medical Director; Carol Davis, Spe- 
cial Assistant to the Medical Director; Dr. Lee Gurel, Direc- 
tor of Membership Services and Studies; Mary Jane Mer- 
rick, Chief of Data Processing; Marta DeLalla, Membership 
Associate; Ron McMillen, Assistant Director of Public Af- 
fairs; Dr. Jack White, Deputy Director for Business Admin- 
istration; and Robert Milanicz, Comptroller, have met regu- 
larly to monitor the assessment and the dues billing. This has 
involved planning responses to the inquiries and questions 
that have come from our members about the assessment and 
dues increase; working with the Ad Hoc Committee to Con- 
sider Waivers of the Assessment so that guidelines could be 
established; ensuring that all appropriate data about the as- 
sessment waivers and the dues were entered into the com- 
puter; and reviewing data to determine the percentage of 
members who had paid the assessment and dues to consider 
what appropriate actions might be if the cash flow for the 
Association was not maintaining 1979 levels. This has indeed 
consumed a great deal of staff time. However, we have re- 
sponded to every inquiry from à member and attempted to 
ensure that the members are aware of the benefits of belong- 
ing to APA. We have been successful, in several instances, 
in persuading a member to pay the assessment and dues and 
not resign from the Association. 

When you return home from this meeting, an all-member 


Am J Psychiatry 137:10, October 1980 


mailing will be delivered. It will contain routine items like 
submission forms for next year's annual meeting, and we 
have also included a brief newsletter, “АРА Is Working For 
You," highlighting membership benefits and activities; a 
Quick Reference Telephone Directory for locating specific 
staff who can help with various problems; and information 
about public affairs activities and media resource details, 
among other things. The Association is active in many areas 
that touch every member's practice, and it is important that 
we communicate this clearly and concisely. Many of oür 
members feel isolated or apart from APA and each of us has 
an obligation to reduce this distance. 

As I have stated on a number of occasions, we must have 
priorities because we can no longer attempt to do a little bit 
of everything. Fiscal restraints must be recognized and 
choices among alternatives made. With the institution of 
long-range planning and functional budgeting, I believe that 
we will make these hard choices and that our objectives and 
functions will be clearer. 

I believe each of you will enjoy this annual meeting, our 
133rd. Not only is San Francisco a pleasant place to be, but 
the program content is exceptionally rich and exciting. There 
will be extensive press coverage of the meeting and of events 
surrounding it. I am convinced that the scientific coverage 


will be beneficial for psychiatry. My personal thanks goes to : 


Dr. Allan Beigel and the Scientific Program Committee for 
their continued commitment to excellence. 

Each of you also has my special thanks for your support of 
our staff. President Stone, Speaker Pasnau, and other APA 
leaders have been extremely positive in their support of our 
strong and effective staff, and I am most appreciative of their 
actions demonstrating their intent in this matter. 

I am pleased that I have been asked to continue as your 
Medical Director. With full recognition that I am clearly ac- 
countable to the Board of Trustees, to the Assembly, and to 
the membership, I will continue as your Medical Director 
with the belief that I am living up to my own standards and 
your expectations. 

The remainder of my report deals with more specific staff 
activities. For historical purposes, the Medical Director has 
asked each department and division head, as well as each 
deputy director, to prepare detailed reports, which are ap- 
pended. 


MEDICAL DIRECTOR'S OFFICE 


Several additional activities have been assumed by our of- 
fice during the past year to improve coordination of particu- 
lar functions. : 

My office has assumed responsibility for monitoring all of 
APA's liaison activities with other organizations and pre- 
paring a special report for each meeting of the Board of 
Trustees on these activities. We currently have official liai- 
son representatives to more than 30 organizations, and the 
APA President very often appoints ad hoc representatives to 
attend meetings deemed to be of interest to the Association. 
All of these representatives submit reports and recommen- 
dations to the Trustees. My office ensures that all sugges- 
tions and action items are transmitted to the appropriate 
people and that effective action is taken. 

I have recently transferred to my office the monitoring of 
all of APA’s international affairs activities, including staff 
support for the Council on International Affairs. Many of our 
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members are increasingly interested in transcultural psyzhia- 
try and in relationships with colleagues in other countries. 
We are actively working to establish an efficient and orga- 
nized data base for these activities. 

One example of such activities this past vear, in adcition 
to those mentioned in the annual report of the Council on 
International Affairs, was helping the Embassy of the Peo- 
ples’ Republic of China to coordinate the schedule of г vis- 
iting team of Chinese neurologists and internists who were 
here in the United States studying the diseases of the elderly. 
This type of activity broadens our colleagueship with physi- 
cians and specialists from other countries. 

The Office of the Scientific Program and its staff have been 
transferred to the Office of the Medical Director, and we are 
now closely involved in the preparation and production of 
the program and syllabus for the Annual Meeting. 

Dr. Donald W. Hammersley, Deputy Medical Director, 
Ms. Claudia Hart, his administrative assistan:, and Ms. Dottie 
Myrick, his secretary, serve as a part of the Medical Direc- 
tor's Office and provide assistance in implementing policies 
of the Board. They also provide valuable staff support to var- 
ious APA components. Dr. Hammersley has the admiristra- 
tive responsibility for several departments in the Certral Of- 
fice (the APA CHAMPUS Peer Review Project, Member- 
ship Services and Studies, Library and Museum), is Editor 
of Hospital & Community Psychiatry and Director of the 
Hospital and Community Psychiatry Service, and prcvides 
primary staff support to a number of organizational com- 
ponents, including the Commission on Standards of Practice 
and Third-Party Payment, the Ad Hoc Committee on Inter- 
professional Relations, and the Ad Hoc Committee on 
Health Insurance for Mental Disorders. 


GENERAL COUNSEL 


APA general counsel, Rogovin, Stern & Huge, undsr the 
direction of Mr. Joel Klein, has been very active this past 
year in a variety of areas of legal concern to the Association. 
As various courts and agencies seek to expand the appli- 
cation of the antitrust laws to medicine, APA’s interest and 
responsibility in these matters has heightened. Last vear I 
reported to you on work done in the case involving the Vir- 
ginia Neuropsychiatric Society; clinical psychologists sued 
two Blue Shield programs and the district branch, alleging a 
conspiracy to deny direct reimbursement for psychologists. 
Rogovin, Stern & Huge represented the district branch and a 
successful result was achieved at trial. The court found no 
conspiracy and stated that clinical psychologists require 
medical supervision. The case is currently being appealed. 
Similar issues have been raised in a suit filed by the Ohio 
Attorney General, charging the Joint Commission on Ac- 
creditation of Hospitals with violating the antitrust laws by 
failing to grant psychologists full admitting and clinical privi- 
leges. The Ohio Psychiatric Association and the Ohio Medi- 
cal Association have been charged as coconspirators with 
JCAH. Mr. Klein is monitoring these matters very closely as 
well as developments in the FTC suit against the AMA, 
which places serious restrictions on the right of medical so- 
cieties to restrict advertising. 

Another area that required a significant amount о? time 
was developing and negotiating the contract for APA's new 
headquarters building in downtown Washington. This proj- 
ect has been brought to a successful conclusion and involved 
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major tax and real estate issues, as well as delicate negotia- 
tions with a major Washington developer. Dr. John 
McGrath, Chair of the APA Building Committee, and Dr. 
Jack White, Deputy Director for Business Administration, 
worked closely with Mr. Klein on this. ° 


OFFICE OF BUSINESS ADMINISTRATION 


Under the very capable direction of Dr. Jack W. White, 
Deputy Director for Business Administration, this office has 
completed its first five years. Highlights of the office's activi- 
ties during.this period have included preparation and execu- 
tion of balanced budgets for each of the past five years, es- 
tablishment and maintenance of a strong control mechanism 
for management of the Association's investment portfolio, 
continued reorganization and refinement of the business 
functions, implementation and monitoring of a new person- 
nel classification system, and fiscal issues complicated by 
detericration of the overall economy, by the proposed dues 
increase for 1980, the initiation of an annual meeting registra- 
tion fee for members, and the financing of a new headquar- 
ters building. 

I would particularly call your attention to Dr. White's re- 
port on the 1981 budgeting process and implementation of a 
functional budgeting system. Functional budgeting will allow 
the Association to achieve its objectives by assigning re- 
sources to accomplish those objectives and will ensure con- 
trol of expenses as the budget is executed. Functional bud- 
geting will lead to the development of improved fiscal poli- 
cies as well as serve as a means to control costs. 

Dr. White is to be particularly congratulated for helping to 
ensure that the Association found suitable space for a new 
building and that the fiscal arrangements were favorable to 
APA. 


OFFICE OF EDUCATION 


This office, under the capable direction of Dr. Carolyn B. 
Robinowitz, Deputy. Medical Director, provides the manage- 
ment skills as well as the expertise in a variety of educational 
endeavors now under the aegis of APA. For example, this 
office worked with the committee that developed the fourth 
Psychiatric Knowledge and Skills Self-Assessment Program, 
which allows APA members to test their performance on an 
examination against a group of their peers and provides up to 
40 hours of Category I CME credit. More than 5,700 APA 
members have chosen to participate in this important contin- 
uing education activity. f 

During 1979, in collaboration with a consortium of psychi- 
atric educational service organizations, the Office of Educa- 
tion held several conferences to help psychiatric educators 
improve their teaching activities and skills. This project, 
through a grant from NIMH, provides specific information to 
assist educators in areas such as selection and use of assess- 
ment technique and methodologies, patient management 
problems, work habits, professional attitudes, etc. 

Another major activity of the office during the year was 
planning the Conference on Psychiatric Manpower and 
Recruitment, held in March 1980 in collaboration with repre- 
sentatives of a consortium of psychiatric education and serv- 
ice organizations under an NIMH grant. More than 140 par- 
ticipants considered issues of psychiatric manpower, distri- 
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bution, and utilization as well as recruitment. Both the 
quantity and the quality of the participants attested to the 
intense interest in this problem. The meeting will result in a 
report, including far-reaching recommendations to attack the 
recruitment problem on many levels. It is the first major step 
in what we know will be a long-term proces®. 

APA also collaborated with the American Medical Student 
Association and the American Association of Directors of 
Psychiatric Residency Training in developing a brochure 
that describes current residency programs in psychiatry. In 
addition, the APA Committee on Medical Education has 
developed a brochure, ''Choosing Psychiatry," directed 
toward medical students. Copies are available from the Of- 
fice of Education. - 

The office has sponsored several symposia to assist mem- 
bers in the use of DSM-III. The first was a two-day confer- 
ence developed in collaboration with Columbia University 
and held in New York City in December 1979. There were 
three other one-day symposia: one during February in Hous- 
ton, one during March in San Francisco, and one during 
April in Boston. These symposia were clinical and practical 
in nature and well received by the 1,500 participants. 

The important work of helping APA members, especially 
those who do not attend annual meetings, to meet their con- 
tinuing education requirements is primarily carried out 
through the district branches and Area Councils and through 
other national organizations. APA and the Office of Educa- 
tion have served as educational consultants and helped to 
plan and review programs for Category I CME credit; this 
past year, APA sponsored 225 programs for a total of 1,976 
hours of Category I CME credit. In addition, the office has 
fostered the development of self-study materials, including 
the ''Survey of Psychiatry," a self-learning package con- 
sisting of audiotapes, background materials, syllabus, work- 
book, and assessment exercises. 

The Office of Education also continues to work with the 
large number of components housed within the APA Council 
on Medical Education and Career Development, implement- 
ing the various policies and recommendations that emanate 
from the Council. 

It should be noted that the office coordinates many aspects 
of psychiatric education in the United States and relates not 
only to other associations and to APA components but also 
to policy makers. Many of the major problems facing psychi- 
atry during the 1980s will have a substantial educational 
component and I am pleased that we have become increas- 
ingly proactive in these matters. 


GOVERNMENT RELATIONS 


This division, under the capable guidance of Mr. Jay Cut- 
ler, provides the interface for APA policy with the legislative 
and executive branches of the federal government. At the 
same time it provides APA insight into, and analysis of, the 
health policy development process of Congress and the ex- 
ecutive branch so that we can develop policy on these activi- 
ties. This staff also provides support to the Joint Commission 
on Government Relations and to the Councils on Aging and 
on Governmental Policy and Law. 

In an effort to respond to district branch concerns, the di- 
vision is attempting to develop the capacity to identify major 
state legislative activities of common concern to all district, 
branches and to provide the branches with analytic state | 
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government relations information, serving as an informa- 
tional resource on such major issues. For example, the divi- 


sion provided Vanderbilt University with updated informa- . 


tion on the governance issues for community mental health 
‘centers; provided the San Diego District Branch with de- 
tailed information on the conflict between the HMO law and 
the HEW regulatory interpretation; and provided the Ken- 
tucky District Branch with background material on pending 
legislation dealing with reimbursement of other mental 
health professionals for the treatment of nervous, mental, or 
emotional disorders. The division also compiled a 50-state 
survey of laws dealing with patient rights provisions as a re- 
source for this legislative issue at the local level. 

Mr. Cutler's report deals in depth with APA Congression- 
al testimony and APA legislative initiatives in the 96th Con- 
gress. He is to be congratulated on his continued attention to 
legislative issues of importance and concern to all of psychi- 
atry. : 


OFFICE OF MINORITY AFFAIRS 


A sizeable percentage of the work done in this department 
continues to focus on matters related to mental health and 
underrepresented groups, i.e., children, minorities, and 
women. 

The APA/NIMH Fellowship Program, under Dr. Jeanne 
Spurlock’s able direction, remains a positive force in recruit- 
ing and supporting minority residents in psychiatry. There 
were 59 applicants this year to the APA/NIMH Fellowship 
Program and 14 fellowships were awarded. The new Fellows 
include a native Hawaiian interested in child and community 
psychiatry, a Hispanic resident planning to work in commu- 
nity psychiatry, and an American Indian who expects to 
work in the area of cross-cultural psychiatry. 

The staff directs a major percentage of its time and effort 
toward supporting the work of the Council on Children, 
Adolescents and Their Families and of the Council on Na- 
tional Affairs. - | 

In addition to her many liaison activities with a variety of 
organizations, her membership on the Graduate Medical 
Education National Advisory Committee, and on the ABPN 
Committee on Certification in Child Psychiatry, Dr. Spur- 
lock continues her teaching contributions to the child psychi- 
atry training program at Children's Hospital, and to the med- 
ical student education program at Howard University and at 
the Uniformed Services Medical School. 


PROFESSIONAL AFFAIRS 


Dr. Henry H. Work, Deputy Medical Director and Direc- 
tor of Professional Affairs, provides staff assistance to the 
Assembly through the District Branch Office; to the Council 
on Research and Development; to the Scientific Program 
Committee (and chairs the Staff Committee on the Annual 
Meeting); to the Consultation and Evaluation Services 
Board; to the Achievement Awards Board; and to the Pro- 
gram Committee for the annual Institutes on Hospital & 
Community Psychiatry. Dr. Work also serves as member or 
officer of more than 9 other organizations (in particular as 
secretary of the Group for the Advancement of Psychiatry 
and secretary-general of the American College of Psychia- 
trists). Е 
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Professional correspondence is a very large part of the ac- 
tivities of this office. People from all over the country write 
to APA requesting help for themselves, relatives, and friends 
who suffer from mental illnesses. These let:ers demand per- 
sonal attention, which is promptly offered. Our colleagues 
write to us for general and specific advice related to the men- 
tal health field. Young people have also learned that APA is a 
source of information on careers. So voluminous are these 
requests that Dr. Work and his staff prepared a pamphlet on 
how to become a psychiatrist. Requests for career informa- 


tion in 1979 totaled 1,433. 


Some changes occurred in this office during 1979: staff 
support to the H&CP Service (including the Film Loan Li- 
brary and Supplementary Mailings) is now provided by the 
H&CP journal staff. 

Although recognizing that this is a time of fiscal strin- 
gency, Dr. Work has emphasized that there must not be 
any cutback on the quality of services rendered to our mem- 
bers and to the public, and the entire staff joins in these senti- 
ments. 

Dr. Work's report more fully discusses the 31st H&CP In- 
stitute, held in New Orleans in September 1979. However, I 
did want to mention that this was a very successful meeting, 
with over 800 persons registered. The theme, ** Myths, Slo- 
gans and Bandwagons: A Realistic Appraisal," was well re- 
ceived and the evaluation comments stressed the high quali- 
ty of the program. 


PUBLIC AFFAIRS 


In 1979 Mr. Robert L. Robinson retired as Director of 
Public Affairs. A search committee, chaired by Dr. Shervert 
Frazier, is currently reviewing resumes of applicants for this 
job. During this period Mr. Ron McMillen, Acting Director, 
has kept the division functioning. Media relations were 
dominant during 1979, following up on the Snowmass con- 
ference for national media writers held in September 1978. 
Efforts were made to present a more positive view of psychi- 
atry in the public press, radio, and television. During 1979 
Time and Newsweek both featured psychiatry in cover arti- 
cles which emphasized newer directions in psychiatrv. Fol- 
lowing the telecast of One Flew Over the Cuckoo's Nest,” 
NBC aired a special segment of "Prime Time Sunday" that 
presented a positive view of ECT. Also, many newspapers 
featured positive articles on ECT. Mr. McMillen's report 
highlights media coverage in 1979. Я 

Another major activity during 1979 was responsibility for 
the production of DSM-III and of a completely revised Sth 
edition of A Psychiatric Glossary. Promotional activity by 
this division accounted for advance sales cf 30,000 copies of 
DSM-III and 6,000 of A Psychiatric Glossary. Staff also su- 
pervised the publication of three new Tasx Force reports. 

New projects initiated during the year included a series of 
books for lay audiences on psychiatry, a new project that 
will allow reporters to prepare advance articles on the annua: 
meeting, and planning for the 1980 national media confer- 
ence for editors and publishers. 


CONCLUSION 


These are just a few highlights of Centra: Office staff activ- 
ities. I urge each of you to take this report home and care- 
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Report of the Speaker 


x ә 
I AM PLEASED to report that the Assembly of District 
Branches is alive and well, that its officers are optimistic and 
enthusiastic about its accomplishments and its future, and 
that its members, your elected Representatives and Deputy 
Representatives, have worked hard and well on your behaif 
during the past year. This year the relations between the 
Board of Trustees and the Assembly have matured to a level 
of mutual respect. I have the sense of a team, working to- 
gether to confront and solve some of the most complex and 
perplexing problems ever to face our profession, our organi- 
zation, and our patients' lives. I feel indebted to our Presi- 
dent, Alan Stone, who took great effort to consult with me 
and with the Assembly at every turn. Although Dr. Stone did 
not always agree with me or with the Assembly, his fairness 
and openness to diverse opinions and policies set a very high 
example for those who follow him. I should like to acknowl- 
edge as well the crucial roles the APA staff have played in 
the development of the Assembly-Board relations. At the 
helm is our trusted colleague and friend, Mel Sabshin, whose 
support of the Assembly and its officers is ever felt and 
rarely commended. Henry Work, who has been my friend, 
professor, and mentor for more than 20 years, has been un- 
selfish with his time, advice, and occasionally his criticism. 
Ms. Ann Whinnie brings to her job 25 years of experience 
with APA and the Assembly and reminds us that our ‘‘new’’ 
ideas were already old when she started working here. The 
innovation has been Ms. Jeanne Robb in her role of Board- 
Assembly affairs coordinator. She has visited the Area 
Councils, developed agenda for meetings, and played a cen- 
tral role in the writing of a procedures handbook for the As- 
sembly. APA members have every reason to be proud of the 
dedicated, professional personnel who work so hard and 
care so much about our organization and its objectives. 
Einstein once remarked that he liked to state things as sim- 
ply as possible, “but not simpler." This has been a very 
complex year; stating it simply would minimize the difficulty 
of the problems and the agonizing nature of some of the deci- 
sion making. Nonetheless, I must be brief and can only high- 
light some of the year's significant issues and accomplish- 
ments. I will leave the report of good news to the President 
and the Medical Director and limit my report to seven major 
problem areas— Money, Education, Politics, Bureaucracy, 
Law, Internal Organization, and Future Planning. The As- 
sembly and the District Branches have been most concerned 
with these problems during the past year. 


MONEY 


Reflecting the inflationary aspects of the national econo- 
my, the costs of operating the Association increased signifi- 
cantly during the past several years. Because of careful fiscal 
planning and budgeting, a dues increase was not necessary 
until this year. How unfortunate that it should come just at 
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the culmination of more than five years of planning and de- 
bate over a new headquarters for our national office, and 
during the sharpest rise in inflation since World War II. The 
Assembly and Board carefully weighed the alternatives and 
decided to levy an assessment on each dues-paying member 
and ask for additional contributions from them and from the 
non-dues-paying members as well. They also decided to in- 
stitute a modest registration fee at the Annual Meeting. The 
process through which these difficult decisions were made as 
well as the timeliness of the final actions are examples of our 
organization working at the highest level of cooperation and 
efficiency. This course of action has received support from 
large constituencies in the organization, and almost every 
District Branch president sent a letter to the members in sup- 
port of these fiscal decisions. 

National and state fiscal cutbacks were also of vital con- 
cern to the Assembly. The threatened termination of re- 
search and training funds could not have come at a worse 
time for our psychiatric residency education programs. Dur- 
ing a period when we are facing a decline in the number of 
psychiatric residents, when psychiatry is a specialty of low 
interest to medical students, and when one-third to one-half 
of these medical students cannot distinguish between the 
roles of psychiatrists, psychologists, and social workers, we 
must place a high priority on strengthening our teaching cen- 
ters, not in dismantling them. Some states, notably Califor- 
nia, are facing severe cutbacks that threaten public educa- 
tion, particularly state hospital-community mental health 
programs. We must develop new zlliances to challenge these 
issues, as well as look to new relationships with industry and 
private funding sources. 


EDUCATION 


The conflicting attitudes toward Continuing Medical Edu- 
cation also concern the Assembly. The compliance of mem- 
bers in reporting their required hours of CME activities, al- 
though very high, nonetheless reveals that many members 
are having trouble with this requirement. The cost to APA in 
monitoring is high, and the problem of dealing with non- 
compliant members is perplexing. The Assembly has been 
presented with an action paper calling for the discontin- 
uation of the mandatory CME reporting now required by our 
Consitution and By-Laws. There is also confusion at the na- 
tional level over the accreditation of CME activities After 
the AMA resigned from the Liaiscn Committee for CME and 
appointed a new Committee for Accreditation of CME, APA 
found itself with a foot in each committee. The Assembly 
played an important role in developing the original CME 
guidelines for APA. It will continue to keep a close wztch on 
national developments and the district branches' prcposals 
for future policies. 


POLITICS 


For several years the Ássembly has urged the develop- 
ment of guidelines for psychiatrists in their professional rela- 
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tionships with nonpsychiatrist mental health professionals. 
The need for guidelines became even more urgent with the 
lawsuits in Virginia and Ohio. The delay involved in adopt- 
ing these guidelines reflects more on the difficulty of devel- 
oping them than on the efficiency of our organization. The 
Assembly feels that some sort of guidelines are needed as 
soon as possible. With the passage of time, they can be mod- 
ified and augmented as may be required. 

The Equal Rights Amendment has also presented the As- 
sembly with a dilemma. The support of the economic boy- 
cott has been one of the'most divisive issues in the recent 
history of APA. The Assembly has supported ERA and has 
urged the Board on several occasions to back its support by 
not meeting in non-ERA states. Referenda on three occa- 
sions have indicated that the members do not support the 
Assembly in this strategy. Many members of the Assembly 
viewed the recent referendum as a less than ideal way to 
resolve this issue. Most Assembly members felt that presen- 
tation to a forum of elected representatives, providing a full 
discussion of all points of view, followed by a vote of the 
Board of Trustees, would have been far better than a last 
minute referendum presented to the members without prior 
notification and with little public discussion in Psychiatric 
News. In fact, in the fall the Assembly urged the Board not 
to submit a referendum on ERA this year. However, the 
Constitution and By-Laws permit individual members to 
submit referenda in this manner without review by the As- 
sembly. Perhaps this points to a deficiency in our procedures 
that should be revised in the future. On an issue of this mag- 
nitude, hasty action is of little benefit to ourselves, our pa- 
tients, or our organization. 

On the national political level, the Assembly supported the 
creation of the American Psychiatric Political Action Com- 
mittee. This important structure will make it possible for in- 
dividual psvchiatrists to become involved in influencing the 
creation and modification of legislation in ways which were 
not possible before. The Assembly will watch with great in- 
terest how this independent body functions and what impli- 
cations it might have for similar developments on the district 
branch and Area levels. 


BUREAUCRACY 


With the promulgation of the new Consolidated Standards 
for Psychiatric Facilities by the Joint Commission on the Ac- 
creditation of Hospitals, it became clear that psychiatric fa- 
cilities were facing an almost overwhelming task of under- 
standing and meeting the thousands of criteria. Assembly 
members found several sections to be unacceptable to psy- 
chiatry, particularly the section dealing. with the Medical 
Staff. In the new standards the Medical Staff gives way to the 
Clinical Staff: Other areas of treatment planning, patients’ 
rights, medical audits, and review activities made dramatic 
changes in hospitals’ conceptualization of patient care. Ad- 
ministrators were expected to spend thousands of hours of 
professional time attempting to meet the criteria. Often stan- 
dards relating to similar activities were dispersed throughout 
the document, making compliance frustrating and difficult. 
The Assembly alerted the Board to the problems and the 
Board, through its Council on Mental Health Services and 
with the help of the Medical Director, moved quickly to take 
some remedial action. The Assembly cannot help but won- 
der whether a voluntary organization such as JCAH really 
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represents a great advantage over the federal government. 
The Assembly will continue to play a role in watching and 
advising as the year progresses. 

Filing forms for third-party payers is a tedious, taxing 
business for all of us. When confronted with the arbitrary 
and often discriminatory treatment insurance companies 
give our patients, it is small wonder that most of us feel an- 
gry and frustrated. Peer review is often seen as a screen for 
denial of insurance benefits to.those who need them most 
and an insult to our integrity and sense of professional re- 
sponsibility. It has been difficult for the Assembly to support 
the efforts of APA's CHAMPUS project and the work with 
the Aetna Insurance Company in developing a new program 
of psychiatric peer review tied to insurance benefits under 
these programs. Legitimate concerns about confidentiality 
notwithstanding, the Assembly has become convinced that 
without the peer review provisions contained in these pro- 
grams, third-party coverage for all psychiatric treatment will 
be jeopardized. The Assembly has urged caution and careful 
review before expanding the program to include other car- 
riers; efforts of the Assembly members of the ad hoc com- 
mittee studying these projects have been of considerable 
help in changing some of the questionable practices that 
could have threatened confidentiality and at the same time 
have facilitated the research and evaluation efforts that may 
pave the way to greater coverage for our patients. The As- 
sembly will continue to participate in these important studies 
and in the final decisions about the future of these activities. 


LAW 


There is a Mexican curse: ''May there be a lawyer in your 
life." Since I assumed the office of Speaker there has been a 
lawyer in my life every day. Fortunately, Joel Klein has been 
on our side, advising us and helping us to understand and to 
act. Currently cases of great importance are being tried in 
courts all over the country. Right to refuse treatment and 
right to treatment cases sometimes confound those of us who 
believe that scientific, rational medical judgment is superior 
to jurisprudence in determining treatment issues. The most 
recent action of APA in the abortion case before the U.S. 
Supreme Court exemplifies the timely participation by our 
legal staff in issues important to our profession. We badly 
need a position statement on the civil commitment of adults. 
As is the case with the guidelines for working with non- 
psychiatrist mental health professionals, the document need 
not be considered a final product. The Assembly hopes that a 
policy will be adopted soon for use in the courtrooms and 
with the legislatures. 


INTERNAL ORGANIZATION 


No report of the Speaker in recent years would be consid- 
ered complete without an update on the progress made fol- 
lowing the Key Conference. This year Assembly members 
participated in an Ad Hoc Committee on Reorganization, 
paying particular attention to the Council and component 
structures. As a result of their study, the committee recom- 
mended that the Reference Committee be restructured and 
the timing of the meetings altered to permit the new Joint 
Reference Committee to serve both the Board and the As- 
sembly. Proposals for these changes will be presented during 
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this meeting, and the proposed changes in the Constitution _ 


and By-Laws will be on the ballot in 1981. The Assembly 
endorses these changes and believes that they will lead to 
greater efficiency and cost effectiveness. 


e 
FUTURE PLANNING 


One of the keys to effective budgeting lies in prioritizing 
activities and eliminating those activities with the lowest pri- 
orities. In order to establish priorities, it is necessary to have 
long-range planning that determines which activities will be 
needed in the future and which activities may be phased out. 
Under the current system of line-item budgeting, it is not 
possible to differentiate such activities; hence, cost contain- 
ment falls like a meat axe across the board. The Assembly 
listened to an eloquent description of long-range planning by 
Milton Greenblatt, chairperson of the Ad Hoc Committee, 
and endorsed his recommendations that APA join with a pro- 
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fessional planning group to develop long-range plans ior the 
Association. Participation by Assembly members in the pro- 
cess will allow for full discussion by most of the con- 
stituencies in APA and provide a more rational approach to 
cost containment and effective use of APA resources. 


VALEDICTION 


The year has not been simple, and the problems that have 
arisen have been taxing, yet I have grown and learned much 
as a result of my experience as Speaker. In retrospect I en- 
joyed it immensely. My sadness in leaving the office is alle- 
viated by the confidence that I have in the new Speaker, Mel 
Lipsett, and by my conviction that his wisdom and experi- 
ence will provide him with the skill needed to guide the As- 
sembly and APA through these troubled times. 


Ropert О. Pasnau, M.D. 
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Report of the Speaker-Elect 


SHAKESPEARE APTLY described the seven ages of man. We 
can loosely compare them with the development of the As- 
sembly in its birth and growth over the past 27 or so years. 
We have come from infancy to adulthood. Here we part a 
little ‘with the Bard and have to synthesize some of the 
stages. Combining the stages of soldier and statesman, we 
must fight to maintain our principles of effective treatment 
for our patients and must espouse and sustain our objectives 
with a variety.of groups. We must help educate those 
groups, such as legislators, about the value of our objective 
of effective, professional treatment. We also need to exhibit 
the generativity and creativity Erikson defined along with 
our collective selves in the trichotomy of members as self, 
and Assembly as family existing in the third part of the 
trichotomy —a rapidly changing society. р 

With this meeting we enter a new decade, already filled 
with less than happy portents for the future in regard to 


psychiatric care and marked by a decline in interest in pub- . 


lic mental health care. This is not a phenomenon that has 
suddenly erupted; it has been looming ever larger over the 
past decade. However, it is a phenomenon that we have 
been more effectively rising to meet, challenge, and battle. 
We are aware of the discussions about budgets at the nation- 
al, state, and local levels. The philosophy is ‘‘guns before 
butter,” which translates into a reduction of human services, 
including mental health care. Here in California we are faced 
with a referendum called Proposition 9, to be voted on in 
June. If it passes, it will further reduce income to the state. 
The State Director of Mental Health has suggested closing 
the few remaining state hospitals, returning the patients to 
their communities, but without appropriate funding for their 
care. It is not surprising that some patients are beginning to 
show up in the criminal justice system. 

In preparation for this report, I did some research into the 
reports of past Speakers-Elect. My findings proved inter- 
esting, stimulating, encouraging, and at tímes disconcerting. 
One universal theme that prevailed was that of increasing 
membership participation. Currently this theme, which fits 
in well with our thrust toward greater democratization, is 
essential for our continued growth and development. I be- 
lieve we need to aid the increased development of the Area 
Councils and the more active participation of the District 
Branch Councils and membership in the procedures and pro- 
cesses of our organization. One possibility which I raise for 
your consideration is that the district branch representative 
who is liaison to a task force or committée develop a mini- 
task force within his district branch to assist him. The partic- 
ipation of the Assembly has been invaluable in the develop- 
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ment of DSM-III and Council reports. Our members in the 
district branches are a reservoir of much needed talent. 

We are embarking on a new process in our organization— 
the process of functional budgeting. It is an exciting concept 
that will enable us to more sharply define objectives, goals, 
and priorities. We have grown in undertaking new activities 
vital to us in today's world. We have initiated many ex- 
cellent programs, encompassing many activities. Unfortu- 
nately, there is a limited budget, restricted even more by in- 
flationary. pressures. There is also the specter of diminishing 
public, and government support for human services. In our 
Association we have to establish our own process for what 
we consider to be our most important ways of achieving the 
objectives outlined in our Constitution. At the March 22 
meeting of the Assembly Executive Committee Dr. Jack 
White told us that approximately 150 functions had been de- 
fined. Obviously some will have a higher priority than oth- 
ers, but how do we decide which these should be? It is my: 
belief that the Assembly, via the Area Councils and the dis- 
trict branches, should have an important voice in the deline- 
ation and selection of the priorities. 

This can only be done by an involved and informed mem- 
bership. Three issues that I feel deserve a high priority are 
proactive involvement in legislation, research, and public in- 
formation. We have developed a voice at the federal level; 
we now need to assist the development of a potent voice at 
the state level. Many district branches and some Area Coun- 
cils have already done this. I feel it is essential that we assist 
those district branches and Area Councils which do not have 
such a system. We also need to push for more attention to 
research in psychiatry by encouraging closer liaison between 
the district branches and the departments of psychiatry with- 
in their jurisdictions. We need to let people know of our con- 
cerns about the care of the mentally ill and to enlist commu- 
nity support for good professional care. 

Itis my contention that we have to take a searching look at 
the process of referendum. The concept is an excellent one. 
However, I fear we are drifting toward governance by refer- 
enda. I do not feel that this is in the best interests of APA and 
recommend careful thiking about the process and its ramifi- 
cations. 

I am mindful of and pleased by the honor you have be- 
stowed on me. The Speaker is the moderator in the Assem- 
bly and represents your voice at the Board of Trustees. I 
Shall try to carry on the worthy tradition of my predecessors. 


MELVIN M. ІлрѕЕТТ, M.D. 
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Report of the Membership Committee 


THE MEMBERSHIP COMMITTEE met October 16, 17, 18, and 
19 (1979) at APA headquarters in Washington, D.C. During 
this period it discussed Fellowship criteria and appraised its 
own operations and functions, met with Dr. Carolyn Robin- 
owitz to discuss Continuing Medical Education require- 
ments, met with the Assembly Membership Committee to 
consider policy and action matters common to both com- 
mittees, and acted on Fellowship nominations and member- 
ship issues. 

The Membership Committee, both alone and in con- 
junction with the Assembly Membership Committee, re- 
viewed the report of the Board of Trustees’ Ad Hoc Com- 
mittee on Fellowship Criteria. The committee felt that its 
conduct of the Fellowship reviews basically agreed with the 
report's spirit and recommendations. Indeed, many of the 
suggestions are already being practiced and in a careful, 
thoughtful, and judicious fashion. The committee has acted 
on the assumption that it must take into account the total 
person and his or her breadth of experience and skills. 

Fellowship is an honor and the committee endorsed the 
concept of Fellowship by invitation rather than by individual 
application; it enthusiastically supported the suggestion that 
district branches take full responsibility for presentation of 
the most complete information possible for their nominees. 
Specifically, the committee feels that 1) letters of recommen- 
dation could be written by nonpsychiatrists as well as psy- 
chiatrists, 2) letters of recommendation should address the 
„specific criteria and requirements for Fellowship, 3) there 
could be more definitive feedback about deferrals, with em- 
phasis on the district branches' responsibility, 4) district 
branches might counsel certain Fellowship aspirants not to 
apply, and 5) psychiatrists should be aware of the different 
criteria, the different areas, and the point system used in 
judging applicants, while remembering that the committee's 
deliberations and processes are flexible and geared toward 
an assessment of the total person. 

A basic understanding of, and agreement on, national 
standards and criteria for Fellowship are more important 
than mechanisms (such as the point system) for assessing 
nominees. We must increase communication among, district 
branches, the Central Office, and this committee in order.to 
improve the quality of information submitted on behalf of the 
nominees. Both committees strongly support better educa- 
tion of, and collaboration with, the district branches con- 
cerning Fellowship matters. The committee recommended 
conducting a workshop for Fellowship/Membership Chair- 
persons, as well as offering workshops to Area Councils. 
Proposals included a one-day workshop for district branch 
representatives, possibly at APA headquarters, followed by 
a series of smaller regional workshops, plus a voluntary 
workshop at the Annual Meeting. 

Clearly, there is legitimate concern over defining the vari- 
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TABLE 1 : 
Membership Transactions 
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Number in 1979 





Status 
New 1,155 
Provisional Members 19 
Members-in-Training 499 
General Members 610 
Associate Members H 
Corresponding Members п 
Corresponding Fellows 4 
General Members-at-Large 1 
Advancements 457 
Provisional Member to Member-in-Training 11 
Member-in-Training to General Member 417 
Associate Member to General Member 27 
At-Large Associate Member to At-Large 
General Member 2 
Reinstatements 49 
General Members 48 
Associate Members 1 
Transfers in member status 101 
General Member to Fellow 79 
General Member to Member-in-Training 16 
Inactive Member to General Member 1 
Corresponding Member to General Member 1 
At-Large General Member to Fellow 1 
Corresponding Member to Corresponding 
Fellow 3 
Resignations and drops 351 
Total resignations from APA 96 
Total drops for nonpayment of APA dues 190 
Total drops/resignations from district branches 
and consequently dropped from APA 65 
Life Fellows and Members and 50-Year Life 
Fellows/Life Members 360 
Life Fellows, 1979 167 
Life Members, 1979 177 
50-Year Life Fellows/Members 5 
Life Associate Members п 
Inactive status 44 
Inactive Members 32 
Inactive Fellows 5 
Temporary Inactive status 7 
Waiver actions 79 
Requests granted for waiver of dues 79 
Honorary and Distinguished Fellows 2 
New Honorary Fellows 1 
New Distinguished Fellows ; 1 
Membership Committee Deferral/Denial Actions 164 
Deferred, transfer General Member to Fellow 78 
Deferred, applications for Corresponding 
Member 1 
Requests for waiver of 2-year waiting period, 
transfer General Member to Fellow, denied 1 
Requests for waiver of 8-years as a General 
Member, transfer General Member to Fellow, 
denied 63 
` Requests for transfer to Inactive Member/ 
Fellow, denied 2 
Requests for transfer to Temporary Inactive 
Member/Fellow, denied 6 
` Requests for waiver of dues denied 13 
Deceased 236 


S * 
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TABLE 2 
APA Membership? 

Number as of Number as of 
Status Jan. 1, 1980 Jan. 1, 1979 
Provisional Members 17 9 
Members-in-Training 1,526 1,441 
Associate Members 511 576 
General Members 15,559 15,079 
Fellows 3,909 4,041 
Life Members 690 535 
Life Fellows 2,001 1,909 
Life Associate Members 10 > 
Corresponding Members 198 175 
Corresponding Fellows 210 202 
Distinguished Fellows 29 28 
Honorary Fellows 36 33 
Inactive Members 513 508 
Inactive Fellows 136 139 
Total 25,345 24,676 


*Net gain of 669. 
"Life Associate Member created by Constitutional amendment, 1979. 


ous characteristics that "create" a Fellow. What do we 
mean by ‘‘outstanding,’’ ''with distinction," ‘‘depth and 
scope of knowledge," or ‘‘breadth of skills and interests’’? 
“Excellence” requires not only better calibration but better 
documentation as well. Most importantly, this committee 
cannot be adversarial in nature and function; rather, it must 
be supportive and respond to the needs of the members. We 
welcome a dialogue on these matters. 

In a somewhat related matter, concern has been expressed 
over defining the term ''professional suitability” as currently 
noted in the APA By-Laws. This term appears as a criterion 
for APA membership. The Membership Committee along 
with the Assembly Membership Committee, struggled with a 
definition and interpretation; we developed a statement that 
the Board of Trustees at its December meeting referred back 
to us for further study. The Board suggested that the code of 
medical ethics may help clarify this term. 

The inescapable fact of a decline in membership also con- 
fronts us. The 5.3% growth rate that occurred between 1975 
and 1976 dropped to a 396 growth rate between 1978 and the 
present, There has also been a greater increase in the non- 
dues-paying membership than in the dues-paying member- 
ship. In 1975 the non-dues-paying membership was 11.9% of 
the total; in 1979 it was 13.796 of the total. This means that 
new members must be recruited, perhaps largely through lo- 
cal community efforts, if we are to maintain and enhance a 
dynamic APA. | 
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Requests for exemption from CME requirements based on 
disability, illness, limited practice, and early retirement are 
now being, and will continue to be, submitted to the Mem- 
bership Committee. In the process of reviewing the exemp- 
tion requests, the committee has developed several guide- “ 
lines concerning exemption from CME requifements which 
it will recommend to the Board of Trustees. The committee 
will be flexible and considerate in its actions, and, as in other 
matters, will need the district branches' help to justify and 
support the exemption requests. 

In view of the large number of members—approximately 
8,000— who have not yet requested CME certification, the 
committee recommended that a letter be sent immediately 
by the Office of Education reminding these members of the 
requirements and informing the noncomplying members that 
their membership may be in jeopardy. The committee also 
recommended that a grace period of at least one year be al- 
lowed before any member who has not complied with CME 
requirements is dropped. In fact, even a two-year grace peri- 
od—up to July 1981— may be considered. 

: The committee reviewed its position on the current eligi- 
bility requirement for Fellowship that extends the number of 
years needed as a General Member from five to eight. The 
referendum changing the requirement occurred during 
March and April, and notification was sent to the district 
branches on May 7. 

The committee agreed that it could not review nomi- 
nations that did not meet the eight-year requirement, and felt 
that this action was in accord with the wishes of the elector- 
ate and the Board of Trustees (who could have, but did not, 
specify a later implementation date). Subsequently, a num- 
ber of district branches expressed considerable dismay and 
chagrin that the committee did not review the nominations 
for which a waiver of the eight-year requirement had been 
requested. Although the committee felt it had acted fairly 
and in good faith, the expectations of the district branches 
had to be respected. The Board of Trustees, with the active 
support of the chairman of the Membership Committee and 
the Membership Office staff, fashioned a suitable com- 
promise plan whereby anyone who has been a General Mem- 
ber for six years or more is eligible to apply for Fellowship 
this summer. 

A summary of membership actions during calendar year 
1979 is presented in table 1. The status of APA membership 
in January 1980 compared with January 1979 is presented 
in table 2. 


PuiLiP M. MARGOLIS, M.D. 
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Report of the Committee of Tellers 


THE COMMITTEE OF TELLERS met on March 20, 1980, at APA 
headquarters to certify the results of the 1980 election. Bal- 
lots had been mailed on February 4 to 23,682 eligible voting 
members. Ninety undeliverable ballots were deducted from 
that number; the final number of eligible voting members 
was 23,592; 10,800 ballots were returned and included in the 
final vote tally (which represents 45.8% of the eligible voting 
members). 

The Tellers acted on questionable ballots that had been 
held for their decisions. The Tellers also verified that all can- 
didates for the 1980 election had certified the accuracy of 
their submitted biographical information and that all can- 
didates had submitted the required statements of compliance 
with election guidelines. 

The Committee of Tellers certified that the following indi- 
viduals were elected to office: Daniel X. Freedman, M.D., 
President-Elect (70.2% of votes cast); Robert J. Campbell 
IH, M.D., Vice-President (51.9% of votes cast); George H. 
Pollock, M.D., Treasurer (52.896 of votes cast); Elissa P. 
Benedek, M.D., Trustee-at-Large (55.496 of votes cast); 
John J. McGrath, M.D., Area III Trustee (64.7% of votes 
cast); and Paul F. Slawson, M.D., Area VI Trustee (59.1% of 
Votes cast). 

In order to have a valid election on constitutional changes, 
4096 of the eligible voting members must cast votes. An ab- 
stention is considered to be a vote cast and counts toward 
determining whether 4076 has been reached. Of that number, 
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two-thirds must approve amendments to the Constitution; a 
majority must approve amendments to the By-Laws. The re- 
sults of the voting were: Article Ш (creates Elections Com- 
mittee) —41.726 of eligible voters cast votes, amencment 
passes, with 83.696 in favor; Chapter 9.2 (defines functions 
of Tellers and Elections Committee—41.1% of eligible vot- 
ers cast votes, amendment passes, with 80.8% in favor; 
Chapter 9.8 (composition of Elections Committee) —- 1.475 
of eligible voters cast votes, amendment passes with 61.5% 
in favor; and Chapter 9.9 (institutes recall mechanism for of- 
ficers)—37.9% of eligible voters cast votes; vote on this 
amendment is invalid as it failed to achieve required 43% of 
voters casting votes. 

Finally, the Committee of Tellers certified the vote count 
on the referendum concerned with holding APA meetings in 
states that have not ratified the Equal Rights Amendment: 
5,679 members voted in favor of the referendum, which rep- 
resented 54.6% of votes cast; 4,461 members voted azainst 
the referendum, or 42.9% of votes cast; and 268 members 
abstained, or 2.6% of votes cast. The total number of votes 


, cast was 10,408, representing 44.196 of eligible voting mem- 
bers. 


On April 11, 1980, the Committee of Tellers recommended 
that the Board of Trustees accept the above results of the 
1980 election, and the Board accepted them. 


EDWARD C. Kirsy, M.D. 
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‘Report of the Committee on Constitution and By-Laws 


THE COMMITTEE ON CONSTITUTION AND By-Laws (CCBL) 
has appreciated the cooperation of the components and 
members of the Association who have shared issues with us 
or made recommendations to us that have helped us to carry 
out our functions this year. As chairperson, I wish to thank 
the members of the committee for their good work and 
thoughtful contributions, and APA's counsel, Joel Klein, 
and staff members, Lee Gurel and Carol Lehmann, for their 
patience, good sense, and helpfulness. 

The APA membership recently approved amendments 
recommended by the CCBL and others to create an Elec- 
tions Committee that would establish and oversee election 
policies. We hope this move will increase efficiency in elec- 
tions, and lead to more orderly campaigning. The CCBL also 
recommended, and the Board accepted, changes in the Op- 
erations Manual that would shift some functions from the 
Tellers Committee to the Elections Committee. 

At the Board's request, the CCBL proposed some brief, 
clear wording to the Board to be used if the Board chose to 
have another ERA referendum. (Since another ERA referen- 
dum subsequently came to the Board and the APA member- 
ship by petition, the Board chose not to add one of their 
own, no matter how clear.) 

In a measure to improve what many APA members con- 
sider a troublesome lack of clarity in the wording of recent 
referenda, the CCBL proposed and the Board accepted a 
new mechanism for the Operations Manual that will review 
the wording of referenda for clarity. 

The CCBL recommended to the Board retention of the 
words '* professional suitability” in the By-Laws, Chapter 2, 
along with three clarifying paragraphs. 

The CCBL obtained an opinion from Joel Klein on votes 
being taken by the Assembly at the annual business meeting. 
Jt is Mr. Klein's opinion that votes can be taken on any mat- 
ter fairly raised by an Assembly member who questions an 
item in one of the reports presented, asks for a vote, and has 
his request seconded by another Assembly member. (Since 
this is the only ‘meeting of the Assembly also regularly at- 
tended by APA members, who customarily sit with their rep- 
resentatives, this interpretation may provide greater atten- 
tion and responsiveness to these reports.) 

Still under review by the CCBL are matters regarding ethi- 
cal issues, a possible limit to the size of the Assembly, a By- 
Law stating that resignations will not routinely be accepted if 
dues or ethical complaints are awaiting resolution, the status 
of By-Laws 4.2 and 6.3 vis-à-vis current APA appointment 
procedure, and an invitation to the Assembly to propose 
some words for the By-Laws defining Assembly powers and 
responsibilities. 

The CCBL, in keeping with the requirements of the Con- 
stitution and By-Laws, is presenting to the membership the 
following proposed amendments, which have been approved 
by the Board of Trustees (see appendix 1). The proposed 
amendments are summarized as follows: 


This is an edited version of the report presented by the Committee 
on Constitution and By-Laws to the annual business meeting in San 
Francisco, Calif., May 5, 1980. 


+ e 

1. Chapter 1, Section 6: The change will bring the Consti- 
tution and By-Laws of the APA in line with ABPN require- 
ments for residency training established in 1977. 

2. Chapter 1, Section 7: The additional phrase in this sec- 
tion makes it consistent with requirements for other member 
categories and i is in keeping with the policy of the Associa- 
tion. 

3. Chapter 2, Section 1: The addition to this section clari- 
fies that certification of membership applications is done by 
the Membership Committee. 

4. Chapter 6, Section 7: The amendment changes the 
composition of the Reference Committee, adds two mem- 
bers of the Board and two of the Assembly ——an interesting 
new point of influence for the Assembly —and removes vot- 
ing power from the Council chairpersons. This was recom- 
mended by the Board's Ad Hoc Committee on Council 
Structure and has been approved by the Board. 

5. Chapter 7, Section 1: We have proposed that current 
Chapter 7.1 be deleted and a new Chapter 7.1 be enacted 
both to bring the By-Laws in line with current Assembly pro- 
cedure and to allow the Assembly some flexibility in choos- 
ing among several plans, currently being considered by the 
Assembly's Committee on Procedures, designed to improve 
Assembly representativeness. 

6. Chapter 8, Section 6: The change clarifies exemptions 
from paying both dues and assessments. 

After six years on the CCBL, I have reached the constitu- 
tional time for retirement. I am thankful to the former mem- 
bers of the committee with whom I served and to the current 
members —Drs. Scott Nelson, Elissa Benedek, Hugh Smith, 
Kathleen Mogul, and Arthur Zitrin—for their good work and 
willingness to devote their time to the business of the com- 
mittee. 


LAWRENCE HARTMANN, M.D. 


APPENDIX 1 
Proposed Amendments to the APA Constitution and By-Laws 


The proposals that follow were received within the 60-day 
deadline before the annual meeting and were presented at 
the annual business session. They will appear on the ballot in 
March 1981. 

Note: The following changes in type style indicate the kind 
of change proposed in the Constitution and By-Laws: 1) ital- 
ic=proposed additions to the Constitution and By-Laws 
(e.g., "by resolution of the Assembly"), and 2) brack- 
ets-- proposed deletions from the Constitution and By-Laws 
(e.g., may originate [either] . . .”). Articles and sections of 
the Constitution and chapters and sections of the By-Laws 
that are not listed here have not been subject to any pro- 
posed changes. 
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THE BY-LAWS 


CHAPTER ONE. MEMBERS 


' 6. General Members shall be physicians who have [had at 
least three years of] completed acceptable training and who 
have either a-valid license to practice medicine or hold an 
academic, research, or governmental position that does not 
require licensure. 

7. Fellows shall have been General Members for at least 
eight years and shall have made a significant contribution to 
the field of psychiatry. Fellows must have either a valid li- 
cense to practice medicine or hold an academic, research, 
or governmental position that does not require licensure. At 
its discretion the Board, upon recommendation of the Mem- 
bership Committee, may waive the requirement for eight 
years as a General Member. The criteria and procedures for 
selection and nomination of General Members for Fellow- 
ship shall be established by the Board and the Membership 
Committee and shall apply uniformly for all District 
Branches. 


CHAPTER TWO. MEMBERSHIP PROCESSING 


1. Admission to membership shall require valid election 
by the appropriate District Branch approved to process 
membership applications, with certification by the Member- 
ship Committee of the Association that constitutional re- 
quirements for membership have been met. 


CHAPTER SIX. COUNCILS, COMMITTEES, BOARDS, AND 
OTHER ORGANIZATIONAL ENTITIES 


7. A Reference Committee shall be established to act up- 
on the concerns of the several councils and commissions and 
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to refer matters [to and from the Board.] from the councils 
and commissions to the Board andlor the Assembly and 
from the Board or the Assembly to them. It shall be com- 
posed of the President-Elect, who shall be the chairperson; 
[the chairperson of each council] the Speaker-Elect of the 
Assembly, who shall be vice chairperson; two members of 
the Board of Trustees; two members of the Assembly; and 
the Medical Director. Ex-officio non-voting members shall 
be the chairpersons of the councils and commissions. 


CHAPTER SEVEN. THE ASSEMBLY AND THE DISTRICT 
BRANCHES 


[1. The Assembly shall be comprised of an elected repre- 
sentative and alternate representative from each District 
Branch.] Р 

1. There shall Бе an Assembly of District Branches whose 


, voting members shall be elected and shall include at leust a) 


one representative from each District Branch, and b) єп Ex- 
ecutive Committee including Area Representatives and As- 
sembly Officers. 


CHAPTER EIGHT. PRIVILEGES AND RESPONSIBILITIES 


6. Every Fellow, General Member, Associate Member, 
and Member-in-Training shall pay both dues and assess- 
ments as determined by the Board and the District Branches. 
All other categories of membership shall be exempt from 
paying dues and assessments to both the Association znd its 
District Branches. A dues-paying member shall be exempt 
from paving such dues and assessments when the sam of 
that member's years of active membership in the Associa- 
tion plus the member's age at the start of the fiscal yea- shall 
equal 95. 


S t 
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1979 Annual Report of the American Board of Psychiatry and 


Neurology, Inc. 


OFFICE AND MEMBERS OF THE BOARD 


At its Policy Meeting on November 15, 1979, the Board 
elected the following officers: Dr. Marc H. Hollender, Presi- 
dent, Dr. Melvin D. Yahr, Vice President, Dr. Dewey K. 
Ziegler, Secretary, Dr. Richard M. Steinhilber, Treasurer, 
and Dr. James N. Sussex, Executive Committee Member at 
Large. 

Dr. John A. Talbott was elected to succeed Dr. Donald G. 
Langsley, who completed his term of four years in Decem- 
ber 1979. Drs. Patrick F. Bray and S. Mouchly Small were 
elected to serve second terms of four years. 

The 1979 Directors of the American Board of Psychiatry 
and Neurology, Inc., are as follows: 

Nominated by the American Medical Association: Dr. 
Robert J. Joynt* (term expires December 1980), Dr. Richard 
M. Steinhilber* (term expires December 1981), Dr. T.R. 
Johns II* (term expires December 1982), Dr. James N. Sus- 
sex* (term expires December 1982), and Dr. S. Mouchly 
Small* (term expires December 1983). 

Nominated by the American Neurological Association: 
Dr. Leonard Berg (term expires December 1981), Dr. Melvin 
О. Yahr* (term expires December 1982), Dr. Patrick Е, 
Bray* (term expires December 1983), and Dr. John R. Cal- 
verley (term expires December 1980). 

Nominated by the American Psychiatric Association: Dr. 
Marc H. Hollender* (term expires December 1981), Dr. Car- 
olyn B. Robinowitz (term expires December 1982), Dr. Al- 
fred M. Freedman* (term expires December 1982), Dr. Rich- 
ard I. Shader (term expires December 1980), Dr. John A. 
Talbott (term expires December 1983). 

Nominated by the American Academy of Neurology: Dr. 
Audrey S. Penn* (term expires December 1982) and Dr. 
Dewey K. Ziegler* (term expires December 1982). 


EXAMINATIONS 


Part I 


At the Part I (written) examination on April 16, 1979, 1,672 
psychiatrists were examined; 1,337 (80%) passed, 335 (20%) 
failed. A total of 423 neurologists were examined; 337 (80%) 
passed, 86 (20%) failed. 

For the 1980 Part I examination, 1,797 psychiatrists and 
530 neurologists have accepted assignment. (See table 1 for 
the number of candidates declared eligible and notified for 
Part i in 1980 and table 2 for a шап of these figures for 
other years.) 


‘This is an edited version of the report of the American Board of 
Psychiatry and Neurology, Inc., to the American Psychiatric Asso- 
ciation in Washington, D.C., April 11, 1980. 


*These Directors are serving their second term of four years and are 
not eligible for reappointment. 


TABLE 1 
Number Declared Eligible and Notified for Part | Written Examination 
April 22, 1980 





Total 





Item Psychiatry Neurology 

Number declared eligible 1,952 546 2,498 
and notified 

Number who declined or 155 16 171 
withdrew 

Number remaining for 1,797 530 2.327 


written examination 
as of March 1980 





TABLE 2 
Comparison of Number Declared Eligible and Notified for Part | Ex- 
amination 








Item 1974 1975 1976 1977 1978 1979 
Total eligible 2,098 3,146 3,113 2,419 2,581° 2,521 
Total who accepted 
examination 1,821 2,408 2,391 2,087 2,361 2,367 
Total who actually 
appeared 1,627 2,240 2,191 1,860 2,159 2,095 


Part П 


There were 437 candidates —352 psychiatrists and 85 neu- 
rologists —present at the Part II examination given іп San 
Francisco, Calif., January 8-9, 1979 (see table 3). A total of 
744 candidates—579 psychiatrists and 165 neurologists— 
were examined in New Orleans, La., April 9-10, 1979 (see 
table 4). There were 516 candidates—396 psychiatrists and 
120 neurologists —present at the Part П examination given in 
Denver, Colo., June 9-10, 1979 (see table 5)..The Fall 1979 
Part II examination was administered to 1,027 candidates in 
Chicago, Ill., October 29-30, 1979 (see table 6). Of these can- 
didates, 818 were psychiatrists and 209 were neurologists. 

Future examination sites for 1980 are Los Angeles, Calif. 
(April 14-16), Milwaukee, Wis., (June 30-Juiy 1), and New 
York, N.Y. (October 27-28). 


CHILD PSYCHIATRY 


Members of the current Committee on Certification in 
Child Psychiatry are Dr. Jeanne Spurlock, chairperson; Dr. 
Joseph Green, vice-chairperson, Dr. Irving Philips, secre- 
tary, Dr. Norman Bernstein, Dr. Norbert Enzer, Dr. Elva 
Poznanski, and Dr. Michael Cohen, liaison from the Ameri- 
can Board of Pediatrics. 

At its February 26-27, 1979, examination in Pittsburgh, 
Pa., the committee examined a total of 172 candidates. The 
number of passing candidates was 121 or 7096. Of the re- 
maining 51 candidates, 74 (8%) conditioned the examination, 
while 37 (2296) failed. 

At its September 27-29, 1979, meeting the committee 
agreed to move the deadline for filing applications for the 
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TABLE 3 
Analysis of Performance of Group Who Took Part II Examination in San Francisco, Calif., Jan. 8-9, 1979, by Specialty and Geograph c Area 
Сыа U.S. Foreign 
Total Psychiatry Neurology Neurology Graduates Graduates 
Item ° N % N % N % N % N % N % 
Candidates 437 100 352 80.5 79 18.1 6 1.4 298 68.2 139 31.8 
Results 
Pass 243 55.6 195 55.4 44 55.7 4 66.7 177 59.4 66 47.5 
Fail 189 45.3 154 43.7 33 41.8 2 33.3 118 39.6 71 51.1 
Fail (must reapply) 5 LI `3 0.9 2 2.5 0 3 1.0 2 1.4 
TABLE 4 - | 
Analysis of Performance of Group Who Took Part Н Examination in New Orleans, La., April 9-10, 1979, by Specialty and Geographic Area 
А Child U.S. Foreign 
Total Psychiatry Neurology Neurology Graduates Graduates 
Item N 96 N % N % N % N % ' N % 
Candidates 744 100 579 778 151 20.3 14 1.9 398 53.5 346 46.5 
Results А 
Раѕѕ 483 64.9 381 65.8 92 60.9 10 71.4 287 72.1 196 56.6 
Fail 153 20.6 114 19.7 37 24.5 2 14.3 76 19.1 77 22.3 
Fail (must reapply) 108 14.5 84 14.5 22 14.6 2 14.3 35 8.8 з 21.1 
ТАВГЕ 5 Е 
Analysis of Performance of Group Who Took Part 11 Examination in Denver, Colo., June 9-10, 1979, by Specialty and Geographic Area 
| Child U.S. Foreign 
Total , Psychiatry Neurology Neurology Graduates Greduates 
Item N % М % М % N % N % N % 
Candidates 516 100 396 767 112 21.7 8 1.6 304 58.9 212 411 
Results 
Pass 291 56.4 216 54.5 71 63.4 4 50.0 222 73.0 69 32.5 
Fail 154 29.8 121 30.6 29 25.9 4 50.0 50 16.5 104 49.1 
Fail (must reapply) 71 13.8 59 14.9 12 10.7 0 32 10.5 39 18.4 
TABLE 6 
Analysis of Performance of Group Who Took Part I! Examination in Chicago, Ili., Oct. 29-30, 1979, by Specialty and Geographic Area 
Child U.S. Fcreign 
Total Psychiatry Neurology Neurology Graduates Graduates 
Item N 960 мМ 926 N % . N % N % N % 
Candidates 1,027 100 818 79.7 184 17.9 25 2.4 611 59.5 416 40.5 
Results | ` 
Pass 595 57.9 468 57.2 111 60.3 16 64 423 69.2 172 414 
Fail 352 34.3 288 35.2 56 30.4 8 32 148 24.2 204 49 
Fail (must reapply) 80 7.8 62 .7.6 17 9.5 1 4 40 6.6 40 9.6 





examination in child psychiatry to October 1. Those can- 
didates successfully completing the adult psychiatry Boards 
in the fall would be eligible to make application after this 
deadline. 


The committee is currently engaged in development of an 


operations manual. 


BOARD DECISION AND ITEMS OF INTEREST 


1. The ABPN hosted a meeting of the Trans-National Cer- 
tification group in Chicago on May 18-19, 1979. This group 
consists of representatives from Canada, the United King- 


dom; Australia, and New Zealand and has been set up to. 


study equivalent patterns of training and examinations. This 
was the first Trans-National Conference of its type and the 
reaction was extremely favorable. Future conferences are 
being planned and the ABPN intends to continue its repre- 
sentation in this group. 

2. At its January 1979, Part II examination in San Fran- 
cisco, the American Board of Psychiatry and Neurology de- 
veloped a supplemental training session for new psychiatry 
examiners. This was highly successful and is being repeated 
at each examination. 

At its policy meeting on November 15-17, 1979, the Arer- 
ican Board of Psychiatry and Neurology took the following 
significant actions: 1) affirmed its requirement of an unlimit- 
ed license to practice medicine in the U.S. or Canada in or- 
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der to be admitted to examination and expressed its concern 
regarding the altered requirement of the state of New Hamp- 
shire in issuing licenses limited to a particular specialty; 2) 
moved the deadline for receipt of applications for the Part I 
examination to September 1, effective for the 1981 examina- 
tion; 3) agreed to submit recertification plans for psychiatry 
and for neurology to the ABMS; 4) agreed to continue to 
work with the AADPRT, AADCP, and APA to develop 
means whereby program heads and department chairpersons 
participate more actively in the certification process; and 5) 
agreed to adopt the following guidelines for ABPN examin- 
ers involved in Board review courses: The American Board 
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of Psychiatry and Neurology, Inc., wishes to call to the at- 
tention of the profession that it is questionable ethics for a 
physician conducting, or participating in, any educational 
enterprise, particularly continuing education, to notify in. 
any fashion those taking such courses that hg/she is or has 
been a Director of, or examiner on, ће ABPN. Such notifi- 
cation may be taken to mean that the material presented by 
that physician is in some way authorized or sponsored by the 
ABPN or that the course content and/or examination is in 
some way identical with that used in ABPN examinations. 


LESTER H. Rupy, M.D. 


Order Your Copy 
of the 1980 Membership Directory Now! 





The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Approximately 300 pages. Order #151. $13.00. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 













Please send me copy(ies) of the 1980 APA Membership Directory, 


order #151, © $13.00 ea. 





ENCLOSED IS TOTAL PAYMENT OF $ 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All 
foreign orders, regardless of dollar amount, must be accompanied by payment. Non- 
prepaid orders (over $35.00) will be invoiced with shipping/handling charges included. 
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24-hour blood level curve of 10-mg oral dose of diazepam 
in a single healthy subject. 





~Smooth-out 


Smooth: Avoids sudden symptom 
breakthrough Because of its fast and 
complete absorption, peak blood levels of 
Valium (diazepam/Roche) are achieved in 
60 to 90 minutes after a single dose for a 
rapid initial calming effect. Typically, with an 
appropriate dosage regimen (e.g., 5 mg 
t.i.d.) Valium builds in a uniform and pre- 
dictable way to a steady-state level within 
5-7 days, without accumulating beyond. 
With Valium the excretion rate is similarly 
consistent and predictable. When pharma- 
cologic support is no longer needed, the 
overlapping half-lives of diazepam and its 
metabolites insure a gradual elimination 
process. Because metabolites of short- 

acting benzodiazepines are inactive, 
blood levels of these drugs decrease 
more rapidly without benefit of a 
tapering effect. 

























Consistent therapeutic effect 
even when an occasional dose 
is omitted Once steady-state is 
achieved, sudden symptom breakthrough 
is highly unlikely, even if a dose is forgotten 
or skipped. Thats because the half-life 

of Valium— 27-37 hours— provides the 
advantage of self-tapering action, com- 
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Before prescribing, please see summary of product information on following page. 


@ 2- mg. 5-mg, 10-mg scored tablets 


plementing your gradual reduction of the 
patients dosage and smoothing his transi- 
tion to independent coping. 


To discontinue smoothly... Gradual 
discontinuation of medication—while rarely 
necessary after short-term therapy—/s good 
medical practice in patients who have 
received high doses for extended periods. 
When dosage is tapered, untoward side 
effects can be avoided. Throughout therapy, 
in fact, side effects are infrequent with 
Valium and are seldom more serious than 
drowsiness, fatigue and ataxia. 
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Valium EY 
Cilazeparn/Z Roache 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 
Indications: Management of anxiety disorders, or 
short-term relief of symptoms of anxiety; symptomatic 
relief of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunc- 
tively in skeletal muscle spasm due to reflex spasm 
to local pathology: spasticity caused by upper motor 
neuron disorders; athetosis; stiff-man syndrome; con- 
vulsive disorders (not for sole therapy) 
The effectiveness of Valium in long-term use, that is 
more than 4 months, has not been assessed by 
systematic clinical studies. The physician should 
periodically reassess the usefulness of the drug for 
the individual patient 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate 
therapy. 
Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in 
frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated 
with temporary increase in frequency and/or severity 
of seizures. Advise against simultaneous ingestion 
of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and 
alcoho! have been observed with abrupt discontinua- 
tion, usually limited to extended use and excessive 
doses. Infrequently, milder withdrawal synptoms 
have been reported following abrupt discontinuation 
of benzodiazepines after continuous use, generally at 
higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage 
Keep addiction-prone individuals under careful sur 
veillance because of their predisposition to 
habituation and dependence 
Usage in Pregnancy: Use of minor tran- 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma- 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: lf combined with other psychotropics 
or anticonvulsants, consider carefully pharmacology 
of agents employed; drugs such as phenothiazines 
narcotics, barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. Usual 
Precautions indicated in patients severely depressed 
or with latent depression, or with suicidal tendencies 
Observe usua! precautions in impaired renal or 
hepatic function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia 
or oversedation 
Side Effects: Drowsiness. confusion, diplopia 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremor, vertigo, urinary 
retention, blurred vision. Paradoxical reactions such 
as acute hyperexcited states, anxiety, hallucinations 
increased muscle spasticity, insomnia, rage, sleep 
disturbances, stimulation have been reported; should 
these occur, discontinue drug. Isolated reports of 
neutropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy 
Dosage: Individualize for maximum beneficial effect 
Adults. Anxiety disorders, symptoms of anxiety, 2 to 
10 mg b.i.d. to q.i d.; alcoholism, 10 mg t.i.d. or q.id 
in first 24 hours, then 5 mg t.i.d. orqid. as needed 
adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d.; adjunctively in convulsive disorders 
2 to 10 mg bid. toq.i.d. Geriatric or debilitated 
patients: 2 to 272 mg, 1 or 2 times daily initially, 
increasing as needed and tolerated. (See Precau- 
tions.) Children: 1 to 2/2 mg t.i.d. or q.i.d. initially. 
increasing as needed and tolerated (not for use 
under 6 months) 
Supplied: Valium? (diazepam/Roche) Tablets 
2 mg. 5 mg and 10 mg—bottles of 100 and 500. 
Tel-E-Dose® packages of 100, available in trays of 4 
reverse-numbered boxes of 25, and in boxes con- 
taining 10 strips of 10;*Prescription Paks cf 50 
available in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
® Nutley, New Jersey 07110 
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This new 16-hour program offers a fresh, comprehensive overview of psychiatric theory, 
practice, and research. Authored by a distinguished faculty, specialists in their field, 
SURVEY OF PSYCHIATRY presents completely new, up-to-date information 
for the practicing physician who wants to keep abreast of the current state of the art, 
and may assist for certifying exams (such as the American Board of Psychiatry and Neurology). 





Course Director: 

Shervert H. Frazier, MD. 
Psychiatrist-in-Chief 

McLean Hospital Professor of Psychiatry 
Harvard Medical School 


SURVEY OF PSYCHIATRY has been designed to 
meet the needs of the busy physician. 

e Versatile programs — ideal for home study, 
teaching, seminars, group study, and refresher 
courses 

Maximum educational and review benefits in 
easy-to-use format 

Convenient, flexible — no time spent away 
from practice 


Order Form 


SURVEY OF PSYCHIATRY 


Continuing Medical Education Home Study Course 
Approved by the APA for 16 Category | credits 


Fee: U.S.: $100.00. Foreign: $150.00. U.S. dollars only 
Prices include postage and handling 


Please make checks payable to 
SURVEY OF PSYCHIATRY 


Mail to: SURVEY OF PSYCHIATRY 
PO. Box 516 Wyckoff Station 
Brooklyn, N.Y. 11237 


Course Components: 

e Audiocassettes — 14 live lectures on 14 

audiocassettes 

Course Syllabus (94 pages) — fully illustrated 

with tables, charts and slide reproductions, 

plus a concise bibliography for further study 

e Test Section — questions and computerized 
test sheet with self-addressed mailing envelope 
for registrants desiring Continuing Medical 
Education Category | credits 


Credit Statement: 

As an organization accredited by the Liaison Committee on Continuing 
Medical Education (LCCME) to provide continuing medical education, 

the American Psychiatric Association certifies that this continuing medi- 
cal education offering meets the criteria for up to 16 hours of 

LCCME Category | CME credit, provided it is used and completed as 
designed 


Name _ u = — - 2 Е 





T Institution —À = 


Street 


City "— | = лек ЫЙ 


State* — - | Жүр че 4 


tlf paid by institution, please attach your purchase order 
*N.Y. State residents please add sales tax 


Telephone (800) 221-4468 
In New York State call (212) 421-6900 
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In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


T IAV] 


containing perphenazine and amitriptyline HCI 


® 









Copyright © 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 


More dosage strengths 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline НСІ 


Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline НСІ. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline НСІ. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline НСІ. 
TRIAVIL" 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline НСІ, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of cther drugs or make more difficult the diagnosis of 
disorders such as brain tumor cr intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline НСІ is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline НСІ may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline НСІ and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. . 


ADVERSE REACTIONS: Similar to those reported with eiffer constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement, hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmin 
should be repeated as required particularly if life-threatening signs such a 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitri 
tyline combinations, symptomatic treatment of central anticholinergic effects wit 
physostigmine salicylate should be considered. J8TR32 (DC6613215| 


MS 













For more detailed information, consult your MSD, Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. > 


ALABAMA MENTAL HEALTH INSTITUTE 


Alabama Mental Health Department is currently recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 









Alabama Mental Health Instititue 
JACKSON e COKER 
4488-PA N. Shallowford Road 
Suite 1040 
Atlanta, Georgia 30338 
404 -393 -1210 


Call Toll Free Outside of Georgia 1-800-241-3971 












PSYCHIATRISTS 


LEADERSHIP OPPORTUNITY! 


CALIFORNIA IS SEEKING ENERGETIC, 
INNOVATIVE ADMINISTRATIVE 
PSYCHIATRISTS TO REPRESENT THE 
DEPARTMENT AS PART OF A SERVICE 
AREA TEAM 


*** Review county mental health programs for 
quality, efficiency, effectiveness, and 
availability of appropriate services 


*** Recommend and help implement program 
improvements 


CHOICE OF LOCATIONS, 
COMPETITIVE SALARIES 
FULL BENEFITS 


FOR COMPLETE INFORMATION, MAIL 
RESUME OR CALL COLLECT: 


Stan Nielsen, Director 


2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 
(916) 920-7157 





In Equal Opportunity Emplover 


DLETA PL PLI PE I ESI DAL D BY BA BYTE NEN ENN ae 








DIRECTOR 
MENTAL HEALTH CLINIC 


Requires M.D. Degree with psychia- 
tric training sufficient to qualify for 
Board Eligibility. Must have five (5) 
years professional and administra- 
tive experience with mental health 
field to direct the overall operation 
of the Center. 


Send curriculum vitae to: 

Personnel Director, 

DESERT SAMARITAN HOSPITAL 
AND HEALTH CENTER, 

1400 South Dobson Road, 

Mesa, Arizona 85202. 


Equal Opportunity Employer. 


PSYCHIATRISTS 


Child psychiatrists, interested and pref- 
erably experienced with development- 
ally-disabled persons, invited to apply 
for staff positions at major teaching, 
university affiliated hospital. Duties 
include direct patient services, con- 
sulting and teaching staff in other 
disciplines. 


For information write: 
Ms. Barbara Stein, 
Wrentham Project Manager, 
Children's Hospital Medical Center. 


We offer competitive starting salaries 
commensurate with experience, an out- 
standing fringe benefits package and the 
opportunity for professional growth 
and advancement. 


CHILDREN'S 
HOSPITAL 


MEDICAL CENTER BOSTON 


300 Longwood. Avenue 
Boston, MA 02115 


An Affirmative Action 
Equal Opportunity Employer 


AS3 
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STAFF 
PSYCHIATRISTS 


Harlem Valley Psychiatric Center is an inno- 
vative, fully accredited, nationally recognized 
psychiatric facility serving 450 inpatients on 
its campus in Wingdale, N.Y. (foothills of the 
Berkshires, within 2 driving hours of New 
York City) with a complex network of innova- 
tive outpatient programs serving 3,000 


in Putnam and Westchester Counties. 


Minimum qualifications: N.Y.S. license and 
completion of approved residency. Salary 
range $40,020 to $43,560; if board certified, 
$43,560 to $48,707 (full time basis). Both full 
and part time positions for inpatient units at 
the Wingdale campus for acute admissions 
program, chronic geriatric program. Excel- 
lent Civil Service fringe benefit package. 
Medical schoo! affiliation and on-grounds 
housing available. 


Forward CV to Paul R. Dropauer, Personnel Dept. 
HARLEM VALLEY PSYCHIATRIC CENTER 
Station A, P.O. 330, Wingdale, New York 12594 

An equal opportunity/Affirmative action employer 


DIRECTOR 


Dept. of Psychiatry 


567-bed teaching hospital and a 
major affiliate of State University 
Downstate Medical Center is 
seeking a board certified Psy- 
Chiatrist with extensive teaching, 
Clinical and administrative ex- 
perience to direct its psychiatric 
program. 


The Director will work in a half- 
time staff capacity and will have 
qualifications that would warrant 
a faculty appointment at the 
Downstate Medical Center. 


Please direct your CV and corre- 
spondence to: 
Chairman, Search Committee 
Office of the President 


The Long Island 
College: Hospital 


340 Henry St. Bklyn, NY 11201 


An Equal Oppty Employer M/F 








Lithobtd 


Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 

Lithium toxicity is closely related to serum lithium levels, and can occur at e 
doses close to therapeutic levels. Facilities for prompt qi accurate serum 
lithium determinations should be available before initiating therapy. 








Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant rena! or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
Oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower T and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now yot can convert 
your lithium patients 
to this convenient, = 
new b.i.d. dosage. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


® 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information 





Wyeth Laboratories 


| i í Philadelphia, PA 19101 


TM 


How do you 
choose a minor 





tranquilizer’ 


NO ACCUMULATION 


TIME IN WEEKS 


LORAZEPAM PLASMA LEVELS (ng/ml) 


Each point represents the mean of 8 subjects. 


Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copynght © 1979, Wyeth Laboratories Div. of AH PC. N.Y., N Y. All rights reserved 





Anxiety neuroses 

In many nationwide studies involving 
thousands of patients with anxiety neuroses 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 


They' re all about the same, aren't they? Until recently, that seemed to sum up 

the prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all are effective anxiolytics. With seven of these compounds now available, 
owever, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan 
lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety - 
associated with functional or organic disorders, as well as in older patients. 


-onsider the record of Ativan: 


inxiety in 

ardiovascular disorders 

tivan (lorazepam) has been specifically 
‘aluated and found effective in seven 
»mmon protocol, double-blind studies 
volving 423 patients (211 on Ativan) 
hose anxiety was related to organic 
id functional cardiovascular disorders. 
ie cardiovascular component 

45 not, of course, been shown to be 
jnificantly benefited by such therapy. 





Anxiety in Anxiety in 

gastrointestinal disorders the aging patient 

So far, nine common protocol, double-blind Because its simple metabolism is not readily 
studies of Ativan have focused on anxious impaired with adv. ancing age, and 

patients with functional or organic accumulation is not likely to present a 
gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
in reducing the anxiety of these patients. Solid medication appreciate the small Ativan 
The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
of course, been shown to be significantly within seconds in water or fruit juice. 


benefited by such therapy 
Ativan. 


(lorazepam) 


See important information on following page. 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 
Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug adcicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associateo with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not Clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear іп mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


(Ativan: ® 


(lorazepam) 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; rq due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
Wyeth Laboratories 


Philadelphia. PA 19101 
Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, NLY., N Y. All rights reserved 
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dust published 
A PSYCHIATRIC GLOSSARY 
Fifth Edition { 


Order your сору of the fifth edition of 
A PSYCHIATRIC GLOSSARY now! 


The Glossary has been revised and 
updated by a Subcommittee of APA's 
Joint Commission on Public Afairs. It 
contains current terminology in psy- 
chiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of infor- 
mation for 


—physicians and lawyers 


—social workers, psychologists, and 
nurses 


—writers and editors 


—teachers and students 


Numerous new entries, a series of 
tables, and a list of abbreviations used 
in the mental health field are included. 
Why not order one or more copies of 


A PSYCHIATRIC GLOSSARY now?? 


Please send me _______ copies of a PSYCHIATRIC GLOSSARY, 
5th edition. paperback. Order number 142. 

$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or 
more, $4.75 each 


check or money order enclosed. All orders totalling $35 or less 
MUST be prepaid. 














bill me (orders over $35 ONLY). All invoices will include shipping 
and handling charges. 





NAME: 








ADDRESS: 





CITY STATE ZIP CODE 


Send coupon to: Publication Sales 
American Psychiatric Association 
1700 18th Street, N.W. . * 
Washington. D.C. 20009 








Introducing... 


Navane 
(thiothixene НСІ) 


Intramuscular 
For Injection е 
5 mg/ml 





new potency for 
rapid control of 

acute psychiatric 
emergencies 


Now, Navane Intramuscular 5 mg 
per ml provides a more concentrated 
dosage form for rapid control of 
severely disturbed behavior associat- 
ed with acute psychosis. Navane 
Intramuscular, in carefully monitor- 
ed doses, “...can produce significant 
improvement within hours and 
increase the accessibility of these 
[acutely disturbed] patients to more 
gradual methods of pharmacological 
treatment as well as to socio-environ- 
mental intervention and psycho- 
therapy” 

Rapid tranquilization usually can 
be achieved without excessive seda- 
tion. Clinically significant hypoten- 
sion, often seen with other injectable 
antipsychotic agents, is rare with 
Navane Intramuscular therapy!” If 
extrapyramidal symptoms occur, 
they are usually readily controlled 
by dosage adjustment or antiparkin- 
son agents. 


ROeRIG @ 


A division ot Pfizer Pharmaceuticals 
New York, New York 10017 


For a brief summary of Navane presc ribing 
information, including adverse reactions and 
contraindications, please see the f lowing 

' page of this advertisement 


Navane (thiothixene) (thiothixene 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml, 5 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage іп Pregnancy- Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys (1103 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asistrue with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
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significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy The 
incidence of sedation appears similarto that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is Characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects; Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions; Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue. polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution; Navane For Injection— Where 
more rapid control and treatment of acute behavior is desirable, the 
intramuscular form of Navane may be indicated. It is also of benefit 
where the very nature of the patient's symptomatology, whether 
acute or chronic, renders oral administration impractical or even 


hydrochloride) 


Intramuscular: 2 mg/ml, 5 mg/ml 


impossible. 

For treatment of acute symptomatol@gy or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 
recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate— |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1.000, and unit-dose pack of 100 (10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg. and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg. 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina 2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 

Navane (thiothixene hydrochloride) Intramuscular For Injection 

is available in amber glass vials in packages of 10 vials. When 
reconstituted with 2.2 ml of Sterile Water for Injection, each ml 
contains thiothixene hydrochloride equivalent to 5 mg of thiothix- 
ene, and 59.6 mg of mannitol. The reconstituted solution of 
Navane Intramuscular For Injection may be stored for 48 hours at 
room temperature before discarding. 
References: 1. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, December 
1977. 2. Brauzer B, Goldstein BJ: Comparative effects of intra- 
muscular thiothixene and trifluoperazine in psychotic patients. J 
Clin Pharmacol 8:400-403, November-December 1968. 3. Gal- 
lant DM, Bishop MP, Bishop C, et al: Thiothixene: A controlled 
evaluation of the intramuscular antipsychotic preparation. Curr 
Ther Res 10:561-565, November 1968. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 


ROeRIG № 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


For | 
patients ; 
with a profile 

of mild to moderate 
depression... | 


New 


SURMONTIL 


(TRIMIPRAMINE MALEATE) | 


€ Proven efficacy in depression’? 






€ Prompt relief of anxiety, even before peak 


antidepressant effects are noted? 


© Insomnia relieved in some cases as soon as 


€ Effective in single nighttime dosage 


Кей Please see complate:próduct information, a sum- 
of which follows: 
RAINDICATIONS: Contraindicated in cases of known hypersensi- 
to the drug, and during the acute recovery рео гнег myocar. 
lfarction. The possibility of cross-sensitivity to other dibenzaze- 
ШОШ should be Kept in mind. Surmontil Should not be 
in conjunction With drugs of the monoamine Ox dase inhibitor 
Ij class Ab least two weeks should elapse betwee cessation of 
ly with an MAOI and institution of therapy with Surmontil 
»ramine maleate). 
INGS: Children: This drug is not recommended for use in 
їп, since safety and effectiveness for the pediatric йе group 
tot been established. Adults: Use extreme caution in giving the 
о patients with evidence of cardiovascular disease, Caution 1s 
id in patients with: increased intraocular pressure, history ot 
ү retention, narrow-angle glaucoma, seizure disorder, hyper- 
ism, a need for thyroid medication. In patients receiving 
thidine or similar agents, Surmontil may block the pharmaco- 
Wfects of these drugs. Warn patients that the drug may impair 
intal or physical abilities required for driving or performing 
potentially hazardous tasks. 
IUTIONS: Because of an inherently serious suicide potential, 
nhospitalized severely depressed patient should be given the 
st Mu eo leni In schizophrenic patients, activation of 
/chosis may occur and require reduction of dosage or the addi- 
a major tranquilizer to the medication schedule, Manic or 
COME M E. ap made rad ari 
have to be discontinued until the episode is 
| Deal sei at lower'dosage. Limit concur- 
нн of Surmontil and electroconvulsive therapy to 
Jatients*for whom it is essential. When possible, discontinue the 
K several ee "cr 


one week after treatment? 


after initial dosage titration? 
@ Low incidence of side effects 


drinks during therapy may provoke exaggerated response. Potentiation 
of effects has been reported when tricyclic antidepressants were 
administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response. 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil (trimipramine maleate) 
Cardiovascular Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke 
Peyeni2tric—Confusional states (especially in the elderly) with halluci 
ПИШ, disorientation, delusions; anxiety, restlessness, agitation; 
Mise nia and nightmares; hypomania; exacerbation of psychosis. 
leurologic – Numbness, tingling, paresthesias of extremities; іпсоог- 
Gination, ataxia, tremors; peripheral neuropathy; extrapyramidal symp- 
Шу. seizures, alterations in EEG patterns; tinnitus. 
М пегїс— Dry mouth and, rarely, associated sublingual adenitis; 
DINERO vision, disturbances of accommodation, mydriasis, constipa- 
ШИ ytic ileus; urinary retention, delayed micturition, dilation of 
ШЕШггу tract. 
МИС. Skin rash, petechiae, urticaria, itching, photosensitization, 
ПЕШ ace and tongue. 

— Bone-marrow depression including agranulocytosisf 
КЕШ; purpura; thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient who develops fever ап 


sore throat during therapy; the "RR pego m Nt ШИЕ ЕЕ 
evidence of pathologic neutrophil depression. 
Gastrointestinal—Nausee and vomiting, anorexia, еріс 9) 
diarrhea, peculiar taste, stomatitis, abdominal содро Зе 
Endocrine Gynecomastia in the male; М ЕШ ЕШ and palace 
torrhea in the female; increased or бе ШИИ mera «a tes- 
ticular swelling; elevation or бергезин а 
Other— Jaundice (simulating эш ИЕ altered Iver ИЕН, 
weight gain or loss; регро ИШИ ШИШ КЕШЕЛЕ, MONS 
ness, dizziness, меакпоб паа Н пезоса О swellings 
alopecia. 

Withdrawal $утрїоп® "hough not indicative of addiction, abrupt 
cessation of теа НЕ prolonged therapy may podoce nausea, 
headache айй 

SUPPLIED: 25 mg in bottles of 100 opaque blue and yellow capsules, 
50 mg in bottles of 100 opaque blue and orange capsules. 


Tairas: Uei ata: M ne i 
A collaborative 


urotic depressed study. An 
Руслану 127-208-217, 1970. 2 Rifkin A, et al: emai 
trimipramine and imipramine: A controlled study, hat aah 
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Librium 2" 
PETE DEC LECT Abche 


Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended 
Contraindications: Patients with known hypersensitivity to the 
drug 
Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 
be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions). following discontinuation of the drug and similar to those 
seen with barbiturates. have been reported 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided be- 

cause of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. 
Precautions: In the elderly and debilitated, and in children over 
six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preciude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended. if combination therapy with 
other psychotropics seems indicated, carefully consider indi- 
vidual pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or nepatic func- 
tion. Paradoxical reactions (e.g.. excitement. stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impencing depres- 
sion; suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 
anticoagulants: causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
cur, especially in the elderly and debilitated These are revers- 
ible in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema. minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms 
increased and decreased libido—all infrequent anc generally 
controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occasionally, mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 
Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 
Supplied: Librium* (chlordiazepoxide НСІ) Capsules, 5 mg. 10 
mg and 25 mg— bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs* (chlordiazepoxide) 
Tablets, 5 mg, 10 mg and 25: mg— bottles of 100 and 500. With 
respect to clinical activity, capsules and tablets are indistin- 
guishable. 


Roche Products Inc 
Manati, Puerto Rico 00701 
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He has 
five years 
to fight for 

your life 





He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association Ф 


WE'RE FIGHTING FOR YOUR LIFE 


INDEX TO ADVERTISERS 
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The publication of an advertisement in this journal does 


not imply endorsement of the product or service by the 
American Psychiatric Association. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 


NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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New 
MOBAN 


molindone HCI 


Concentrate 
20 mg/ml 


Easily administered 
in fruit juice...has 

a subtle cherry flavor 
when taken alone 





An effective antipsuchotic agent 
with a favorable benefit /isk profile 


NO excessive weight gain 
incidence hepatotoxic changes 
ophthalmological changes 


persistent tardive 
dyskinesia 


skin pigmentation 
thyroid function changes 
tolerance development 


LOW adverse drug 


incidence interactions 
hematological changes 


hypotension 


nonpersistent symptoms 
of tardive dyskinesia 


sedation 


MODERATE 
incidence extrapyramidal reactions 


This table compiled from clinical and field reports, according to 
the best available information. 


Concentrated for maximum 

an of и irr 
sages...easy titration... 

enhanced compliance 


Initial dosage with МОВАМ" 


e usual starting dose is 50-75 mg/day 


e may be increased to 100 mg/day in three to 
four days 


e may be adjusted up or down according to response 
e some patients with severe symptomatology may 
require an increase to 225 mg/day 


elderly and debilitated patients should be started on 
lower dosage 








lease see next page for prescribing information. 





For the 
schizophrenic patient 


New 
MOBAN 


molindone НС 


Concentrate 
20 mg/ml 

















ad 


four 25 mg tablets = 5 milliliters (100 mg) 


An effective antipsychotic agent 


MOBAN 


molindone HCI 


DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 
dolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder. 
freely soluble in water and alcohol and has a molecular weight 


of 312.67 
FA 9 
о N-CH2 Снг-СНз 
cuf 


H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochloride) has a pharmacolog- 
ical profile in laboratory animals which predominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion. MOBAN antagonizes the depression caused by the tran- 
quilizing agent tetrabenazine. 

In human clinical studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies. MOBAN exerts its effect on the ascending reticular 
activating system. 

Human metabolic studies show MOBAN (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24- 
36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 


INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONTRAINDICATIONS MOBAN (molindone hydrochloride) 15 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and 
in patients with known hypersensitivity to the drug. 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in the following animals: 


Pregnant Rats oral dose— 20 mg/kg/day—10 days 
no adverse effect 
40 mg/kg/day — 10 days 
no adverse effect 
Pregnant Mice oral dose— 20 mg/kg/day— 10 days 
slight increase resorptions 
40 mg/kg/day —10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day — 12 days 
no adverse effect 
10 mg/kg/day —12 days 
no adverse effect 
20 mg/kg/day — 12 days 
no adverse effect 
Animal reproductive studies have not demonstrated a terato- 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used in pregnant 
patients. 
Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 
Usage in Children: Use of MOBAN (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established 
MOBAN has not been shown effective in the management of 
behavioral complications in patients with mental retardation. 


PRECAUTIONS Some patients receiving MOBAN (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response,to the drug has been established. 

Increased activity has been noted in patients receiving MOBAN 
Caution should be exercised where increased activity may be 
harmful 


MOBAN does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported in a few instances. 


EDO 854M580 
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New dosage form... 
Concentrate 20 mg/ml 


continuing...Tablets 5 mg, 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose 

Noted less frequently were depression, hyperactivity and eupho- 
ria. 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals and 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early. 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor, have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduction in 
dosage. 


Autonomic Nervous System Occasionally blurring of vision, 
tachycardia, nausea, dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms. 

Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant. 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare, transient, non-specific T wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 

Skin Early, non-specific skin rash, probably of allergic origin, 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy 


Tardive dyskinesia associated with other agents has appeared 
in some patients on long-term therapy and has also appeared 
after drug therapy has been discontinued. The risk appears to 
be greater in elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face. mouth or 
jaw (e.g. protrusion of tongue. puffing of cheeks. puckering of 
mouth. chewing movements). There may be involuntary move- 
ments of extremities 


There is no known effective treatment of tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 


of this syndrome. It is suggested that all antipsychotic agents 
be discontinued if these symptoms appear. Should it be neces- 
sary to reinstitute treatment, or increase the dosage of the 
agent. or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that time the 
syndrome may not develop 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN (molindone hydrochloride) should be individualized 


Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day. 

— Increase to 100 mg/day in 3 or 4 days. 

—Based on severity of symptomatology. dosage may be 
titrated up or down depending on individual patient 
response. 

—An increase to 225 mg/day may be required in patients 
with severe symptomatology. 

Elderly and debilitated patients should be started on lower 
dosage 


Maintenance Dosage Schedule 

l. Mild — 5 mg-15 mg three or four times a day. 

2. Moderate — 10 mg-25 mg three or four times a day. 
3. Severe — 225 mg/day may be required 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally. animal studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (1.е.. barbiturates, 
chloral hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water 


Since the adsorption of MOBAN (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this 
antidote must be considered of theoretical value 


Emesis in a comatose patient 15 contraindicated. Additiona ly. 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals, this blocking effect has not been determined in 
humans 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected 
(Only 2% of a single ingested dose of MOBAN is excreted urme- 
tabolized in the urine.) 

However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
MOBAN in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Benadryl*) and the 
synthetic anticholinergic antiparkinson agents. (i.e., Artane*. 
Cogentin*. Akineton*). 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 1000's: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
*Benadryl— Trademark, Parke Davis and Co. 
*Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 


Rev. Nov. 1979 
MOBAN is an Endo Registered U.S. Trademark 


6102-5 


Endo Laboratories, Inc. «ПЛ» 
Subsidiary of the DuPont Company . 


Garden City, New Yórk 11530 


T CLORAZEPATE DIPOTASSIUM 


ranxenec 


Ideal for short-term antianxiety therapy 





Acts promptly...tapers gently 
at discontinuation 


Tranxene goes to work in minutes 


Nordiazepam uptake is rapid, with pharmacologic effects 
reported within 30 minutes.! Peak serum levels are 
attained within 1-2 hours after dosing. 


Allows post-therapy 
adjustment time 


When administration stops, nordiazepam serum levels 
taper at a gentle rate. This built-in taper may give your 
patients more time to adjust to cessation of therapy.” 


1. Sedation reported in normal volunteers 30 minutes after 
dosing. Tranxene Drug Monograph 97-0185, p. 9, 1979. 


2. The elimination kinetics of an agent can be closely defined, 
but these cannot at present be directly related to therapeutic 
or adverse effects. 


cl Abbott Laboratories, North Chicago, IL 60064 


0043331 


Brief Summary 


INDICATIONS — Symptomatic relief of anxiety and tensicn 
associated with anxiety disorders, other psychoneurotic dis- 
orders, transient situational disturbances, and functional or 
organic disorders. Symptomatic relief of acute alcohol with- 
drawal. 

Effectiveness in long-term use (over 4 months) not as- 
sessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient. 


CONTRAINDICATIONS — Known hypersensitivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or psy- 
chotic reactions. Caution patients against hazardous occupa- 
tions requiring mental alertness, such as operating dangerous 
machinery including motor vehicles. Advise against simul- 
taneous use of other CNS depressants, and caution patients 
that effects of alcohol may be increased. Not recommended 
for patients under 18. Nervousness, insomnia, irritability, 
diarrhea, muscle aches, and memory impairment have fol- 
lowed abrupt withdrawal from long-term high dosage. With- 
drawal symptoms were reported after abrupt discontinuance 
of benzodiazepines taken continuously at therapeutic levels 
for several months. Use caution in patients having psycho- 
logical potential for drug dependence (dependence has been 
observed in dogs and rabbits). 


Pregnancy and Lactation: Minor tranquilizers should almost 
always be avoided first trimester. Consider possibility of 
pregnancy before initiating therapy. Patient should consult 
physician about discontinuation if she becomes pregnant or 
plans pregnancy. Do not give to nursing mothers. 


PRECAUTIONS — Observe usual precautions in depression 
accompanying anxiety, or in patients with suicidal tendency, 
or those with impaired renal or hepatic function. Do periodic 
blood counts and liver function tests during prolonged 
therapy. Use small doses and gradual increments in the 
elderly or debilitated. 


ADVERSE REACTIONS — Drowsiness, dizziness, various g.i. 
complaints, nervousness, blurred vision, dry mouth, heac- 
ache, menta! confusion, insomnia, transient skin rashes, 
fatigue, ataxia, genitourinary complaints, irritability, diplopia, 
depression, slurred speech, abnormal liver and kidney func- 
tion, decreased hematocrit, decreased systolic blood pressure. 


DOSAGE — ANXIETY—Usual daily dose 30 mg or less (start 
the elderly or debilitated at 7.5-15 mg). Adjust gradually 
within 15-60 mg daily range. Capsules and scored tablets: 
divided doses; or once daily h.s. (start patient at 15 mg). 
Single Dose Tablets, 22.5 mg (for patients stabilized on 7.5 
mg t.i.d.) or 11.25 mg: once daily at any hour. ALCOHOL 
WITHDRAWAL—In divided doses: 1st day 30 mg initially, 
then 30-60 mg; 2nd day 45-90 mg; 3rd day 22.5-45 mg; 4th 
day 15-30 mg. Then taper to 15-7.5 mg daily, and discon- 
tinue as soon as stable. 


INTERACTIONS — Potentiation may occur with ethyl alcohol, 
hypnotics, barbiturates, narcotics, phenothiazines, MAO in- 
hibitors, other antidepressants. 


OVERDOSAGE — Take general measures as for any CNS 
depressant. 


SUPPLIED — Tranxene (clorazepate dipotassium) 3.75, 7.5, 
and 15 mg capsules and scored tablets. Tranxene-SD Half 
Strength 11.25 and Tranxene-SD 22.5 mg single dose tablets. 


Acts promptly...tapers 
gently at discontinuation 


(CLORAZEPATE DIPOTASSIUM) 
Tranxenec. 








ын 


Unexcelled choice for short-term management of anxiety 
3.75, 7.5; and 15 mg capsules, scored tablets; 11.25 and 22.5 mg single dose tablets. 


*Sedation reported in normal volunteers 30 minutes after dosing; Tranxene 
Drug Monograph, 97-0185, p. 9, 1979. See overleaf for brief summary. 
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'STELAZING’ - 


... HELPS FIND 
AWAY THROUGH „шее. 


often withdrawn, aloof and emotionally unresponsive. For such patients, Stelazine' provides 
effective, unsurpassed control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 





In fact, no other antipsychotic agent has demonstrated significantly greater overall effective- 


ness and significantly fewer adverse effects than 'Stelazine'. 


Stelazine'. A first choice for therapy. 


Before prescribing, see complete 
prescribing information in SKGF Co. 
literature or PDR. The following is a 
brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information. FDA has clossified the 
indications cs follows 
Effective: For the management of the 
manifestations of psychotic disorders 
Possibly effective: To control excessive 
anxiety. tension and agitation os seen 
in neuroses or associated with somatic 
conditions. 
'Stelozine' has not been shown effective 
inthe management of behavioral com- 
plications in patients with mental 
retardation 
Final classification of the less-than- 
effective indications requires further 
investigation 





Contraindications: Comatose-or greatly 
depressed states due to C.N.S. depressants 
blood dyscrasias; bone marrow depres- 
sion; liver damage 

Warnings: Generally avoid using in 
patients hypersensitive (e.g.. blood 
dyscrasias, jaundice) to any phenothi- 
azine. Caution patients about activities 
requiring alertness (e.g.. operating vehicles 
or machinery), especially during the first 
few days’ therapy. 

Additive effect is possible with other C.N.S 
depressants, including alcohol 


Use in pregnancy only when necessary 
for patient's welfare 

Precautions: Use cautiously in angina 
Avoid high doses and parenteral admin- 
istration when cardiovascular system is 
impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Prolonged administration of 
high doses may result in cumulative effects 
with severe C.N.S. or vasomotor symp- 
toms. If retinal changes occur. discontinue 
drug. Agranulocytosis, thrombocytopenia, 
pancytopenia. anemia, cholestatic jaun- 
dice, liver damage have been reported 
Patients with a history of long-term 
therapy with ‘Stelazine’ and/or other . 
neuroleptics should be evaluated period- 
ically for possible adjustment or dis- 
continuance of drug therapy. Neurolepric 


drugs cause elevated prolactin levels that 
persist during chronic administration. Since 
approximately one-third of human breast 
cancers are prolactin-dependent in vitro 
this elevation is of potential importance 

if neuroleptic drug administration is con- 
templated in a patient with o previously 
detected breast cancer. Neither clinical nor 
epidemiologic studies to date. however. 
have shown an association between the 
chronic administration of neuroleptic 
drugs and mammary tumorigenesis. 
Adverse Reactions: Drowsiness. dizziness. 
skin reactions, rash, dry mouth. insomnia 
amenorrhea, fatigue, muscular weakness 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: 
motor restlessness, dystonias. pseudo- 
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dyskinesia 


Other adverse reactions reported with 
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other phenothiazines: Some adverse 
effects are more frequent or intense in 
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or pheochromocytoma) 

Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema: 
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action of C.N.S. depressants, atropine, heat 
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angioneurotic edema. anaphylactoid 
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epinephrine effect: hyperpyrexia; a 
systemic lupus erythematosus-like 
syndrome; pigmentary retinopathy: with 
prolonged administration of substantial 
doses. skin pigmentation. epithelial 
keratopathy, and lenticular and corneal 
deposits. EKG changes have been 
reported. but relationship to myocardial 
domoge is not confirmed. Discontinue 
long-term, high-dose therapy gradually. 
NOTE: Sudden death in patients taking 
phenothiazines (apparently due to cardioc 
arrest or asohyxia due to failure of cough 
reflex) has been reported, but no causal 
relationship has been established. 
Supplied: Tablets, 1 mg.. 2 mg.. 5 mg 

and 10 mg.. in bottles of 100: in Single 
Unit Packages of 100 (intended for 
institutional use only); Injection. 2 mg/m; 
and Concentrate (intended for institutional 
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Information for Contributors 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, are not being considered for pub- 
lication elsewhere, and have been approved by each author. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. Authors of accepted papers will be asked to sign 
the following statement: 

In consideration of the American Journal of Psychiatry's 
taking action in reviewing and editing my submission [in- 
clude title here] the author(s) undersigned hereby transfers, 
assigns, or otherwise conveys all copyright ownership to the 
American Psychiatric Association in the event that such 
work is published by the American Psychiatric Association. 

Work done as part of an individual's duties as a federal 
employee is in the public domain. In such cases the following 
wording should be used: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 


_ therefore in the public domain. 


In addition, authors must obtain letters of permission from 
publishers for use of extensive quotations (more than 500 
words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case re- 
ports and elsewhere. Identifying information such as names, 
initials, hospital numbers, and dates must be avoided. In ad- 
dition, authors should disguise identifying information about 
a patient's characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 3-4 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry, 
1700 Eighteenth St., N.W., Washington, D.C. 20009. All 
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correspondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by a 
cover letter indicating that the paper is intended for pub- 
lication will not be reviewed until such a statement is re- 
ceived. On a separate sheet include the names and mailing 
addresses of any authors who are not members of APA; they 
will be sent a complimentary copy of the issue in which their 
article appears. 

Authors will be notified as soon as possible of the receipt 
of their paper and the number assigned to it. This number 
must be included in all further correspondence. It is impera- 
tive that the corresponding author of submitted papers notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association’s annual meet- 
ings, although not all papers can be published in the Jour- 
nal. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions. Authors who wish to submit their papers else- 
where must secure permission from the Editor. The Journal 
will assign its own number to each paper received for re- 
view; this number must appear in any further communica- 
tions about the paper. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles —3,800 words or 
the equivalent (no more than 15 double-spaced pages, includ- 
ing references, tables, and figures). Brief Communications— 
2.500 words (no more than 10 double-spaced pages, including 
references, tables, and figures). Clinical and Research Re- 
ports—1,000 words, 10 references, | table (no figures are 
used). Letters to the Editor—500 words, 5 references. The 
number of words, tables, and figures should be noted on the 
title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 7,500 words (no 
more than 25 double-spaced pages—including tables and fig- 
ures—and 100 references). All overviews, including those 
written by invitation, are given the same peer review re- 
ceived by other papers. ! 








Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication" designation does not 
. imply less sophisticated or complete work: it merely means 
that the contgnt can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully. avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures. or references, etc. Single case reports 
should be submitted as Clinical and Research Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, | table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular of Brief Communication length. (A "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports.) These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the Edi- 
tor. It is important to think carefully about the nature of the 
paper before requesting prompt publication; a paper may be 
delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion "for publication ' in the upper right corner. Letters crit- 
ical of an article published in the Journal will automatically 
be sent to the authors for reply. Because of space limita- 
tions not all letters can be printed. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review may be sent directly to 
the Book Review Editor, Nancy C. Andreasen, M.D., Uni- 
versity of Iowa College of Medicine, 500 Newton Rd., Iowa 
City, Iowa 52240. Book reviews are usually solicited by the 
Book Review Editor. Authors interested in reviewing a par- 
ticular book are urged to contact the editorial office to see 
if the Book Review Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned 

* to another reviewer 
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TYPING AND ARRANGING THE PAPER 


All parts of the manuscript, including case reports, quota- 
tions, references, and tables, must be double-spaced through- 
out. All manuscripts must be typed in upper- and lowercase 
on one side only of 22 х 28 ст (8'/2 х 11 inches) nonerasable 
bond paper. All 4 margins must be 3?/; cm (1'/2 inches). The 
manuscript should be arranged in the following order, with 
each numbered item beginning a new page: 1) title page, 2) 
précis, 3) text, 4) references, 5) tables, 6) footnotes to text, 
and 7) figure captions. All pages must be numbered, with the 
title page as number |. Please consult the following section 
on Journal style specifications for criteria for each part of the 
paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors’ 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each institution. Provide a 
full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
Script. Summaries are rarely desirable, although a final 
“Comment” or "Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics tised are 
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both necessary and appropriate. Statistical tests should be 


_ described and a reference citation given if the tests are not 


generally known. It is not sufficient to say "differences be- 
tween the groups were significant."' In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 
Abbreviations. All abbreviations (other than those for met- 


ric units) should be explained the first time they are used. 


Idiosyncratic abbreviations should be avoided: overuse of 

abbreviations may hinder rather than facilitate readability. 
Drugs. Generic rather than trade names of drugs should be 

used; trade names may be given parenthetically if necessary. 
Units of measurement. All measurements should be in met- 


— ric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 


_ listed have been cited in text; no bibliographies can be used. 


References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 


- priate reference number in parentheses. Do not arrange the 
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list alphabetically. 

—. Personal communications, unpublished manuscripts, man- 
_uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
- individual's unpublished observations. Manuscripts that are 
actually *'in press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus: journals not indexed there 
should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
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Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
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generally reserved for data presentation and not used as lists 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Consult recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are used. It is usually 
desirable to give both numbers and percentagesswhere appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and through- 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. A copy of each table 
should be included in each copy of the manuscript. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 
tion to about 8 cm (3!/4 inches). Authors are urged to consid- 
er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009: there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. 
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PSYCHOPHARMACOLOGY UPDATE 
Jonathan O. Cole, M.D. 


from 


THE COLLAMORE PRESS 


Medical Division of D.C. Heath and Company 


For all practicing psychiatrists who wish to keep up to 
date on the uses of psychopharmacological agents 
and their potential side effects, this book offers a 
clear discussion of a range of available drugs. The in- 
formation is practical and provides enough 
background for clinicians to practice psychophar- 
macology for the greatest benefit of patients. Newer 
agents such as lecithin, t-tryptophan, and fen- 
fluramine are described. The book reviews treatment 
of such conditions as senile dementia and adult 
minimal brain dysfunction, and discusses such side 
effects of drugs as memory difficulties caused by 
tricyclic antidepressants, kidney changes due to 


lithium, and agranulocytosis resulting from anti- 


psychotic drugs. 


Table of contents: Part I. Drug Therapies: 1. Lithium 
Therapy: A Practical Review. 2. Tricyclic Anti- 
depressant Blood Levels. 3. Drug Treatment of Anx- 
iety, 4. Beta-Blocking Drugs in Psychiatry. 5. Drug 
Therapy of Adult Minimal Brain Dysfunction 
(MBD). 6. Fenfluramine. 7. Drugs and Senile 
Dementia. 8. Lecithin and Choline in Alzheimer 
Disease. Part П. Drug Side Effects: 9. Tar- 
dive Dyskinesia. 10. Agranulocytosis Revisited. 
11. Lithium and the Kidney. 12. Memory Difficulty 
and Tricyclic Antidepressants. 


1980 $14.95 


LC 79-48064 


208 pages 
ISBN 0-669-03695-1 


Send orders to The Collamore Press, D.C. Heath and Company, 
125 Spring Street, Lexington, Massachusetts 02173. 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


An equal opportunity employer. 
Psychiatric hospitals accredited 
by the Joint Commission on 
Accreditation of Hospitals. 
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Navane (thiothixene) has proved to be Of significa 
benefit at each phase in rehabilitation of the patien Bo 
with psychotic symptoms: from admission, througl 
discharge, and beyond. : 


arapid return to the community. $5 
Navane achieves rapid relief of acutely disruptiv 
symptoms and facilitates early discharge for most 
patients. In excited, agitated psychotic patients, 
Navane has produced improvement within an hou 
minimal symptomatology after three hours, and cq 
paratively brief hospitalization for most patients." 


and continued long-term improvement 5 

On an outpatient basis, Navane exerts a significati 
long-term beneficial effect on patient functioning, § ; 
especially in the areas of social and vocational E 
adjustment in the community. Initial improvement] 
maintained with Navane and has been shown to 
increase over time.’ 


rarely compromised by adverse reactions ask 
With Navane, effectiveness is rarely Согарготіѕей = 

by oversedation or drowsiness. Y potepsive crises ^ — pP 

and other cardiovascular reactions’ “are seldom EI 

reported. Anticholinergie ide c tfects sich as dry - 

mouth or constipation arc rare. Af extrapy 'ramidal 

symptoms occur, they aretsually readily controlled 

by dosage adjustments or antiparkinson agents. 


For a brief summary of Navane prescribing information, ineluding adverse reactions and сораган 


please sce last page of this advertisement. 
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Rapid return to the community 


Navane (thiothixene) (thiothixene 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

Inthe animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys(! to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children- The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

Asistrue with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in raan, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration— As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecifge EKG changes 
have been observed in some patients receiving/Navane. These 
changes are usually reversible апі frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of checks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis. eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorthea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


hloride) 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An eal form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

‘Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg. 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg. 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol. U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: 1. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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A division of Pfizer Pharmaceuticals 
New York, New York 10017 . 
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You've seen what stress can do to people: everything from ulcers and high 
blood pressure, to a sense of isolation or a broken family. 
You've also witnessed another consequence of stress: dependence on alcohol 


If some of your patients have drinking or drug problems, you should know 
about Fenwick Hall, a unique treatment facility near Charleston, S.C. 
Fenwick Hall was established by Dr. Morris Chafetz, founding 
< director of the National Institute on Alcoholism and Alcohol 
Abuse and a leading authority on alcohol and drug dependence. 

Fenwick Hall's carefully designed, highly individualized treat- 
ment is based on the needs Dr. Chafetz perceived during his 25 
years of experience with both patients and programs. 

Rather than treating only symptoms, Fenwick Hall's approach 
focuses on every facet of the individual. In addition to complete 
detoxification capabilities and highly qualified professionals de- 
livering a superior program of therapy, counseling and ed- 
ucation, Fenwick Hall provides recreational options such 
as tennis courts, a sauna and whirlpool bath and 


an indoor swimming pool. 

Occupying a recently restored 18th-century 
estate, Fenwick Hall offers unusually elegant 
accommodations and a tranquility conducive 
to the growth of self-awareness and the res- 
toration of well-being. 

When individuals leave Fenwick Hall, they 
are able to return to their careers and homes, 
fortified with healthier ways of coping with 
the stress and struggles of daily life. 

For further information, please write for our 
color brochure, or call John Magill, Executive 
Director. 


ури 
RN 


Post Office Box 688, 
Johns Island, Charleston, 
South Carolina 29455 
(803) 559-2461 











Vispo, Raul H., M.D. 
THE DANGEROUS PATIENT 


Special Issue of Psychiatric Quarterly 
Compiled by leading authorities in the fields of 
mental health and criminal justice this work studies 


a perplexing, and often controversial, issue — the 
psychiatric patient who is prone to violence. Ef 
forts to define and clarify this subject. recognize 
1980 
0-89885-017-7 


Epstein, Gerald, M.D., Editor 


New 


from 
Human 


Sciences 
Press 


Series Editor: Paul T. Olsen, Ph.D. 


The impact of contemporary physics in the West 
and the acausal, non-deterministic philosophies 
of the Orient have revolutionized many principles 
of Western psychology and psychotherapy In this 
volume. David Bohm. Kenneth Phillips. David 


past errors, and provide effective treatment for the 
dangerous patient are offered. From the perspec- 
tives of criminal justice and psychiatry, certain key 
questions are scrutinized 


157 pp 


$7.95 


STUDIES IN NON-DETERMINISTIC PSYCHOLOGY 


Volume V, New Directions in Psychotherapy Series 


An Official Publicaton of the National Institute for Psychotherapies 


Shamberg. Gerald Epstein. Swami Dayananda 
and other authorities present the theories of non 
deterministic psychology while exploring its rela 
tionship to modern Western science and the 
meditative techniques of the East 


BEBBEBEE 
EBEBEBEB 1980 320 pp 
ИЕ Б ЕВ 0877054681 $22 95 
ава eee Schiavi, Raul C., Ph.D., Editor 
sssgEEBS THE ASSESSMENT OF SEXUAL AND 
MARITAL FUNCTION 
Special Issue of Journal of Sex and Marital Therapy 
The scientific understanding of human sexuality presents a concise Ком of psychometric in 
depends upon the development of methods of struments for the study of sexual activity. and 
measurement to gather. quantify and analyze in marital interaction 
formation from individuals and groups. This book À 
1980 
к ` N 87705-654-4 $7.95 
p ts HUMAN SCIENCES PRESS 
: 72 FIFTH AVENUE, NEW YORK. МҮ 10011 









Fastin 


nmm ——— AA — ee смее эг ссд 
б S "TX POTE i ws gov е a ii" 
Т E MEA zia TU ETAT g S 


T - SANTI, 


eee qi nrc иу ААКу р АЛ RRM AUP TET LIS ITH se HRC Re SCO epp o np USUS CIURS UO 
5 Blood levels mcg/ml 


КЕКТЕ LT ГЕН 



















































































A MC ы M MET 
Minutes Hours 


24-hour blood level симе of 10-mg oral dose of diazepam 
in a single healthy subject. 
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Smooth: Avoids sudden symptom 
breakthrough Because of its fast and 
complete absorption, peak blood levels of 
Valium (diazepam/Roche) are achieved in 
60 to 90 minutes after a single dose for a 
rapid initial calming effect. Typically, with an 
appropriate dosage regimen (e.g., 5 mg 
па) Valium builds in a uniform and pre- 
dictable way to a steady-state level within 
5-7 days, without accumulating beyond. 
With Valium the excretion rate is similarly 
consistent and predictable. When pharma- 
cologic support is no longer needed, the 
overlapping half-lives of diazepam and its 
metabolites insure a gradual elimination 
process. Because metabolites of short- 

acting benzodiazepines are inactive, 
blood levels of these drugs decrease 
more rapidly without benefit of a 
tapering effect. 


Consistent therapeutic effect 
even when an occasional dose 
is omitted Once steady-state is 
achieved, sudden symptom breakthrough 
is highly unlikely, even if a dose is forgotten 
or skipped. Thats because the half-life 

of Valium—27-37 hours—provides the 
advantage of self-tapering action, com- 


plementing your gradual reduction of the 
patients dosage and smoothing his transi- 
tion to independent coping. 


To discontinue smoothly... Gradual 
discontinuation of medication—while rarely 
necessary after short-term therapy— is good 
medical practice in patients who have 
received high doses for extended periods. 
When dosage is tapered, untoward side 
effects can be avoided. Throughout therapy, 
in fact, side effects are infrequent with 
Valium and are seldom more serious than 
drowsiness, fatigue and ataxia. 





Before prescribing, please see summary of product information on following page. 
® 











Smooth transition to 


lli 2-mg. 5-mg, 10-mg scored tablets 
Valiu independent coping 


diazepam / Носпе € 
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Valium 


diazepam/ Roche 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 
Indications: Management of anxiety disorders, or 
short-term relief of symptoms of anxiety: symptomatic 
relief of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunc- 
tively in skeletal muscle spasm due to reflex spasm 
to local pathology: spasticity caused by upper motor 
neuron disorders; athetosis; stiff-man syndrome; con- 
vulsive disorders (not for sole therapy) 
The effectiveness of Valium in long-term use, that is, 
more than 4 months, has not been assessed by 
systematic clinical studies. The physician should 
periodically reassess the usefulness of the drug for 
the individual patient 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate 
therapy. 
Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in 
frequency and/or severity of grand mal seizures may 
require increasec dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated 
with temporary increase in frequency and/or severity 
of seizures. Advise against simultaneous ingestion 
of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and 
alcohol have been observed with abrupt discontinua- 
tion, usually limited to extended use and excessive 
doses. Infrequently, milder withdrawal symptoms 
have been reported following abrupt discontinuation 
of benzodiazepines after continuous use, generally at 
higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage 
Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to 
habituation and dependence 
Usage in Pregnancy: Use of minor tran- 
quilizers during first trimester should 
almost always be avoided because of 
increased risk of congenital malforma- 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: ! combined with other psychotropics 
or anticonvulsants, consider carefully pharmacology 
of agents employed; drugs such as phenothiazines, 
narcotics, barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. Usual 
precautions indicated in patients severely depressed, 
or with latent depression, or with suicidal tendencies 
Observe usual precautions in impaired renal or 
hepatic function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia 
or oversedation 
Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremor, vertigo, urinary 
retention, blurred vision. Paradoxical reactions such 
as acute hyperexcitec states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage. sleep 
disturbances, stimulation have been reported, should 
these occur. discontinue drug. Isolated reports of 
neutropenia, jaundice. periodic blood counts ard 
liver function tests advisable during long-term 
therapy. 
Dosage: Individualize for maximum beneficial effect 
Adults: Anxiety disorders, symptoms of anxiety, 2 to 
10 mg b.i.d. to a.i.d.; alcoholism, 10 mg t.i.d. or q.i.d 
in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed 
adjunctively in skeletal muscle spasm, 2 to 10 mg 
tid. or q.i.d.; adjunctively in convulsive disorders, 
2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2/2 mg, 1 or 2 times daily initially, 
increasing as needed and tolerated. (See Precau- 
tions.) Children: 1 to 2¥2 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months) 
Supplied: Valium® (ciazepam/Roche) Tablets, 
2 mg. 5 mg and 10 mg—bottles of 100 and 500 
Tel-E-Dose® packages of 100, available in trays of 4 
reverse-numbered boxes gf 25, and in boxes con- 
taining 10 strips of 10; Prescription Paks of 50, 
available in trays of 10 


Roche Laboratories 
à Division of Hoffmann-La Roche Inc 
® Nutley. New Jersey 07110 














Just published 
A PSYCHIATRIC GLOSSARY 
Fifth Edition . 


Order your copy of the fifth edition of 
A PSYCHIATRIC GLOSSARY now! 


The Glossary has been revised and 
updated by a Subcommittee of APA's 
Joint Commission on Public Afairs. It 
contains current terminology in psy- 
chiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of infor- 
mation for 


—physicians and lawyers 


—social workers, psychologists, and 
nurses 


— writers and editors 


—teachers and students 


Numerous new entries, a series of 
tables, and a list of abbreviations used 
in the mental health field are included. 
Why not order one or more copies of 


A PSYCHIATRIC GLOSSARY now?? 


Please send me _ copies of a PSYCHIATRIC GLOSSARY, 
5th edition, paperback. Order number 142. 

$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or 
more, $4.75 each 


check or money order enclosed. All orders totalling S35 or less 
MUST be prepaid. 

















bill me (orders over $35 ONLY). All invoices will include shipping 
and handling charges. 


NAME: 





ADDRESS: 








CITY STATE 


Send coupon to: Publication Sales 


American Psychiatric Association 
1700 18th Street. N.W. 1 


Washington. D.C. 20009 





PLAN AHEAD! 
Order Your 1981 
Appointment Books 
Now!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 






















The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies are available July 1980 


DESK: $13.00 
POCKET: $7.00 
BOTH: $17.00 
10% Discount for 10-99 copies 

15% Discount for 100 copies or more 
No discount available on set 





Send order form to: 
Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 

















Enclosed is $ for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-1 
Appointment Book Set order #141-2 


(All domestic orders amounting to $35.00 or less 
must be accompanied by payment; all foreign or- 
ders, regardless of dollar amount, must be ac- 
companied by payment. Orders over $35.00 will 
be invoiced with shipping/handling charges in- 
cluded.) 


Name 
Address 
City 
State 











Clinical Neurology 
For Psychiatrists 


Under the direction of 


David M. Kaufman, M.D. 
Department of Neurology 
Montefiore Hospital and Medical Center 
Albert Einstein College of Medicine 


Courses designed for psychiatrists preparing 
for the American Board of Psychiatry and 
Neurology, will consist of lectures with 
videotaped examples and practice examinations. 


PARTI 
New York 
March 27, 28, 29, 1981 


PART II 
San Francisco 
January 9, 10, 1981 
Houston — April 10, 11, 1981 


FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 


Put your 
money where 
your Heart 
Is. 


American 
Heart 


. Association 
WE'RE FIGHTING FOR YOUR LIFE 
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WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN | 


(DOXEPIN НСІ) 


Artist Leonard Leff uses ANTID ЕРАЕЅЅАМТ 
ED EFFECTIVENESS 
I piss orte lone of life. with convenient 


My energies ebbed, 


my will to live decreased, once -a-day 


and | found myself retreating 


from the activities of life to a h С) * 
more introverted existence.” 5, osage 


15O-MG 
CAPSULE’ 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 


effectiveness. ^5 “ 
t The 150-mg capsule strength is intended for — / Wa 







for initiation of treatment. 





See Brief Summary on next page for information on 9 63 ANS 
contraindications, warnings, precautions and adverse 
reactions. 





CONVENIENT ONCE-A-DAY h. s. DOSAGE . 


which may improve patient compliance. The total 
daily dosage, upto 150 mg per day, may be given 
on a once-a-doy schedule without loss of effec- 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT * 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 
OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 


ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN 


(DOXEPIN НС) 
150-mg 
CAPSULE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


Dosage and Administration. For most patients with illness of mild to moderate severity, 
starting daily dose of 75 mg is recommended Dosage may subsequently be increased 
decreased at appropriate intervals and according to individual response. The usual optimu 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increase 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organ 
disease, lower doses may suffice. Some of these patients have been controlled on doses as іс 
as 25-50 mg/day. 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-d: 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose 
150 mg/day. This dose may be given at bedtime The 150 mg capsule strength is intended f 


BRIEF SUMMARY 
SINEQUAN® (doxepin НСІ) Capsules/Oral Concentrate 
Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug. 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 
Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin НС!) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This 15 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on à once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition 

e in Pregnancy: Reproduction studies performed in animals have shown no evidence of 

harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 


safety in pregnancy has not been established There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation oftherapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: \\ should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions ahold be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However. due to the close pharmacological 
similarities among (ће tricyclics, tne reactions should be considered when prescribing 
SINEQUAN 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitizátion, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients There have been occasional 
reports of bone marrow depresston manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura 

Gastrointestinal; Nausea, vorniting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and §alactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects 
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maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effe 
may not be evident for two to three weeks. 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, nypotension, coma, convulsions, cardiac arrhythmias а! 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileu 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary, 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressi 
supportive therapy. If the patient 15 conscious, gastric lavage, with appropriate precautions 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbi 
The use of activated charcoal has been recommended, as has been continuous gastric lava 
with saline for 24 hours or more. An adequate airway should be established in comatose patiet 
and assisted ventilation used if necessary EKG monitoring may be required for several da 
since relapse after apparent recovery has been reported. Arrhythmias should be treated witnt 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CI 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow int 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory дери 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosa 
due to high tissue and protein binding of SINEQUAN 
Supply. SINEQUAN is available ascapsules containing doxepin HCI equivalent to: 10 mg, 75r 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg a 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 1501 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN O 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrat 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin НС! equivalent to 101 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted w 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a потре! 
carbonated beverages. For those patients requiring antidepressant therapy who are 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mi) 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; but not v 
grape juice. Preparation and storage of bulk dilutions is not recommended 


More detailed professional information available on request. 
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Anessential program for clinicians 
learning to incorporate and utilize DSM-III 


THE DSM-III 
INSTITUTIONAL 
INSTRUCTION KIT 


THE DSM-III INSTITUTIONAL 

INSTRUCTION KIT acquaints physicians 

and their staff with: 

и the multiaxial evaluation method used 
to report the official DSM-III diagnosis 


п the use of new diagnostic categories 
in making a differential diagnosis 


" the use of criteria as guides in making 
psychiatric diagnosis for the most 
significant disorders in: 


Affective Disorders 

Schizophrenia and Related Psychotic 
Disorders 

Anxiety, Dissociative, and Somatoform 
Disorders 

Personality Disorders 

Disorders Usually Arising in Childhood 
or Adolescence 


PROGRAM COMPONENTS: 

The Instructor's Kit for workshop leaders 
contains: 

в videotape of nine clinical case simulations 
2 loose-leaf binder containing: 


— 4audiocassettes plus transcripts of 
original faculty presentations 

— 39 slides complementing audiotaped 
presentations 

— course syllabus, patient histories, 
worksheets, references 

— DSM-III diagnosis for each of 30 patient 
histories 


The Participant's Kit for individual 
workshop members includes: 

п course syllabus 

a patient histories 

п worksheets 


————————— 


ORDERING INFORMATION 
Fill in the form and mail it with your check to: 


American Psychiatric Association 

c/o DSM-III Institutional Instruction Kit/ AV/MD 
850 Third Avenue, 11th floor 

New York, NY 10022 


Name 





Title 
Address 








eCity 


State Zip 





DSM-III INSTITUTIONAL INSTRUCTION 
KIT—$250.00* 


PARTICIPANT’S KIT—available only with the 
Institutional Kit at an additional charge of 
$12.50 each 


Video component 
purchased separately—$150.00 each 
"Shipping and handling charge— $8.00. 


For additional information, call (800) 221-4468 
In New York, call (212) 421-6900 








In marked agitation with depression 
- symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: . 
TRIAVIL is contraindicated in CNS depression from drugs, іп the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 
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than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 


Available: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI 

TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HC! 

TRIAVIL® 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI 

TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI 

TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline НСІ 

CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HC!, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
Grugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. TRIAVIL may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. In patients who use alcohol excessively, 
potentiation may increase the danger inherent in any suicide attempt or overdos- 
age. Not recommended in children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. Neuroleptic drugs elevate prolactin levels; 
the elevation persists during chronic administration. Tissue culture experiments 
indicate that approximately one-third of human breast cancers are prolactin 
dependent in vitro, a factor of potential importance if the prescription of these 
drugs is contemplated in a patient with a previously detected breast cancer. 
Although disturbances such as galactorrhea, amenorrhea, gynecomastia, and 
impotence have been reported, the clinical significance of elevated serum prolactin 
levels is unknown for most patients. An increase in mammary neoplasms has been 
found in rodents after chronic administration of neuroleptic drugs. Neither clinical 
studies nor epidemiologic studies conducted to date, however, have shown an 
association between chronic administration of these drugs and mammary 
tumorigenesis; the available evidence is considered too limited to be conclusive at 
this time. й 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline НСІ is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
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occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. © 

Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Concurrent administration of amitriptyline НСІ and electroshock therapy may 

increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue several days before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 
ADVERSE REACTIONS: Similar to those reported with either constituent alona 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs апа / ог by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine | 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., Inc., West Point, Pa. 19486. * 
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AND THE PROBLEM DRINKER 
Recognizing the alcoholic patient 


Itis estimated that one out of every 20 patients seen by the 
family physician is suffering from the adverse physical and 
emotional effects of alcohol abuse.' However, data suggest 
that only 1 in 10 alcoholics is diagnosed and treated as such? 
It is believed that the diagnosis is often missed because most 
patients rarely complain about or wish to discuss their alco- 


physician's knowledge? It should also be noted that with con- 
tinued drinking an enzyme system—the microsomal ethanol 
oxidizing system (MEOS)—is induced, which is associated with 
a nonspecific enhancement of a wide variety of microsomal 
enzymes. This results in an altered metabolism of many com- 
monly prescribed medicines, i.e., half-life may be markedly 


holism. Instead, they 
present complaints relat- 
ing to excessive anxiety 
and tension, gastrointesti- 
nal disturbances, sleep 
problems and other gen- 
eral physical or psycholog- 
ical symptoms.' 

The increased emphasis 
on the disease concept of 
alcoholism has encour- 
aged the physician to im- 
prove diagnostic and 
treatment skills in this 
area. This can best be ini- 
tiated with the recognition 
by all professionals that 
alcohol is a widely abused 
psychoactive drug of the 
sedative/depressant class 
and that it is highly 
addictive, exhibiting all 
four parameters of drug 
dependence as defined by 
the World Health Organ- 
ization: psychic depen- 
dence, physical depen- 
dence, development of 
tolerance and characteris- 
tic abstinence (withdrawal) 
syndrome? 

As alcoholism and 
alcohol-related disorders 
tend to follow the same 
pattern as other diseases— 
including onset, acute 


episodes, remission, relapse, deterioration and even death— 
the sooner diagnosis is made, the better the prognosis. 
Prompt identification is also important as alcoholics gener- 
ally tend to misuse all medication in the same way that they 
abuse alcohol, often increasing dosages and refilling pre- 
scriptions given for the presenting complaints without their 








GUIDELINES FOR EARLY DETECTION OF ALCOHOLISM 


Physical clues 
Gastrointestinal vomiting (often before breakfast); 
nausea; dysphagia; diarrhea; vague 


abdominal complaints 


Neurologic blackouts; insomnia, headaches 


Cardiovascular palpitations; tachycardia 


Traumatic frequent accidents; falls or injuries 
of vague origin; cigarette burns on 


hands, chest 

Psychological clues 

Behavioral frequent financial difficulties; exces- 
sive absenteeism and poor perfor- 
mance at work; marital discord or 
multiple divorces; immoderate use 


of coffee, tea, tobacco, drugs 


Emotional anxiety; panic attacks; hallucina- 


tions; depression, suicidal ideation 


Laboratory findings hyperlipidemia; abnormal liver 
and/or kidney function; anemia; 
blood alcohol of 0.15% (almost 


pathognomonic for alcoholism)’ 


If you would like to receive a copy of a screening chart offering 
a wide range of clues to the early detection of alcoholism, ask 


your Roche representative or write to me: Bruce H. Medd, M.D., 


Director of Professional Services, Roche Laboratories, Division 
of Hoffmann-La Roche Inc., Nutley, New Jersey 07110. 
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shortened in the absence 
of alcohol, whereas it may 
be prolonged when the 
same medication is taken 
in combination with alco- 
hol. Therefore, when use 
of any other psychoactive 
medication, j.e., sedatives, 
hypnotics and minor tran- 
quilizers, is deemed neces- 
sary in these dependency- 
prone individuals, close 
supervision should be 
maintained. 

No one is in a better 
position to detect the pa- 
tient with alcohol prob- 
lems than the family 
physician, and there are 
many physical and psycho- 
logical manifestations of 
alcoholism that can be de- 
tected long before the ap- 
pearance of such classic 
signs as red face, blood- 
shot eyes, shaky hands, 
enlarged liver or frank 
malnutrition.’ The accom- 
panying table lists some of 
the more common early 
indications of alcohol 
abuse as presented by 
several authorities in the 
field." »?»5 


References: 1. Ewing JA: Am Fam Physician 18: 107-114, Nov 1978. 2. Whit- 
field CL, Williams K: The Patient with Alcoholism and Other Drug Problems, 
Medical Aspects for Physicians and Other Helpers, 3rd ed, Medical College of 
Wisconsin Medical Education Program, 1977, pp. 10, 13, 26, 29, 30. 3. Fox R: 
Aspects of Alcoholism, vol. 1. Philadelphia, J.B. Lippincott Company, 1966, 

p. 13. 4. Graham DY: Hosp Med 14:71-88, Jan 1978. 5. Knott DH: Hasp Med 
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— Each point represents the mean of 8 subjects. 
Pharmacokinetics 


Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 1979, Wyeth Laboratories Div. of AH PC, N Y., N.Y All rights reserved 
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Anxiety neuroses 

In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 


е 


They're all about the same, aren't they? Until recently, that seemed to sum up 

the prevalent attitude about the benzodiazepines. After all, they all work similarly 
and all are effective anxiolytics. With seven of these compounds now available, 
however, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety 
associated with functional or organic disorders, as well as in older patients. 


Consider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

Ativan (lorazepam) has been specifically So far, nine common protocol, double-blind Because its simple metabolism is not readily 
evaluated and found effective in seven studies of Ativan have focused on anxious impaired with advancing age, and 

common protocol, double-blind studies patients with functional or organic accumulation is not likely to present a 
involving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
whose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
and functional cardiovascular disorders. in reducing the anxiety of these patients. Solid medication appreciate the small Ativan 
The cardiovascular component The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
has not, of course, been shown to be of course, been shown to be significantly within seconds in water or fruit juice. 


significantly benefited by such therapy. 


benefited by such therapy. 
Ati мап: 


(lorazepam) 
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Briet Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient 


Contraindications: Known sensitivity tc benzodiazepines or acute narrow-angle glaucoma 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol! have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor. abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
Sional convulsions 

Observe usual precautions with impaired rena! or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 
CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 
CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 
PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associateo with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache. sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 
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Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. é 


How Supplied: 0.5, 1.0 and'2.0mg tablets. 
Wyeth Laboratories 


Philadelphia. PA 19101 
Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y.. N.Y, All rights reserved 
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‘SURMONTIL 


(TRIMIPRAMINE MALEATE) 


As she sleeps... 
her antidepressant 
goes to work. 


Promptly improves sleep patterns. 
In a recent multicenter study among 89 depressed 
outpatients, a substantial majority had improved 
sleep patterns in the first week. Peak antidepres- 
sant effects occurred at 3 to 4 weeks.' 





Relieves fatigue and anxiety. 

Improved sleep generally lessens daytime 
fatigue. And the prompt anxiety-reducing 
effect of Surmontil? can help patients func- 
tion better in the first weeks of therapy. 


Low incidence of side effects?” 


Effective in single nighttime dose after 
initial dosage titration? 

Before prescribing, please see complete product information, a summary of 
which follows: 


CONTRAINDICATIONS: Contraindicated in cases of known hypersensitivity to the 
drug, and during the acute recovery period after myocardial infarction. The possi- 
bility of cross-sensitivity to other dibenzazepine compounds should be kept in 
mind. Surmontil should not be given in conjunction with drugs of the monoamine 
oxidase inhibitor (MAOI) class. At least two weeks should elapse between cessa- 
tion of therapy with an МАО! and institution of therapy with Surmontil (trimipra- 
mine maleate). 
WARNINGS: Children: This drug is not recommended for use in children, since 
safety and effectiveness in the pediatric age group have nct been established. 
Adults: Use extreme caution in giving the drug to patients with evidence of car- 
diovascular disease. Caution is advised in patients with: increased intraocular 
pressure, history of urinary retention, narrow-angle glaucoma, seizure disorder, 
hyperthyroidism, a need for thyroid medication. In patients receiving guanethi- 
dine or similar agents, Surmontil may block the pharmacologic effects of these 
drugs. Warn patients that the drug may impair the mental or physical abilities 
required for driving or performing other potentially hazardous tasks 
PRECAUTIONS: Because of an inherently serious suicide potential, the nonhospi 
talized severely depressed patient should be given the smallest drug amount fea 
sible. In schizophrenic patients, activation of the psychosis may occur and require 
reduction of dosage or the addition of a major tranquilizer to the medication 
schedule. Manic or hypomanic episodes may occur, especially in patients with 
cyclic-type disorders; Surmontil may have to be discontinued until the episode is 
relieved and reinstituted, if required, at lower dosage. Limit concurrent adminis- 
tration of Surmontil and electroconvulsive therapy to those patients for whom it is 
essential. When possible, discontinue the drug for several days prior to elective 
surgery. The use of alcoholic drinks during therapy may provoke exaggerated 
response. Potentiation of effects has been reported when tricyclic antidepres 
sants were administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an anticholiner- 
gic effect. Drugs having a parasympathetic effect, including tricyclic antidepres- 
sants, may alter ejaculatory response. 
Usage in pregnancy: Pregnancy Category C. Surmontil has shown evidence of 
embryotoxicity and/or increased incidence of major anomalies in rats or rabbits 
at doses 20 times the human dose. There are no adequate and well-controlled 
studies in pregnant women. Surmontil should be used during pregnancy only if 
the potential benefit justifies the potential risk to the fetus. 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each cf the fol 
lowing adverse reactions must be considered, although some have not in fact 
been reported with Surmontil . 
Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke 
Psychiatric — Confusionel states (especially in the elderly) with hallucinations, dis 
orientation, delusions; anxiety, restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 
Neurologic — Numbness, tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal symptoms; seizures, alter 
ations in EEG patterns; tinnitus 

rgic— Dry mouth and, rarely, associated sublingual adenitis; blurred 
vision, disturbances of accommodation, mydriasis, constipation, paralytic ileus; 
urinary retention, delayed micturition, dilation of the urinary tract. 
Nlergic— Skin rash, petechiae, urticaria, itching, photosensitization, edema of 
face and tongue. 
Hematologic — Bone-marrow depression including agranulocytosis, eosinophilia; 
purpura; thrombocytopenia. Leukocyte and differential counts should be per 
formed in any patient who develops fever and sore throat during therapy; the 
drug should be discontinued if there is evidence of pathologic neutrophil 
depression. 
Gastrointestinal — Nausea and vomiting, anorexia, epigastric distress, diarrhea, 
peculiar taste, stomatitis, abdominal cramps, black tongue 
Endocrine Gynecomastia іп the male; breast enlargement and galactorrhea in 
the female; increased or decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood-sugar levels 
Other— Jaundice (simulating obstructive); altered liver function; weight gain or 
loss; perspiration; flushing; urinary frequency; drowsiness, dizziness, weakness, 
and fatigue; headache; parotid swelling; alopecia 
Withdrawal Symptoms Though not indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may produce nausea, headache, and malaise 
SUPPLIED: 25 mg in bottles of 100 opaque blue and yellow capsules, 50 mg in 
bottles of 100 opaque blue and orange capsules. 
References: 1. Goulton J, Baker PG, Wilkinson MA: A multicentre general practice 
study of ‘Surmontil’ (trimipramine maleate) in the treatment of endogenous 
depression with associated sleep disturbances. & J Lin Pract 32:323-325, 1978 
2. Pecknold JC, Ananth J: Trimipramine in the treatment of anxious-depressed 
out-patients. Сит Ther Res 25:94-100, 1978. 3. Lean TH, Sidhu MS: Comparative 
study of imipramine (Tofranil) and trimipramine (Surmonti!) in depression asso- 
ciated with gynaecological conditions. Proc Obstet Gynaecol Soc 3:222-228, 1972 
4. Evans JI, et al: General practitioner clinical trials: two few psychotropic drugs. 
Practitioner 198 (27):135-139, 1967. & Salzmann MM: A controlled trial with tri 
mipramine, a new anti-depressant drug. Br J Psychiatry 111:1105-1106, 1965 


IVES LABORATORIES INC. 


685 Third Avenue, New York, NY 10017 
Dedicated to improving the quality 
of life, through Medicine® 








CHARLES C THOMAS * PUBLISHER 


GRID, APPROACHES 
TO MANAGING 
ме" STRESS 


By Robert R. Blake and Jane Srygley 
Mouton, both of Scientific Methods, 
Inc., Austin, Texas. This volume pre- 
sents an innovative, unified approach to 
stress, stress-related illnesses and stress 
management. It employs the Gridg, a 
graphic tool for assessing and depicting 
the functional interplay of elements 
within a dynamic system and the variable 
impact of those elements on that system. 


The text begins by reviewing the interre- 
lationship of mental states and physical 
systems. The Grid itself is then brought 
into play. Using two axes, it graphically 
depicts an individual's concern for things 
or outcomes on the one hand and his 
concern for people on the other. Each 
axis is divided into nine segments so that 
coordinates can be used to define the per- 
son's Grid orientation: his attitude to- 
ward the world around him. Thus, a 9,1 
orientation indicates a high concern for 
things and outcomes and a low concern 
for people; a 1,9 orientation shows a low 
concern for things and a high concern for 
people; and so on. 


Individual chapters then detail the five 
basic Grid orientations or styles. These 
reveal the various combinations of con- 
cern for things and people. Each ori- 
entation is analyzed with respect to 
motivation, conflict, extremes of posi- 
tivity and negativity within that orienta- 
tion, focal stress, and implications for the 
individual's mental and physical health. 
Each orientation is shown to have dif- 
ferent effects on the holistic health of the 
individual. A chapter also is included on 
double dominant theories, which deal 
with orientations composed of two con- 
flicting or alternating Grid styles. 


The information and theories presented 
to this point are then applied to concepts 
and practices of prevention and treat- 
ment. The former is discussed with re- 
spect to the role of will and intentionality 
in bringing about change, short-term 
prevention through risks associated with 
specific Grid styles, prevention through a 
positive attitude toward good everyday 
health practices, and long-term pre- 
vention through appropriate childrearing 
practices. Treatment receives equally 
thorough analysis in discussions of tech- 
niques such as relaxation, biofeedback, 
assertiveness training, desensitization, 


and flooding. '80, 208 pp., 14 il., 1 table, 
$15.50 


New! STRUCTURING CHILD BEHAVIOR THROUGH VISUAL 
ART: A Therapeutic, Individualized Art Program to Develop Positive Be- 
havior Attitudes in Children by Florence Singer, School of the Art Institute of 
Chicago, Chicago. In this book the author provides practical ideas for using 
art therapy to structure the behavior of emotionally maladjusted, behaviorally 
disturbed and learning disabled children. Following a review of history and 
theory, the physical environment, work process, student-instrector relation- 
ship, goals and objectives, and lesson plans are detailed. A chapter of case 
histories is included. The numerous appendices constitute an invaluable ref- 
erence to testing centers, art therapy education institutions, research consul- 
tants, resource centers, and additional reading. ’80, 152 pp., 33 il., $15.75 


HYPNOSIS INDUCTION TECHNICS (5th Ptg.) by Myron Teitelbaum. 
Foreword by Michael M. Gilbert. '80, 200 pp., $12.50 


Neu! THE DEVELOPMENT OF THE BRAIN: Biological and Func- 
tional Perspectives by Stanislav Reinis and Jerome M. Goldman, both of 
Univ. of Waterloo, Waterloo, Ontario, Canada. '80, 416 pp., 192 il., 17 tables, 
29.75 


New! THE ENERGY COUPLE: The New Sexuality by Douglas Q. 
Corey and Jeannette P. Maas, both of Savusavu, Fiji. A complete system of 
sexual practice, based on freedom and creativity, is herein delineated. This 
system stresses the enhancement of the physical dimension, but it also under- 
scores a special kind of consciousness experience. '80, 160 pp., 42 iL, $9.95 


WOMEN WHO DRINK: Alcoholic Experience and Psychotherapy edited by 
Vasanti Burtle, Los Angeles. Forewords by Phyllis K. Snyder, Jan DuPlain 
and George Staub. (14 Contributors) '79, 304 pp., 3 il, 9 tables, $21.00 


SENSORY ISOLATION AND PERSONALITY CHANGE compiled and 
edited by Mark Kammerman, Labyrinth Corp., Beverly Hills, California. (13 
Contributors) Authorities in experimental psychology and psychiatry exa- 
mine the status of sensory isolation and assess its potential as a tool for 
personality change. The effects of sensory deprivation in both bed confine- 
ment and water suspension isolation are documented, and the uses of sensory 
isolation as a method of exploring the unconscious mind are detailed. 77, 324 
pp., 2 il., 39 tables, $16.25 


HELPING THE MENTALLY RETARDED ACQUIRE PLAY SKILLS: A 
Behavioral Approach by Paul Wehman, Virginia Commonwealth Univ., 
Richmond. Contribution by Marty Abramson. '77, 244 pp., 5 il., 26 tables, 
$16.00 


FORENSIC PSYCHIATRY: A Practical Guide for Lawyers and Psychiatrists 
by Robert L. Sadoff, Univ. of Pennsylvania, Philadelphia. With this practical 
text, the psychiatrist can become familiar with his specific functions within 
the law. The book is designed as a practical guide for lawyers and psychia- 
trists working. together in areas of mental competency, criminal re- 
sponsibility, domestic relations, commitment procedures, traumatic illnesses, 
drug and alcohol problems, sexual matters and juvenile crimes. Case citations 
and a psychiatric glossary are provided for the lawyer; outlines of interviews 
and forensic psychiatric reports are included for the psychiatrist. 75, 272 bp., 
$18.50 


PARAPSYCHOLOGY: Frontier Science of the Mind (5th Ptg.) by J. B. Rhine 
and J. G. Pratt, both of Duke Univ., Durham, North Carolina. '74, 236 pp., 
10 il., 10 tables, $8.75 


A PRACTICAL HANDBOOK OF PSYCHIATRY edited by Joseph R. No- 
vello, Univ. of Michigan, Ann Arbor. (17 Contributors) 74, 648 pp., 10 il., 47 
tables, $21.50 


PSYCHIATRIC ASSESSMENT BY SPEECH AND HEARING BEHAVIOR 
by Clyde L. Rousey, The Menninger Foundation, Topeka, Kansas. Foreword 
by J. Cotter Hirschberg. (78 Contributors) 74, 392 pp., 12 tables, $24.00 
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New! A PRACTICAL GUIDE FOR HANDLING DRUG CRISES by 
Jonathan W. Lehrman, Lawrence L. Ruhf and E. T. Mellor. Straightforward 
and accurate data on drugs and drug crisis management are presented in this 
text. Separate chapters cover crises involving amphetamines, anticholinergics, 
aspirin, cannabis, cocaine, hallucinogens, narcotics, phencyclidine, sedative- 
hypnotics, and solvents and aerosols. For each, the authors provide de- 
scription; history; effects; medical, nonmedical and illicit uses; physical and 
psychological dependence; and myths and realities. '80, 80 pp., cloth-$12.75, 
paper-$7.50 


New! THE OLDER WOMAN: Lavender Rose or Gray Panther edited 
by Marie Marschall Fuller, Texas Woman’s Univ., and Cora Ann Martin, 
North Texas State Univ., both of Denton. (41 Contributors) '80, 368 pp., 19 
tables, $16.75, paper 


New! SOCIAL PSYCHOLOGICAL PERSPECTIVES ON LEISURE 
AND RECREATION edited by Seppo E. Iso-Ahola, Univ. of Iowa, Iowa 
City. (18 Contributors) '80, 448 pp., 6 il., 10 tables, $19.75 


FIFTY YEARS IN PSYCHIATRY: A Living History by Roy R. Grinker, Sr., 
Michael Reese Hospital and Medical Center, Chicago. The author herein pre- 
sents a highly readable overview of the last five decades in the field of psychi- 
atry. Chapters are included on general systems and unified theories; stress and 
anxiety; depressions; borderline states; therapies, service, and the peer groups; 
and research. Personal glimpses into the author's life as a student, analysand, 
and beginning psychiatrist are also provided along with a look at the profes- 
sion's future. 79, 280 pp., 1 table, $15.50 


NEUROCHEMISTRY OF AMINOSUGARS: Neurochemistry and Neuro- 
pathology of the Complex Carbohydrates by Eric G. Brunngraber, Univ. of 
Missouri, Columbia. This reference reviews the biochemistry of the ganglio- 
sides, glycosaminoglycans, and glycoproteins of brain tissues, with emphasis 
on associated heteropolysaccharide structures. The author examines the func- 
tional significance of these structures and describes neuropathological condi- 
tions caused by anomalies in complex carbohydrate metabolism. The text is 
augmented by a review of the literature that lists over 7000 references. 79, 720 
pp., 9 il., 7 tables, $34.75 


DRUGS AND THE ELDERLY: Social and Pharmacological Issues edited by 
David M. Petersen, Frank J. Whittington and Barbara P. Payne, all of 
Georgia State Univ., Atlanta. Foreword by Peter G. Bourne. (18 Contributors) 
Drug use and misuse among the elderly are carefully examined in this text. 
Articles are included on drug side effects, drug interactions, self-medication, 
and the practice of community and institutional pharmacy. Other discussions 
emphasize the medical community's responsibility for educating the elderly 
and suggest strategies for drug education. ’79, 280 pp., 5 il., 9 tables, $26.25 


THE DIAGNOSIS AND TREATMENT OF ALCOHOLISM (2nd Ed.) by 
Gary G. Forrest, Psychotherapy Associates, Colorado Springs, Colorado. ’78, 
364 pp., 7 tables, cloth-$19.25, paper-$14.25 


HUMAN BEHAVIOR AND BRAIN FUNCTION edited by Harvey J. 
Widroe, Walnut Creek Psychiatric Hospital, Walnut Creek, California. (8 
Contributors) Psychophysiological research studies pertinent to the under- 
standing and treatment of minimal cerebral dysfunction in children and 
adolescents, aggression control defects, schizophrenia, manic depressive psy- 
chosis, heroin addiction, alcohol addiction, and behavior disorders secondary 
to cerebral arteriosclerosis are presented. 75, 132 pp., 10 il., 6 tables, $9.25 


CHILDREN’S EXPERIENCE WITH DEATH by Rose Zeligs, Private Prac- 
tice, Sherman Oaks, California. This clearly written book deals with every 
aspect of death as it touches the lives of children. A review in American 
Journal of Psychiatry stated, “This book is well written, lucidly presented, 
and adequately documented. . . .'" According to a review in Modern Medicine, 
“This book merits a place in the library of every professional person who has 
to help a child in his experience of death." '74, 264 pp., $13.75 


Orders with remittance sent, on approval, postpaid 
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THE 
ADMINISTRATION OF 
MENTAL HEALTH 

SERVICES 


Second Edition 


Edited by Saul Feldman, National Insti- 
tute of Mental Health, Rockville, Mary- 
land. (18 Contributors) The Second 
Edition of this highly regarded book con- 
tinues to offer comprehensive, well- 
documented information on the theory 
and practice of administration in mental 
health. The text comprises original con- 
tributions by a number of respected au- 
thorities who write in their own areas of 
expertise and experience. 


The text begins with a general appraisal 
of contemporary mental health admin- 
istration which reviews the progress made 
within such areas of the field as govern- 
ment recognition, training programs, and 
professional attitudes. This introduction 
provides a backdrop for the more specific 
analyses that follow. 


The book includes chapters on: 


planning 

personnel management 
financial management 
budgeting and behavior 
management information 
organizational sociology 
interorganizational relations 
the governmental system 
community participation 
mental health law 
decision-making and the process of 
change 

* program evaluation 


The chapters on mental health law and 
financial management are completely 
new, while the othérs have been re- 
vamped wherever necessary to keep pace 
with the growing and changing pro- 
fession. Each chapter is thoroughly 
referenced. In addition, a general bibliog- 
raphy of mental health administration 
follows the text. Detailed subject and au- 
thor indexes are included. 


A review of the First Edition appearing in 
Hospital and Community Psychiatry 
stated, "...the volume as a whole 
achieves clarity without sacrificing schol- 
arship. As the best general introduction 
to mental health administration that has 
appeared to date, it should be a required 
text in every training program in mental 
health administration. .. ." '80, 544 pp., 
20 il., 24 tables, $49.75 
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Librum 22227" 
Chlordlazevaxiae HC/uhoche 


Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended 
Contraindications: Patients with known hypersensitivity to the 
drug 
Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 
be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided be- 

cause of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. 
Precautions: Іп the elderly and debilitated, and in children over 
Six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended, if combination therapy with 
other psychotropics seems indicated, carefully consider indi- 
vidual pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Paradoxical reactions (e.g.. excitement. stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending depres- 
sion; suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 
anticoagulants: causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment. but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema, minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms 
increased and decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occasionally. mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 


Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d 
Geriatric patients: 5 mg D.i.d. to q.i.d. (See Precautions.) 
Supplied: Librium* (chlordiazepoxide НСІ) Capsules, 5 mg. 10 
mg and 25 mg— bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of.10. Libritabs* (chlordiazepoxide) 
Tablets, 5 mg, 10 mg and 25 mg— bottles of 100 and 500. With 
respect to clinical activity, capsules and tablets are indistin- 
guishable. 


Roche Products Inc 
Manati, Puerto Rico 00701 
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Не has 
five years 
to fight for 

your life 





He is an American Heart Association 
Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 


occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association Ф) 


WE’RE FIGHTING FOR YOUR LIFE 
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THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis." 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved ће ‘‘Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 


Send coupon to: ^ American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


Please send me copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


— — Bill me —— Check enclosed 
Name 
Address 
iri ga See— RR 


The APA will assume shipping expenses via regular channels on all prepaid orders, except to countries 
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Psychophysiologic Factors in Sudden Cardiac Death 


BY BERNARD LOWN, M.D., REGIS A. DESILVA, M.D., PETER REICH, M.D., 


AND BENJAMIN J. MURAWSKI, PH.D. 





Sudden cardiac death due to ventricular fibrillation is 
the leading cause of fatality in the industrially 
developed world. A considerable body of evidence 
indicates that the higher nervous system modifies 


electrical activity of the heart and may trigger sudden | 


death. The evidence for increased risk for ventricular 
fibrillation due to psychophysiologic factors is 
supported predominantly by animal studies, but 
increasing evidence is forthcoming from human 
studies. The involvement of psychiatrists, 
psychologists, and cardiologists in a multidisciplinary 
approach to managing patients at risk for sudden 
death from ventricular fibrillation is yielding 
significant insights and prolonging their lives. 





and profound emotion dates to the very dawn of 
recorded history. Comprehension of such a relatiori is 

. embedded in the matrix of common speech and docu- 
mented in the most ancient of scripts, scrolls, and 
papyri. Yet until quite recently medical scientific in- 
quiry stood aloof from the entire subject of sudden 
death, let alone examine the possible role of psycho- 
logic factors in its pathophysiology. This neglect was 
. not by virtue of incomprehension of the magnitude of 
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R ecognition of an association between sudden death: 


the problem. Rather it stemmed from the more general 
malaise to be found in any scientific field when meth- 
odologic tools have not yet been developed to probe 
adequately a given field of inquiry. Sudden death had 
been rationalized as the irreversible culmination of ad- 
vanced coronary atherosclerosis, and since it occurred 
unpredictably in the community, it was seemingly out- 
side the sphere of the physician's responsibility. How- . 
ever, the advent of direct-current defibrillation, car- 
dioversion, coronary care units, heart rhythm mon- 
itoring devices, and, especially, cardiopulmonary 
resuscitation emphasized the reversible nature of sud- 
den death due.to ventricular fibrillation. 

The initial questions posed regarding. identification 
of the patient at increased risk for sudden death sug- 
gested that neural factors were implicated. In 1970, 
Lown and Ruberman (1) postulated that certain types 
of ventricular premature beats are harbingers of fatali- 
ty. These extrasystoles are sporadic and often emerge 
without apparent physiologic basis. The cardiologist 


‘necessarily considers a hemodynamic explanation, . . 


wherein the ectopic beat is deemed to be an expression 
of enhanced myocardial ischemia. However, young 
and healthy subjects without demonstrable heart dis- 
ease are by no means spared such rhythmic irregulari- 
ties (2). A hemodynamic explanation, furthermore, 
does not account for the fact that there is a greater 


. prevalence and severity of arrhythmia during a 24- 


hour electrocardiographic monitoring period, when 
the patient is largelv passive, than during maximal ex- 


'ercise stress testing (3). Exercise testing induces peak 


heart rates and rises in blood pressure far in excess of 
the levels observed during passive monitoring. What 
then are the provocative factors for arrhythmia that 
are even more potent than a vigorous hemodynamic 
stress? It has been cur working hypothesis that higher 
nervous activity triggered by psychologic factors can 


-significantly affect cardiac electrophysiologic proper- 


ties and may result both in ventricular premature beats 
and in lowering the threshold for ventricular fibrilla- 
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tion, the underlying basis for sudden cardiac death (4, 
5). | 
Whenever patients dying suddenly have been elec- 
trocardiographically monitored at the time of death, 
the mechanism almost invariably has been ventricular 


fibrillation. This rhythm disorder is characterized by a _ 


chaotic disorganization of the heart beat, veritably an 
electrical storm of tumultuous and ineffectual colliding 
and dispersing wavelets:of depolarization that annul 
synchronized activation of the contractile process. 
The result is abrupt cessation of cardiac pumping ac- 
tion, with irreversible brain damage ensuing within 
several minutes. It has long been entertained that this 
catastrophic arrhythmia leading to arrest of cardiac ac- 
tivity: is precipitated by coronary thrombosis, myo- 
cardial infarction, or both. Yet in a majority of those 
who die suddenly fresh morphologic lesions, either in 
vessels or in heart muscle, are remarkable for their ab- 
sence. Furthermore, patients who have been resusci- 
tated from sudden cardiac death generally do not im- 
mediately reexperience ventricular fibrillation, al- 
though recurrence may occur at a later time. Thus, 
ventricular fibrillation may be deemed to be due to a 
sudden but momentary disruption of the electrical 
function of the heart. Sudden cardiac death may there- 
fore be viewed as a reversible electrical accident. 
Lown and coworkers (6, 7) have postulated that tran- 
sient risk factors momentarily destabilize the heart al- 
ready afflicted with ischemic disease and thereby pre- 
dispose it to self-regenerating repetitive electrical ac- 
tivity resulting in ventricular fibrillation. Among the 
major sources of transient risk factors is the central 
nervous system. 

The validity of this hypothesis is of profound con- 
temporary medical significance. Sudden cardiac death 
is the leading cause of fatality in the industrially devel- 
oped world. It claims more lives than cancer, and 
about 1,200 individuals are stricken daily in the United 
States alone. The victims are predominantly male and 
frequently at the prime of life. Studies in animals as 
well as clinical observations sanction the view that 
neural and psychologic inputs to the heart may indeed 
trigger ventricular fibrillation. These findings deserve 
careful examination. 


ANIMAL MODELS 


In studying the role of psychologic stresses on pre- 
disposition of the heart to ventricular fibrillation, the 
arrhythmia of sudden death, a number of methodolog- 
ic problems had to be overcome. Until recently no ex- 
perimental data were available relating to the effect of 
psychologic variables on cardiac susceptibility to ven- 


tricular fibrillation. This was largely due to the absence . 


of suitable methods for repeatedly determining cardiac 
vulnerability in the intact unanesthetized animal. Such 
assessment required the use of painful stimuli, induc- 
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tion of ventricular fibrillation, and use of traumatic re- 
suscitation procedures that preclude meaningful inves- 
tigation of psychologic variables. It was necessary to 
devise an appropriate electrical end-point that could 
serve as.an index of vulnerability. . 

The physiologist measures cardiac vulnerability by 
applying increasing intensities of electrical pulses dur- 
ing the 20-millisecond interval of the cardiac cycle (re- 
ferred to as the ventricular vulnerable period), coincid- 


‘ing with the apex of the T-wave of the surface elec- 


trocardiogram. The minimüm current discharged 
during the vulnerable period that induces ventricular 
fibrillation is designated the ventricular fibrillation 
threshold. This index serves as a measure of electrical 
instability of the heart and its predisposition to malig- 
nant arrhythmias. A high threshold indicates a low vul- 
nerability to fibrillation and vice versa. To obviate the 
psychologic and physical trauma attending precipi- 
tation of ventricular fibrillation and subsequent defib- 
rillation, we have developed another marker for elec- 
trical stability of the myocardium, known as the repeti- 
tive extrasystole threshold (8-11). This method 
consists of delivering a graded electrical impulse to the 
heart early in diastole and coincident with the vulner- 
able period. Normally, one impulse evokes but a single 
ventricular response. As the current strength is pro- 
gressively increased and approaches the ventricular 
fibrillation threshold, one stimulus will evoke two or 
more successive extrasystoles. The minimum current 
required to evoke two ventricular responses is desig- 
nated the repetitive extrasystole threshold (8). This 
threshold is consistently 65% of the lowest current re- 
quired to evoke ventricular fibrillation. The repetitive 
extrasystole threshold reliably tracks electrical current 
requirements for ventricular fibrillation, without 
awareness on the part of the animal (11). 


Psychologic Stress and Ventricular Vulnerability 


Using the repetitive extrasystole method, we have 
shown in dogs that psychologic stress profoundly af- 
fects vulnerability to ventricular arrhythmias and fib- 
rillation (9-14). One group of dogs was left undisturbed 
in a cage, and in another cage dogs were immobilized 
in a Pavlovian sling and subjected to mild electric 
shocks. No shocks were administered after the first 3 
days. The dogs that had been conditioned in these two 
environments were studied during recovery from 


acute myocardial infarction. During the period of re- 


covery, at a time when heart rhythm was normal, re- 
turn of an animal to the stressful sling environment 


provoked ventricular tachycardia (see figure 1). Acute 


coronary artery occlusion in the stressful environment 
resulted in an incidence of ventricular fibrillation that 
was three times higher than that in the nonstressful en- 
vironment (14). Placing the animal in.the stressful en- 
vironment also resulted in elevations in blood levels of 
norepinephrine and total catecholamines. . 

Using the same cage and sling model, we also in- 
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FIGURE 1 
Ventricular Arrhythmia Provoked by Psychologic Stress in a Dog with 
Previous Coronary Artery Occlusion? 
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25 mm/second 


?Several weeks earlier the dog had been placed in a Pavlovian sling and sub- 
jected to mild electrical shocks. The electrocardiogram indicates no ar- 
rhythmia when the dog was left undisturbed in the cage and, 1) immediately 
after transfer to the sling (arrow), acceleration in heart rate and unsteadiness 


of baseline with a single fusion beat, 2) ventricular premature beats two min- |. 


utes later, and 3) paroxysms of ventricular tachycardia. 


vestigated dogs with normal hearts. When a dog was 
placed in a sling where it had received an electrical 
shock the previous day, its threshold for repetitive ex- 
trasystoles was 40%-50% lower than when it was in 
the tranquil environment of the cage. This difference in 
response indicates increased vulnerability to fibrilla- 
tion in the presence of increased stress (9-12). These 
studies also documented that the onset of increased 
vulnerability was extremely rapid, occurring within a 
few minutes of exposure to stress. On the other hand, 
restoration of control conditions after withdrawal from 
stress required a much longer time (12). This is consis- 
tent with clinical observations relating to latency of the 
cardiac response and recovery when an individual is 
subjected to psychologic stress. 

Similar findings have been reported by Skinner and 
associates (15), who studied the effects of familiar and 
unfamiliar environments on the occurrence of ven- 
tricular fibrillation caused by acute coronary occlusion 
in pigs. In the unfamiliar setting fibrillation occurred a 
few minutes after the induction of coronary occlusion. 
When the same experiment was performed in an envi- 
ronment to which the pigs had previously adapted, on- 
set of fibrillation was greatly delayed and even entirely 
prevented in some animals. We have found also that a 
shock avoidance paradigm in dogs markedly lowered 
the threshold for ventricular fibrillation (10). Thus a 
variety of psychologic stresses induce profound 
changes in cardiac electrophysiologic properties that 
favor the development of ventricular fibrillation. 
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Neural Mechanisms 


It is pertinent to consider the neural mechanisms by 
which psychologic stresses lower the ventricular vul- 
nerable period threshold and predispose to ventricular 
fibrillation. The mammalian ventricle is richly in- 
nervated by the autonomic nervous system. Both the 
sympathetic and the parasympathetic divisions are 
represented. A large number of studies spanning a 
hundred years indicate that cardiac electrical activity 
is influenced by neural inputs (5). Stimulation of pe- 
ripheral nerve structures such as the cardiac sympa- 
thetic nerves and the stellate ganglia increases suscep- 
tibility to ventricular fibrillation. Earlier in this century 
it was shown thet injection directly into the brain of 
drugs or chemicals such as nicotine, barium chloride, 
caffeine, epinephrine, acetyl choline, and strophanthi- 
din produced vertricular arrhythmias including fibril- 
lation. Subsequent studies using more precise methods 
with the aid of stereotaxically placed electrodes dem- 
onstrated the occurrence of ventricular arrhythmias 
during stimulation of the frontal, orbital, motor and 
premotor cortical areas, the anterior part of the tem- 
poral lobe, the insula, and the cingulate gyrus. Korte- 
weg and colleagues (16) found that arrhythmias were 
more readily provoked from subcortical areas such as 
the posterior hypothalamus and the quadrigeminal 
bodies. 

` Myocardial ischemia is the most potent predisposing 
factor for the development of ventricular fibrillation. 
Satinsky and coworkers (17) studied the effect of stim- 
ulation of the cardiac accelerator and vasomotor cen- 
ters in the posterior hypothaiamus during acute myo- 
cardial ischemia in anesthetized dogs. Stimulating 
electrodes were stereotaxically placed in the hypothal- 
amus. In the absence of hypothalamic stimulation, 
during ligation of the left anterior descending coronary 
artery only 2 of the 32 dogs (6.3%) developed ventricu- 
lar fibrillation. This low incidence of ventricular fibril- 
lation was increased ten-fold to 62.5% when the hypo- 
thalamus was stimulated immediately after acute is- 
chemia was induced by ligation of the same vessel. 
This study indicated that the profibrillatory effect of 
myocardial ischemia can be potentiated by neural traf- 
fic originating in hypothalamic nuclei. The pathway 
through which cortical and subcortical inputs affect 
the heart is likely to be the sympathetic nervous sys- 
tem since susceptibility to ventricular arrhythmias is 
ablated by cardiac sympathectomy or sympathetic 
blockade with beta-adrenergic blocking drugs (4). Also, 
stimulation of stellate ganglia replicated the results ob- 
tained with midbrain stimulation even in experiments 
wherein blood pressure and heart rate effects of en- 
hanced sympathetic activity were precluded,(18, 19). 

Are sympathetic-adrenergic mechanisms also impli- 
cated in the susceptibility to ventricular fibrillation re- 
sulting from psychclogic stress? Animals trained to 
avoid programmed electric shock showed a 50% re- 
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duction in repetitive extrasystole threshold persisting 
throughout the three days in which they were exposed 
to this biobehavioral stress (10). However, when the 
animals received intravenously the beta-1 cardioselec- 
tive drug Tolamolol in doses sufficient to annul the 
heart rate response to isoproterenol, the change in car- 
diac vulnerability for repetitive response was pre- 
vented. Thus, beta-adrenergic blockade, which inhib- 
its the effects of sympathetic autonomic discharge, ob- 
viated the changes in cardiac vulnerability induced by 
instrumental aversive conditioning. 

There has been less clarity about the role of the 
parasympathetic nervous system in the genesis of ven- 
tricular arrhythmias. The investigations of Richter (20) 
have exerted profound influence in directing psycho- 
logic investigators to the vagus as a cause of sudden 
death. Rats made to swim in water tanks died from 
bradycardia and asystole rather than from ventricular 
fibrillation or from drowning, and the mechanism was 
believed to be enhanced vagus nerve activity. While 
the simple faint in man is caused by this means, sud- 
den cardiac death is largely the result of ventricular 
fibrillation. In fact, experimental evidence (21-29) ar- 
gues a converse thesis, namely that the vagus exerts 
antiarrhvthmic action on the ventricular myocardium. 
The protective effect of the vagus is demonstrable only 
in the presence of enhanced adrenergic drive, whether 
elicited by stellate ganglion stimulation (28) or cate- 
cholamine infusion (29). That the action of the vagus 
depends on increased sympathetic tone is further in- 
dicated by the observation that when beta-adrenergic 
blockade was induced, changes in ventricular ex- 
citability (30) and vulnerability (28) were completely 
precluded. The antiarrhythmic vagal effect is due to its 
muscarinic properties and can be annulled by atropine 
(29). 

Thus, the vagus nerve exerts but an indirect action 
on cardiac vulnerability by antagonizing augmented 

.sympathetic tone. The basis for the cholinergic antago- 
nism is due to muscarinic stimulation that inhibits the 
release of norepinephrine from sympathetic nerve end- 
ings and attenuates the response to catecholamines at 
receptor sites. Vagal afferent activity also exerts a pro- 
tective influence on vulnerability by tonic inhibition of 
sympathetic neural discharge. These mechanisms also 
operate in the conscious state and modulate ventricu- 
lar electrical stability in response to psychophysiologic 
stimuli (31). 


Neurochemical Aspects 


Sympathetic and parasympathetic neural activity 
continuously modulate the excitable properties of the 
heart. It may therefore be worthwhile to probe the role 
of brain neurotransmitters in the generation of auto- 
nomic neural traffic that affects cardiac vulnerability to 
ventricular fibrillation. This approach is especially in- 
viting in view of the seminal investigations of Wurt- 
man and Fernstrom (32, 33), which indicate that neuro- 
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transmitter synthesis in the brain can be modified by 
dietary means. 

There is evidence that accumulation of serotonin in 
the brain may reduce sympathetic neural activity (34, 
35). It has been demonstrated that concentration of 
central serotonin depends on plasma levels of trypto- 
phan, the essential dietary amino acid and the physio- 
logic biochemical precursor of serotonin. When 
tryptophan alone is administered, it is hydroxylated 
and then decarboxylated to form serotonin throughout 
the body (36). Monoamine oxidase then catalyzes a 
rapid degradation of serotonin. However, serotonin 
can be concentrated in the brain by following trypto- 
phan administration with the simultaneous monoamine 
oxidase inhibitor phenelzine and the L-aromatic amino 
acid decarboxylase inhibitor carbidopa. Phenelzine 
crosses the blood barrier and favors the accumulation 
of serotonin wherever it is formed. However, carbi- 
dopa is limited to the peripheral circulation and there- 
by restricts serotonin formation to the brain. 

Rabinowitz and Lown (37) used these methods to 
determine their effect on cardiac susceptibility to re- 
petitive extrasystoles, which is a measure of ventricu- 
lar vulnerability to fibrillation. When tryptophan, phe- 
nelzine, and carbidopa were given separately no 
change in ventricular threshold for repetitive response 
was noted. However, a sustained increase of 5096 in 
this threshold resulted from the use of biochemical 
measures that presumably increase serotonin levels in 
the central nervous system. When 5-hydroxy- 
tryptophan was administered instead of its parent 
compound tryptophan, thus bypassing the rate-limit- 
ing step of hydroxylation, the threshold increased 
within one hour, compared to 2!/; hours after trypto- 
phan. 

A further corroboration of the above observations is 
provided by the recent findings of Blatt and coworkers 
(38). Systemic administration to dogs of the three cen- 
tral serotonergic agents, including melatonin, induced 
significant increases in the threshold of the ventricular 
vulnerable period for repetitive myocardial -electrical 
activity. Such changes were blocked: by the specific 
serotonin antagonist metergoline. These findings have 
significant clinical implications. Modern neurophar- 
macology is providing agents that enable precise alter- 
ations in brain neurochemistry and thereby permit 
elicitation of discrete cardiovascular effects. This ap- 
proach may provide a new method for reducing ven- 
tricular vulnerability to fibrillation by neuropharmaco- 
logic measures. 


CLINICAL STUDIES 


While one may design adequate animal models to 
simulate biologic problems in man, the ultimate valida- 
tion of putative causal connections requires direct in- 
vestigation of the human condition. That emotions 
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FIGURE 2 
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Ventricular Arrhythmia in a Woman with Previous Ventricular Fibrillation When Conversation Was Shifted to Domestic Conflict (arrow)? 
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®The conversation occurred 48 hours after the woman had been resuscitated from ventricular fibrillation. She had been entirely free of ventricular arrhythmia 
during continuous monitoring in a coronary care unit, but when, during the fourth minute of conversation, the topic was shifted to domes:ic ccnflict with her 
family, ventricular bigeminy with T-wave interruption emerged and persisted until the discussion was shifted to less psychologically aversive content. This 
arrhythmic response was consistently reproducible. 


play a role in sudden death has gained currency by rep- 
etition if not by precise documentation. The role of 
psychologic and emotional factors in the provocation 
of sudden death is chronicled in the earliest folklore of 
diverse cultures. Engel (39) has compiled anecdotal re- 
ports gleaned from the daily press of 170 sudden 
deaths that occurred in association with profound 
emotions such as bereavement, real or symbolic dan- 
ger, loss of status, and even joy. However, such a con- 
junction of events, while compelling attention and 
speculation, is but meager evidence of causality. 

The problem can be approached more readily by 
considering the antecedent mechanisms that pre- 
dispose to ventricular fibrillation, the underlying basis 
for sudden cardiac death. The hypothesis that certain 
complex forms of ventricular ectopic (or premature) 
beats may portend sudden fatality among patients with 
ischemic heart disease (1, 6) has now been confirmed 
in extensive epidemiologic and clinical investigations 
(40-45). It is thus inviting to examine interactions be- 
tween psychologic factors and the occurrence of ven- 
tricular arrhythmias that may predispose to sudden 
death. The study of arrhythmias affords several advan- 
tages over investigating other disease states. The de- 
ranged heart rhythm is directly exposed by elec- 
trocardiographic monitoring, is sporadic and recur- 
rent, and has a precise time of onset and offset. These 
factors not only simplify appreciation of end-organ 
changes but provide opportunity for defining possible 
causal connections between psychologic stresses and 
occurrence of arrhythmia. 

While the cardiac characteristics required for initiat- 
ing ventricular fibrillation in man can be stated with 

*some precision, definition of the trigger factors ema- 
nating from the brain have proved elusive. The clini- 


cian frequently intuits a causal connection between a 
particular psychologic state or emotional stress and 
the onset of ventricular arrhythmia. It is recognized, 
though, that the predisposing psychologic condition is 
subjective, not readily measureable, uniquely individ- 
ual, and derived from a complex weave of past experi- 
ences and diverse processes of psychologic condi- 
tioning. The factors triggering errhythmia may appear 
to be innocuous stimuli to the clinical observer but in 
the particular patient gain their currency and strength 
from symbolic meaning deeply enmeshed in a prior 
conditioning matrix. Thus in relation to arrhythmias, 
as in other attempts to study mind-body links, method- 
ologic deficiencies will prevail until scientific advances 
permit classification of these fundamental psychologic 
processes. Nevertheless, data are now accumulating 
which indicate that psychologic factors and biobehav- 
ioral stresses may provoke ventricular ectopic activi- 
ty. 


Ventricular Ectopic Activity and Psychologic Stress 


A number of early observers have commented on 
the relationship between emotion and the occurrence 
of ventricular premature beats. Sigler (46) noted that 
discussion of emotionally charged events during elec- 
trocardiographic monitoring evoked significant ven- 
tricular arrhythmias. Similar data were presented by 
Stevenson and coworkers (47). Taggart (48, 49) in a 
series of studies showed that stresses induced by car 
racing, driving in traffic, public speaking, or thermal 
and emotional stresses proyoked ventricular, arrhyth- 
mias. Public speaking was asscciated with emergence 
of ventricular premature beats in 6 of 23 healthy indi- 
viduals and in 5 of 7 patients with coronary artery dis- 
ease (49). This relation of psychologic stress and the 
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FIGURE 3 
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Ventricular Premature Beats in a 66-Year-Old Man During Psychologic Stress Testing 
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>Heart rate=92 beats/minute. High grades of ventricular premature beats consisting of couplets and recurrent runs of ventricular tachycardia appeared during 
the interview relating to his illness. Subsequen: monitoring (not shown) revealed insignificant arrhythmia. 


occurrence of ventricular arrhythmia is frequently 
noted in patients continuously monitored in coronary 
care units (see figure 2). 

Attempts to objectify psychologic stress, namely, 
development of testing procedures that will predict- 
ably provoke arrhythmias by exposure to some ad- 
verse but ethically permissible biobehavioral experi- 
ence has so far proved unachievable except in the oc- 
casional patient. Since changes in autonomic neural 
traffic in the experimental animal alter cardiac ex- 
citability, we examined such an approach in a series of 
19 patients already exhibiting ventricular arrhythmia, 
8 of whom had been resuscitated from sudden death. 
Autonomic neural testing consisted of carotid sinus 
stimulation, posture changes on a tilt table, Valsalva’s 
maneuver, hyperventilation, breath-holding, and dive- 
reflex activation. All of these proved ineffective in pro- 
voking ventricular ectopic activity (50, 51). 

We also administered a structured psychologic 
stress test to the same group of patients. It consisted of 
three parts: mental arithmetic for 5 minutes, reading 
from Stroop color cards for 5 minutes, and a brief psy- 
chologically charged discussion for 10 to 15 minutes. 
The discussion centered around the patient’s illness, 
marriage, financial burdens, work-related problems, 
and death. The patient was continuously monitored 
electrocardiographically by means of telemetry through- 
out the procedure..In 1t of the 19 patients there was 
a substantial increase in frequency of ventricular pre- 
mature beats during the study. The mean level of pre- 
mature beats for the entire group increased from 2.8 


per minute during the control period to 6.1 per minute 
(p«.05, Wilcoxon's sign ranked test) during the stress 
test. In one patient, discussion of his illness provoked 
tears and life-threatening ventricular tachycardia, 
which abated with reassurance alone (see figure 3). 

We have now extended these studies to 31 patients 
with ventricular arrhythmias. The frequency of ven- 
tricular premature beats during stress testing was com- 
pared to that noted during three random hours of a 24- 
hour monitoring session while the patients were 
awake. The frequency of ventricular ectopic activity 
was significantly greater (p<.05) during the psycholog- 
ically stressful interview than during any other of the 
three control periods. This was all the more remark- 
able in view of the fact that the stress was mild. Fur- 
thermore, each control period itself was probably not 
free of psychologic tension as these were hospitalized 
patients. These studies emphasize that ‘‘passive’’ al- 
terations in peripheral autonomic neural tone are not 
sufficient to precipitate ventricular arrhythmias, but 
psychologic stress is. While the mechanisms remain to 
be defined, enhanced sympathetic neural activity is 
undoubtedly implicated, yet additional pathways must 
be involved for cerebrocortical-mediated effects on 
cardiac excitability. 


Reduction in Neural Input 


While increased sympathetic outflow associated 
with psychological stress may evoke arrhythmias, it is 
relevant to examine the effects of reduction in sympa- 
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FIGURE 4 
Ventricular Premature Beats and Heart Rate in a Man with Alcoholic 
Cardiomyopathy? 
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?When the patient finally slept from 2 to 6.a.m., nearly all ventricular ar- 


rhythmia disappeared. Although the heart rate decreased during sleep, it was ` 


more rapid than during the majority of hours the patient was awake. 


thetic tone such as occurs during sleep or with relaxa- 
tion states. Lown and coworkers (7) demonstrated a 
striking decrease in ventricular premature beat fre- 
quency and grade while patients were asleep in their 
homes. These investigations were subsequently ex- 
tended to 30 hospitalized patients who had EEG as 
well as electrocardiographic monitoring during sleep 
(see figure 4). During sleep, rapid eye movement 
(REM) periods showed the highest prevalence of ven- 
tricular extrasystoles. The most significant reductions 
in ventricular premature beats occurred during stages 
II and III (R.A. DeSilva, Q. Regestein, B. Lown, un- 
published observations). 

The effect on ventricular arrhythmia of a noncultic 
form of meditation involving relaxation has also been 
studied (52, 53). In one such study (52) the results sug- 
gested a reduction in ventricular premature beat fre- 
quency, while a variable response was noted by anoth- 
er group (53). Our own experience with this form of 
meditation (R.A. DeSilva and B. Lown, unpublished 
observations) involved 52 patients. Twenty of them 
showed more than one ventricular ectopic beat per 
minute and were selected for analysis. Meditation pro- 
duced a significant but slight decrease in heart rate 
(496) and a decrease in the frequency of ventricular 
premature beats (37%; p<.01; paired t test, one-tailed). 
No correlation was demonstrable between shifts in 
heart rate and ventricular premature beat frequency. 
In one patient having ventricular tachycardia at the 
“time of testing, the arrhythmia terminated during med- 
itation. In 14 of the 20 patients, assays for blood epi- 


ok 
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nephrine, norepinephrine, and dopamine showed no 


. Statistically significant alterations. The response of ar- 


rhythmia to this meditation is, however, an individual 
response and in some patients no effect or an actual 
increase in ventricular ectopic beats. may occur. 


Sudden Cardiac Death 


The fact that sudden death is unexpected and most 
frequently instantaneous and occurs in the seemingly 
healthy subject who is in the midst of usual chores 
confounds the possibility of meaningful study, espe- 
cially when it is usually a unitary event. Nevertheless, 
diverse studies are pointing tc a possible causal rela- 
tion between biobehavioral factors and the provoca- 
tion of sudden fatality. A number of studies suggest 
that particular lifestyles and the occurrence of trau- 
matic life events may predispose to both myocardial 
infarction and sudden death (54-61). For example, 
Wolf and Goodell (54) found in the Roseto community 
in Pennsylvania that rural Italians, although consum- 
ing a diet rich in lipids, had a low death rate from myo- 
cardial infarction. The families were stable, closely 
knit, and relatively secure. With increasing urban- 
ization and disruption of the family unit, the sudden 
death rates increased and are now approaching that of 
other adjoining communities. Rahe and coworkers 
(55-57) have shown that significant life changes have 
an impact on longevity. Events such as recent be- 
reavement, loss in job status, divorce, and imprison- 
ment were assigned specific life-change unit weights. 
These data were scored on an internal subjective met- 
ric by 1,279 survivors of documented myocardial in- 
farctions and, by their spouses, for 226 sudden cardiac 
death victims. The life-change units for these individ- 
uals were higher during the preceding six months than 
during the same time interval one year earlier. Higher 
scores were particularly evident for sudden death vic- 
tims. Statistical correlations between recent bereave- 
ment and sudden death have been shown by Rees and 
Lutkins (58), especially among males. In the year fol- 
lowing bereavement, widowers had a mortality rate of 
12.2% as compared to 1.2% in a carefully matched 
control group. Similar findings have been reported by 
Parkes and associates (59). 

Among patients recovering from myocardial infarc- 
tion, significantly more patients died in conjunction 
with ward rounds conducted bv the chief surgeon than 
at other times (60). The stresses engendered by excite- 
ment, anxiety, and disappointments in relation to the 
patient's progress and discharge from hospital were 
considered as factors provoking sudden death. Trans- 
fer from a coronary care unit to a general ward has 
been associated with emotional disturbances, reinfarc- 
tion, and serious ventricular arrhythmias (61). Among 
7 patients, 5 experienced an increase in urinary cate- 
cholamine excretion, and of these 2 developed ven- 
tricular tachycardia and ventricular fibrillation. When 
7 subsequently treated patients were psychologically 
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prepared before transfer out of the coronary care unit, 
no cardiac or emotional complications were noted and 
only 2 developed increases in catecholamine excre- 
tion. 

Some cogent insights are being provided in studies 
relating educational levels to mortality from heart dis- 
ease. Although using educational level as an index for 
the magnitude of psychosocial stress poses certain 
problems (62), Kitagawa and Hauser (63) cite a num- 
ber of reasons for accenting it as a measure of so- 
cioeconomic status as well as psychosocial stress. Ed- 
ucational level, to a large extent, determines the indi- 
vidual's position in society, including income and 
opportunities for upward social mobility. In contem- 
porary United States society, the lack of education is 
profoundly handicapping and excludes a person from 
achieving those personal goals on which our culture 
places highest value. It furthermore traps the individ- 
ual in a tracking course of poverty without ready exit. 
The result is unmitigated frustration and unrelenting 
psychosocial stress. Comstock (64) showed that 
among 189 deaths in males aged 45-64 years in Wash- 
ington County, Md., a low level of education, a history 
of smoking, and lack of church attendance correlated 
with cardiac mortality. A greater than expected death 
rate from ischemic heart disease occurred among men 
with fewer than 8 years of education compared to a 
cohort that had achieved a higher educational level. 
Kitagawa and Hauser (63) in their massive demograph- 
ic studies found a consistent inverse relationship in 
adults between cardiovascular mortality and educa- 
tional attainment. The effect of education was more 
noteworthy among persons 25 to 64 years of age than 
among older age groups. As an example, among white 
men 25-64 years old, mortality ratios for men with hy- 
pertension who had fewer than 8 years of schooling 
was 1.27 as compared to 0.70 for men with one or more 
years of college, a differential of 55%. 

The classical investigations of Kitagawa and Hauser 
assume special relevance in view of the recently re- 
ported finding from the ongoing cardiovascular epi- 
demiologic survey by the Health Insurance Plan of 
New York (65). These workers found a significant as- 
sociation between education level, the presence of 
complex forms of ventricular premature beats, and 
sudden cardiac death. Among 1,739 men who survived 
myocardial infarction and were monitored electrocar- 
diographically for one hour, men with 8 years of 
schooling or less éxhibited over 3 times the risk of sud- 
den cardiac death if complex ventricular arrhythmias 
were present. By contrast, better educated men who 
had the same arrhythmia had a significantly lower mor- 
tality rate. The cumulative mortality rates were 3396 
and 9%,.respectively, forsthe two groups over a 3-year 
follow-up period. Neithér standard risk factors nor a 
variety of clinical characteristics accounted for the ob- 
served difference in mortality. 

Direct evidence on the relationship between psycho- 
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physiologic stresses and the occurrence of malignant 
ventricular arrhythmias is provided by several care- 
fully studied case reports. Wellens and associates (66) 
observed the recurrent onset of ventricular fibrillation 
in a young girl whenever she was awakened by an 
alarm clock. The initial episode of fibrillation occurred 
after she was awakened by a thunderclap. Recently, 
Lown and coworkers (67) described in detail the case 
of a 39-year-old man who experienced ventricular fib- 
rillation on two occasions, once while awake and once 
while asleep. The first episode occurred when he was 
roughhousing with his sexually mature daughters. 
When a neighbor rang the doorbell he looked up, said 
“Tm sorry,” and had a cardiac arrest that was demon- 
strated to be due to ventricular fibrillation. After suc- 
cessful resuscitation he underwent cardiac catheteri- 
zation and coronary angiography; there was no evi- 
dence of structural heart disease. Extensive 
psychiatric, psychologic, and sleep electroencephalo- 
graphic with simultaneous electrocardiographic evalu- 
ations were carried out. He was defensive and cov- 
ertly hostile and denied being depressed or angry, yet 
his lifestyle pattern was one of controlled aggression. 
Although stating an aversion to violence and repressed 
sexuality, these were frequently the subject of his 
dreams. During initial psychiatric interviews he devel- 
oped increases in ventricular premature beat frequen- 
cy and grade, although he was outwardlv calm and 
well controlled. A second cardiac arrest occurred dur- 
ing sleep at 4:00 a.m., and a sleep electroencephalo- 
gram subsequently showed marked increase in ar- 
rhythmia during REM sleep occurring at this very time 
of night. He was taught to nieditate using a noncultic 
method, and during periods of meditation he could 
suppress arrhythmia successfully. The management of 
this patient's case included not only a comprehensive 
antiarrhythmic drug program but meticulous attention 
to psychiatric and psychologic factors as well. In the 
four years since this report, he has remained well and 
nearly free of any ventricular ectopic activity. 

Donlon and associates (68) reported the case of a 38- 
year-old obsessive-compulsive man with conflicts in 
relation to aggression, work, and sexuality who was 
studied six weeks after an inferior wall myocardial in- 
farction. He was interviewed for an hour and heart 
rhythm was continuously monitored while his ex- 
pressions were filmed. Periods of stress as judged from 
the filmed interview appeared to correlate well with 
the number of ventricular premature beats per minute. 
During treadmill exercise stress testing there was a 
paucity of ventricular arrhythmias, suggesting that the 
heart was more sensitive to emotional than hemo- 
dynamic stress. 

Until quite recently the victim of sudden death was 
not available for study. But now the Biblical occur- 
rence of having ‘‘risen from the dead" is becoming 
common. This provides a unique opportunity for ir 
vestigating the psychophysiologic factors implicated in 
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sudden death. The successfully resuscitated patient 
continues to have electrical instability of the myo- 
cardium, exhibits a high prevalence of ventricular ar- 


rhythmia, and has an extreme predisposition for 


reexperienting ventricular fibrillation (69). Over the 
past few years we have studied 150 patients with oft- 
recurring life-threatening ventricular arrhythmias. Of 
these, 117 were closely evaluated and followed by a 
"higher nervous activity” task force consisting of a 
psychiatrist, a psychologist, and members of the cardio- 
vascular group. Among them, 62 patients had had one 
or more episodes of ventricular fibrillation. 

In a number of these patients three sets of condi- 
tions that contributed to the occurrence of malignant 
ventricular arrhythmia appeared to be operating. The 
first was the presence of electrical instability of the 
myocardium. In the majority of these patients such in- 
stability was due to antecedent disease, usually is- 
chemic heart disease. Second was the presence of a 
psychologic state intense enough to pervade and bur- 
den daily life. Most frequently it was either an af- 


` fective depression or a sense of psychologic entrap- 


I 


ment without possible exit. The third condition was a 
proximate psychologic trigger for the ventricular ar- 
rhythmia—either 1) occurrence within the 24 hours 
preceding the malignant arrhythmia of a highly mean- 
ingful and clearly defined psychologic event that may 
be judged as a precipitant of the rhythm disorder, or 2) 
significant emotional stresses that provoke ventricular 
arrhythmia while the patient is in the hospital. The dy- 
namic interrelationship of these three factors is illus- 
trated in figure 5. In the presence of extreme electrical 
instability of the myocardium, a minor psychologic 
trigger may suffice to provoke a major arrhythmia even 
in the absence of a substantial psychologic state. At 
the other extreme of the spectrum of electrical insta- 
bility, when there is no myocardial derangement, ven- 
tricular fibrillation cannot be precipitated irrespective 
of the magnitude of the psychologic trigger or the ex- 
tent of the psychologic state. 

In our initial investigations we searched for a psy- 
chologic trigger in the 117 patients who had been stud- 
ied by the interdisciplinary task force (70). We identi- 
fied 25 patients (21%) who were judged independently 
by members of the task force to have had a psycholog- 
ic trigger for their arrhythmia. The ''trigger" group 
was differentiated from the other 92 patients with ma- 
lignant arrhythmia by having less demonstrable car- 
diac pathology while experiencing more serious ven- 
tricular arrhythmias. In the majority of ‘‘trigger’’ pa- 
tients (15 of 25), the psvchologic event occurred less 
than one.hour before the onset of the malignant ar- 
rhythmia, The major affect was anger, which was 
noted in 17 of the 25 patients. These studies are as yet 
at their inception but hold promise in helping to clarify 

, the essential psychophysiologic factors which may 
play a role in the genesis of ventricular arrhythmias in 
patients predisposed to sudden death. 
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FIGURE 5 
Interactions Between Psychologic Variables and Myocardial Elec- 
trical Instability? 
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*When electrical instabil:ty of the myocardium is absent, as shown at left of 

figure, neither psychologic state nor trigger can provoke ventricular ‘ibrilla- 
tion (VF). At the other end of the spectrum, when electrical instability is 
marked, as shown at the extreme right of figure, no psychologic trigger is re- 
-quired to induce ventricular fibrillation. In the intermediate zone an interplay 
of these three factors determines the predisposition to ventricular fibrillation. 
Thus lesser magnitude of triggers is required with increased psychologic 
state or with a greater degree of myocardial electrical instability. 


FINAL COMMENTS 


Considerable evidence lends credence to the hy- 
pothesis that inputs from the central nervous system 
constitute transient risk factors for sudden cardiac 
death from ventricular fibrillation. While data from an- 
imal studies are direct and persuasive, evidence in 
man is as yet incomplete and circumstantial. The neu- 
roeffector sequence impinging on the myocardium is 
the summated expression emanating from complex in- 
teractions between immediate sensory perception, re- 
call of past emotional events, preexisting conditioned 
reflex pathways, concentration of neurochemical pre- 
cursors at various brain sites, and a host of other fac- 
tors as yet to be identified. The available evidence, 
however, leaves little doubt that psychophysiologic 
factors can no longer be ignored if the trigger mecha- 
nisms for the sporadically occurring ventricular ar- 
rhythmias are to be comprehended. There are suf- 
ficient data to attribute the immediate precipitation of 
sudden cardiac death in many instances to psycho- 
physiologic factors. The lack of conclusive evidence 
need not hamper the development of an integrated ap- 
proach involving cardiologist, psychiatrist,.and neu- 
roscientist for studying and managing patients afflicted 
with recurring life-threatening ventricular arrhyth- 
mias. Indeed the exercise of such multidisciplinary co- 
operation has enabled us to prevent cardiac arrest and 
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prolong the lives of victims afflicted with repeated epi- 
sodes of ventricular fibrillation (69, 71). 

In animal models with cardiac ischemia, a primary 
role in the occurrence of ventricular arrhythmias can 
be ascribed to the sympathetic limb of the autonomic 
nervous system. However, enhanced sympathetic 
neural traffic to the heart does not constitute the sole 
basis for the genesis of ventricular arrhythmias in man. 
Indeed, beta-adrenergic blocking drugs alone have 
proved inadequate for preventing malignant ventricu- 
lar rhythm disorders. No doubt numerous central 
mechanisms are involved in the precipitation of such 
arrhythmias. Current developments in neurochemistry 
and psychopharmacology promise new insights into 
the underlying mechanisms regulating cardiac activity 
as well as clarification of the basis for a number of ar- 
rhythmias. In any case, resolution of the problem of 
sudden death requires that the central nervous system 
be restored to its premier integrating role of cardiac 
function. 
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Overview: The “Wife-Beater’s Wife" Reconsidered 


BY ELAINE HILBERMAN, M.D. 





Although not a new phenomenon, wife-beating has 
been largely ignored by mental health professionals. 
The author describes a context in which the physical 
abuse of women as wives can be understood and 
suggests alternative theoretical constructs to 
traditional theories of masochism as explanations of 
why women stay in violent marital relationships. She 
discusses the socieial attitudes that normalize the use 
of family violence as well as attitudes about women, 
men, and sex roles that leave women vulnerable to 
assault; summarizes the research on abused wives; 
identifies a specific stress response syndrome caused 
by violent abuse; and elaborates on the problems 
posed for clinicians working with abused women. 





ife-beating, although not a new phenomenon, has 

been largely ignored by mental health profes- 
sionals. Until recently the literature and research on 
family violence were limited to child abuse and mur- 
der, since these categories alone were generally ac- 
cepted as serious problems deserving of public atten- 
tion and intervention. Although extensive research 
and service efforts have focused on family dynamics 
that foster child abuse and alcoholism, there has been 
inadequate recognition of the aggression that is often 
directed toward the wives and mothers in such fami- 
lies. This ‘‘selective inattention’ has been noted by 
most contemporary researchers and writers (1-3) and 
was documented by O'Brien's finding (4) that the in- 
dex of the Journal of Marriage and the Family from its 
inception in 1939 through 1969 contained no references 
to “violence.” 

Wife abuse, when it was identified, was generally 
assumed to represent some intrapsychic liability on 
the part of the victim. This psychiatric labeling or attri- 
' bution of blame reflected and reinforced the societal 
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belief that spouse abuse was an isolated problem in 
unusually disturbed couples in which the violence was 
viewed as ‘‘fulfilling masochistic needs of the wife and 
necessary for the wife's (and the couple's) equilibri- 
um” (5). Several important clinical implications follow 
from these explanations of causality. First, when 
spouse abuse is perceived as occurring only infre- 
quently and in deviant relationships, it is defined as a 
private rather than a public problem. Second, if the 
victim can be seen as provoking or needing the abuse, 
mental health professionals can more comfortably fo- 
cus on the ‘‘meaning’’ of the violence than on the fact 
of the violence per se. Third, since women themselves 
are aware of and even share these attitudes, they are 
reluctant to reveal the abuse and are most usually ‘‘si- 
lent victims." Thus there has been a covert alliance 
between victims and clinicians, in which treatment of 
symptoms is offered as an alternative to the more di- 
rect identification of the problem and the appropriate 
intervention and protection of abused women (3, 6, 7). 

Because spouse abuse is usually wife abuse, I will 
focus on the female victims of marital violence. The 
intent of this overview is to present a context in which 
the physical abuse of women as wives can be under- 
stood. A review of the pertinent literature is summa- 
rized in terms of information that is essential for the 
assessment and treatment of victims in danger. Al- 
though the sociological and feminist literature on this 
topic has expanded rapidly in the last decade (1-3, 7- 
13), the clinical and psychiatric literature is relatively 
new and is often found outside traditional sources (6, 
14-22). 

I will discuss societal attitudes that normalize the 
use of family violence as well as attitudes about wom- 
en, men, and sex roles that leave women vulnerable to 
assaults by significant other men. I will summarize 
clinical research reports about abused wives; these 
suggest alternative theoretical constructs to explain 
why women remain in violent marital relationships. A 
more detailed account of my own clinical experiences 
is offered and includes the identification of a specific 
stress response syndrome that is the direct result of 
violent abuse (19). I will discuss treatment implica- 
tions and recommendations, clarify the role of the 
mental health professional, and elaborate the problems 
posed for clinicians working with abused wives. I hope 
that this article will mobilize the interests and capabili- 
ties of the psychiatric community for urgently needed 
clinical services and research in this area. - 
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THE SOCIETAL CONTEXT 
Vialence as a Norm 


There is considerable irony in our lack of attention 
to family vfolence at a time of great public concern and 
fear about violence in general. As Straus noted in the 
foreword to Gelles' The Violent Home (1), the social 
definition of the family as nonviolent ‘‘causes a per- 
ceptual blackout of the family violence going on daily 
all around us in ‘normal’ families." Although the con- 
cept of family is cherished as a source of nurturance 
and mental health, the family is the most frequent 
single locus for violence of all types, including homi- 
cide (23). Violence is said to occur in 50% of American 
families, so that the marriage license might be viewed 
as a "hitting license" (1, 21, 23, 24). 

Family violence, in contrast to violence outside the 
family, is more often perceived as normal, legitimate, 
and instrumental (1, 2, 23). This attitude is most evi- 
dent in the corporal punishment of children. That vio- 
lence between spouses is also socially condoned is re- 
flected in results of the 1968 interview survey con- 
ducted for the National Commission on Causes and 
Prevention of Violence. This survey of a representa- 
tive national sample of adult women and men found 
that 20% approved of husband- and wife-hitting (25). 
Spouse abuse is not limited to a particular social class 
or ethnic group, although the highest reported in- 
cidence is among the poor. Poor people are more likely 
to come to the attention of a public agency, while the 
privacy of middle- and upper-class women is protected 
by their personal physicians or attorneys. In a study of 
600 couples who were in the process of divorce (26), 
4096 of lower-class women and 2396 of middle-class 
women reported physical abuse by spouses. A 1979 
survey of wife abuse in Kentucky (27) found that in- 
come levels were not good predictors of family vio- 
lence. School dropouts with less than an eighth-grade 
education appeared to be less violence-prone than 
those who had some college education. 

Family violence has several important societal rami- 
fications beyond the suffering of individuals (28): 

І. Injury and death. Of all murders in this country, 
2096-5096 occur within the family. Police are called to 
intervene in domestic disputes more often than in all 
other criminal incidents combined (2, 29-32), and 20% 
of all police fatalities occur during such interventions 
(3, 28). A. Kansas City, Mo., police study (33) reported 
that 40% of the city's homicides were between 
spouses. In more than 85% of these homicides police 
had been called in at least once before the fatal epi- 
sode, and in half of these cases they had been called in 
five times during the 2 years before the murder (33). 

_Although reports consistently reveal that the home 
is a violent setting, Dobash and Dobash (30, 34) have 
observed that researchers often fail to note that this 

* violence is not evenly distributed among family mem- 
bers but is disproportionately directed toward women. 
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Female victims of homicide are more often killed by a 
spouse, while the majority of male victims are killed 
by someone outside the family. According to Dobash 
and Dobash (30, 34), about 4096 of all female homicide 
victims were killed by husbands, but only 10% of male 
victims were killed by wives. It has also been reported 
(35) that among those who murder spouses, wives 
were seven times more likely than husbands to have 
murdered in self-defense. Thus, men are much more 
likely to commit homicide than women and women 
victims are usually married to their assailants. 

2. Violence as learned behavior. Gelles and Straus 
(23) noted that the family is the primary training 
ground for violent behavior: ‘‘A person is more likely 
to observe, commit, and to be the victim of violence 
within the family than in any other setting." Beating of 
women in the home is often accompanied by phvsical 
and/or sexual abuse of the children (15, 19, 20). Chil- 
dren who are abused often grow up to abuse their off- 
spring, and children who see violent parental inter- 
actions often have physically abusive relationships in 
adulthood. Thus violence breeds violence (1, 7, 23). 


‘Violence Against Women 


The recent attention to wife abuse is the direct result 
of the women’s movement and follows on-the heels of 
the anti-rape movement. It is best understood as an 
expansion of the concern about female sexual abuse to 
encompass the broader category of violence against 
women. The large majority of victims of spouse abuse, 
incest, and rape are female, and their assailants are 
most often men who (with the possible exception of 
rapists) are trusted relatives and intimates. In all of 
these acts of violence, women and girls are perceived by 
their assailants as legitimate targets for male aggres- 
sion (3, 36-40). The basic fact of the victim’s female- 
ness is used by the offender to justify the assault, and 
the complaining woman is suspected of fabrication, 
provocation, or seduction, while the assailant is pro- 
tected. 

Wife-beating has had social and legal sanction 
throughout history (3, 30, 36, 41, 42). Martin (3, 43) 
noted that the word ''family,"" derived from the Latin 
familia, in Roman culture connoted the totality of 
slaves belonging to an individual. As early as 753 B.C., 
married women were defined as "necessary and in- 
separable possessions" of their husbands (30). There 
is ample documentation of the wife's obligation to 
obey her husband and of the husband's legal and moral 
responsibility to control his wife. The husband's au- 
thority to chastise his wife was explicitly written into 
the laws of church and state and later incorporated in- 
to English common law. Blackstone, in 1763, ex- 
plained the husband's right of chastisement; ‘‘For, as 
he is to answer for her misbehaviours, the law thought 
it reasonable to entrust him with his power of restrain- 
ing her by domestic chastisement’’ (30). 

The husband's right to hit his wife was written into 
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law in the United States in 1824 with the restriction 
that “һе... [use] a switch no bigger than his thumb" 
(3). This law was overturned in 1874 when the North 
Carolina Supreme Court ruled that ‘Һе husband has 
no right to chastise his wife under any circum- 
stances.’’ The importance of this judgment was unfor- 
tunately undone by the court’s qualifying statement: 
` “Tf no permanent injury has been inflicted, nor malice, 
cruelty nor dangerous violence shown by the husband, 
it is better to draw the curtain, shut out the public 
gaze, and leave the parties to forget and forgive” (3). 

Although wife-beating is no longer legitimized by 
statute, current criminal justice procedures are consis- 
tent with **drawing the curtain." Field and Field (44) 
commented that 


the evolution of a system in which criminal enforcement is 
left entirely to the whim of the victim . . . implies official 
acceptance of our acquiescence to the policy that violence 
between ‘‘consenting”’ adults is a private affair. . . . The 
poles of enforcement are the rigorous prosecution of the 
person accused of assaulting a stranger and the non- 
prosecution of the one who assaults a marital partner. 


. Violent marriages are currently maintained by per- 
vasive patterns of sex discrimination (3, 38, 39, 43). 
Men use violence as a way of maintaining a superior 
power position in the family. Their wives understand 
that neither separation nor legal intervention will nec- 
essarily end the violence (28, 44, 45). The man is pro- 
tected, and the abused woman comes to believe that 
marital violence is the norm and that she deserves the 
abuse. This self-blame is reinforced by ''helping" 
agencies that ignore and demean the victim or accuse 
her of provoking the assault (3, 7). The woman who 
leaves a violent home is denied child-care facilities; 
equal educational, vocational, and economic opportu- 
nities; and a legitimate self-supporting and autono- 
mous role outside the home (38, 39). 


DEFINING WIFE ABUSE 


Most clinicians who study spouse abuse have ar- 
rived at similar working definitions of marital violence 
(6, 15, 18, 20). (The term ‘‘marital’’ does not imply a 
legal relationship but includes any relationship in- 
volving cohabitation and sexual intimacy.) In general, 
an abused or battered wife is one who is subjected to 
serious and/or repeated physical injury as a result of 
deliberate assaults by her spouse. Scott (20) graded the 
severity of such abuse along the following continuum: 
1) not requiring medical attention, 2) requiring out- 
patient attention, and 3) requiring hospitalization. He 
also categorized the frequency of abuse as 1) regular, 
2) episodic (situational), 3) increasing, and 4) terminal. 

There is considerable semantic and attitudinal con- 
fusion about these definitions of violence. Pushing and 
shoving’may not constitute a threat to life and may be 
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considered permissible by a couple, but the same be- 
haviors would be considered violent acts if the assail- 


-ant were a stranger. As another example, Gelles, (1) 


commented that individuals do not label the use of 
physical force on children as ‘‘violence’’ because of 
the "powerful pro-use-of-physical-force-on-children 
norms." He asserted that if violence is defined as an 
act with the intent of physically injuring the victim, 
then the physical punishment of children is violent. 


THE FAMILY CONTEXT AND THE 
CONSEQUENCES 


In this section I will describe the family setting and 
the psychological and behavioral consequences of 
wife-beating, as derived from clinical research reports 
(1, 7, 14-21, 46-48). One of the largest clinical samples 
has been reported by Gayford (15-17), who studied 
100 battered women admitted to a shelter in England. 
British psychiatrists have been somewhat more aware 
of this problem because of Pizzey's efforts to initiate a 
network of shelters for abused women and their chil- 
dren (7, 46). Gelles' 1974 sociological study of 80 fami- 
lies (1) was the first important clinical research effort in 
the United States. 

A 1977-1978 study by Munson and myself of 60 bat- 
tered women in a general medical clinic setting (19) is 
similar to work reported by Dewsbury (6) in that the 
abused women were not selected by virtue of admis- 
sion to a shelter or by awareness that the abuse they 


suffered warranted attention. The history of violence 


was known to the referring clinician in only 4 of our 60 
cases, although most of these women and their chil- 
dren had received ongoing medical care at the clinic. 
Information about the women was acquired by dia- 
logue with them, while material about spouses was al- 
most always indirect because these men adamantly re- 
jected attempts to engage them in medical or psychiat- 
ric treatment. Involvement with husbands was further 
limited by the women's need to maintain silence about 
clinic visits and by our concern that conjoint treatment 
in the absence of provisions for safety might result in 
an escalation of violence. Other researchers have also 
found that husbands are unwilling to participate in in- 
terviews about family violence. Gelles (1) abandoned 
initial plans for conjoint Interviews because early in- 
terviews with couples suggested the potential for pre- · 
cipitation of further violence. 
Families of Origin 

Munson and I (19) found that lifelong violence was a 
frequent pattern for many abused wives. Half of the 
women we studied reported violence between parents 
(usually the father assaulting the mother), paternal al- 
coholism, and their own physical and/or sexual abuse 
as children. The women's husbands were said to have 
had even more early exposure to emotional depriva* 
tion, alcoholism, lack of protection, and violence, both 
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as witnesses and as objects of abuse. Suicides and 
homicides among family members and neighborhood 
acquaintances were common occurrences and were 
usually committed with guns, which were normal 
household possessions. These findings about violence 
in families of origin are consistent with other reports. 
Of the sample studied by Gayford (15), 23% gave his- 
tories of parental violence; violent backgrounds were 
even more prevalent for their husbands, half of whom 
were said to come from violent families. Scott (20) also 
described a pattern of violent fathers and passive 
mothers in families of origin. 

Most of the women we studied (19) left home at an 
early age to escape from violent, jealous, and seduc- 
tive fathers who kept their wives and daughters impris- 
oned. Marriage during teenage years was the norm for 
these women, and many were pregnant at the time of 
marriage or had had children before marriage. They 
viewed pregnancy as the only way they would be al- 
lowed to leave the family—the alternative to paternal 


control was paternal rejection. and a way out of the . 


home. In Gayford's sample (15), 6096 of the women 
reported premarital pregnancies. Rounsaville (48) de- 
scribed these marriages as occurring precipitously and 
during stressful periods. Most usually, the future hus- 
bands did not exhibit violent behavior toward the 
women until they were married, and the women ig- 
nored other evidence of the men's potential for vio- 
lence because of the urgent need to marry in order to 
"escape" from home. Once married, these women 
found themselves with jealous and assaultive hus- 
bands, often replicating their lives before marriage. 


Alcohol and Violence 


An association between alcohol use by the batterer 
and marital violence has been noted in all of the rele- 
vant studies. Drinking accompanied the violence in 
44% of Gelles’ sample (1) and 93% of our sample (19). 
Gayford (15) described drunkenness as occurring regu- 
lary in 52% of the men and occasionally in an addition- 
al 22%. In a survey of 100 wives of alcoholics, none of 
whom had been identified as victims of marital vio- 
lence, Scott (20) found that 72% of the women had 
been threatened, 45% were beaten, and 27% described 
potentially lethal assaults. Drunkenness is not always 
accompanied by violent-behavior, however, and wife 
abusers who drink heavily also beat their wives when 
they are sober. Because of this variability, Gelles (1) 
hypothesized that wife abusers become intoxicated in 
order to carry out a violent act. Drinking is thus used 
to disavow the deviant behavior and to provide a 
“‘time out’ during which the assailant is not responsi- 
ble for his actions. 


The Marriage 


The violent relationship is one of extraordinary in- 
tensity (19, 21). When they are not behaving aggres- 


: sively, wife abusers have been described as childlike, 
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remorseful, and yearning for nurturance. This picture 
of fragility was confirmed in our study (19) by occa- 
sional reports of a husband’s suicidal or psychotic be- 
havior when his wife threatened to dissolve the rela- 
tionship. The women felt quite sorry for their spouses 
because of their histories of deprivation and abuse. 
These men could never understand or acknowledge a 
termination without murderous rage, so marriage be- 
came a life sentence for their wives (7, 19). When hus- 
bands threatened homicide, they were taken literally 
because threats and wishes became a reality with ex- 
plosive suddenness in these relationships. Many wom- 
en left their marriages for brief periods but invariably 
returned because of economic and emotional depen- 
dence on husbands and threats of further violence 
from which they had no protection. For example, one 
woman made active plans to leave her marriage de- 
spite her husband’s threats of violence but retreated 
abruptly when her closest friend, also an abused wom- 
an, was murdered by a violent spouse. 

In many violent marital relationships, there seems to 
be a cycle of violence, with three phases that vary in 


‘time and intensity. There is a phase in which tension 


builds, a phase in which violence erupts, and a phase 
of relief from tension. In this last phase, the husband is 
often kind, loving, and remorseful. This postviolence 
reconciliation leaves the women hopeful that her hus- 
band will change and serves as a powerful reinforcer 
for her to continue the marital relationship (21, 49). 
Battered women are most often seen.by clinicians to- 
ward the end of the first phase or during the last phase. 
When the anticipatory anxiety becomes intolerable, 
women sometimes act to precipitate the inevitable as- 
sault. In contrast, during the reconciliation period vic- 
tims often appear unconcerned about the violence. It 
is possible that both of these behaviors may be misin- 
terpreted as masochistic by clinicians. 


Jealousy 


Extreme jealousy was reported in 57 of the 60 mar- 
riages that Munson and I studied (19), with husbands 
making active and successful efforts to keep their 
wives ignorant and isolated. If the women left the 
house for any reason, they were met with accusations 
of infidelity that culminated in assault. Clinic visits 
were often made in secrecy, and some women were 
beaten regularly when they returned from the clinic. 
Other channels of communication were also closed 
off. Friendships with women were discouraged either 
by the hüsband's embarrassing his wife in front of her 
friends or by his accusations that the wife's friends 
were lesbians or "trash." Many husbands refused to 
allow their wives to work, and others tried to ensure 
that both partners worked at the same place so they 
could monitor the woman's aetivities and friends. 
Thus for these women isolation was complete and po- 
tential support unavailable. The women were painfully 
aware of this; one commented, ‘‘He’d do ahything he 
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could to get me down to where I would not go out in 
the world.” 

This extraordinary possessiveness was apparent in 
Gayford's sample (15)—66% of the women said their 
husbands accused them of infidelity or checked on 
their activities. Gelles (1) and Scott (20) have identified 
the ‘‘third degree," a phenomenon in which a husband 
interrogates his wife for hours until she admits to some 
infidelity simply to end the argument. In reality, many 
of the husbands studied engaged in extramarital liai- 
sons, while few of the women did so. Gayford (15) and 
Scott (20) have both suggested that extreme cases of 
delusional jealousy warrant immediate separation be- 
cause of the potential for homicidal violence. 


Marital Violence 


The women we studied (19) reported that violence 
erupted any time a husband did not. immediately get 
his way. A common pattern was for the husband to 
come home late after being with ancther woman and to 
goad his wife into an argument that ended in violence. 
The assaults usually occurred at night and on week- 
ends, so children were witnesses and participants (1, 
19). In many cases, the oldest child had not been fa- 
thered by the husband, and violence toward the wife 
was extended to the ‘‘bastard kid.” Older children al- 
so became involved when they attempted to defend or 
protect the mother. 

Some women were assaulted daily, while others 
were beaten intermittently; they therefore lived in con- 
stant anticipatory terror. There was also a subgroup of 
victims who had sustained one life-threatening injury, 
e.g., a subdural hematoma or a gunshot wound to the 
chest. Although there was no further violence iri these 
cases, this was a powerful learning experience for the 
victim, who behaved thereafter as if she were always 
in danger: 

Assault weapons included hands, feet, fists, rocks, 
bottles, telephones, iron bars, knives, and guns. 
Scratching, slapping, punching with fists, throwing 
down, and kicking were prevalent, with faces and 
breasts the most frequently mentioned sites of assault 
(1, 3, 6, 14, 15, 19-21). These assaults led to multiple 
bruises, black eyes, fractured ribs, subdural hemato- 
mas, and detached retinas. Some victims also reported 
having been strangled and choked until consciousness 
was impaired. Sexual assaults were common, and 
women described being beaten and raped in front of 
the children. Guns were available in most of these 
homes and were constant threats—some men kept 
guns in bed to intimidate their wives (19). We know of 
one woman who slept with her shoes on to permit a 
“fast getaway” (19). 

Most women reported changes in the pattern of vio- 
lence during pregnancy (19). There was increasing 
abuse for some, with the abdomen replacing the face 
and breasts as the target for battering. This often led to 
abortions and premature births (1, 15, 19, 21). It has 


Am J Psychiatry 137:11, November 1980 


been hypothesized that this behavior represents a pre- 
natal form of infanticide or child abuse (1, 50). A small- 
er number of women reported less abuse with preg- 
nancy, and one woman deliberately stayed a to 
avoid violence (19). 

The coping strategy used most often during the as- 
sault was to get away temporarily, although the wom- 
en found there were few places to go. Some women 
sought recourse through the criminal justice system, 
but these attempts were frustrated by the unrespon- 
siveness of magistrates and law enforcement officials, 
as well as the husband’s retaliative violence (8, 19, 21, 
28, 42, 44). The few women who resorted to counter- 
violence did so in desperation when other options had 
failed. In contrast to the husband’s violent behavior, 
these women used violence in response to a direct 
threat to life. Their behavior usually came as a surprise 
to them because they had been unaware of the extent 
of their rage and their own capacity for violence (19). 


The Children 


Almost all clinicians are impressed with the correla- 
tion between child abuse and spouse abuse. Gayford 
(15) reported, in his study of battered women, that 
37% of the women and 54% of the men beat the chil- 
dren. Munson and I (19) identified the physical and/or 
sexual abuse of children in a third of the families we 
studied. Whether the children were themselves bat- 
tered or were onlookers to parental violence, they 
were deeply affected by the climate of violence in 
which they lived (51). Emotional neglect, abuse, and 
frequent separations were the norms—the children 
were never certain who would leave and when. Thus, 
children in violent homes, as witnesses and targets of 
abuse, are quite vulnerable (1, 15, 19-21). 

A high incidence of somatic, psychological, and be- 
havioral dysfunctions has been described in such chil- 
dren (15, 19). Psychosomatic illnesses were especially 
prominent in the children we studied and included 
headaches, abdominal complaints, asthma, peptic ul- 
cer, rheumatoid arthritis, stuttering, and enuresis (19). 
Depression, suicidal behavior, and overt psychosis 
were seen in a few of these children and adolescents. 

The following portrait of the children emerged from ` 
our study (19). Preschool and young school children 
in violent homes had somatic complaints, school 
phobias, enuresis, and insomnia. The insomnia was of- 
ten accompanied by intense fear, screaming, and resis- 
tance to going to bed at night. This behavior was tem- 
porally related to the violence in the home—much of 
the wife-beating occurred when the children were in 
bed. Most children had impaired concentration and 
difficulty with school work. Older children began to 
show differential behavior patterns that divided along 
gender lines. The most frequently reported cluster for 
boys—aggressive disruptive behavior, stealing, tem- 
per tantrums, truancy, and fighting with siblings and 
schoolmates— was notably absent in-girls. 
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As Gayford (15) observed, ‘‘Some children were so 
disruptive that they could not be contained at normal 
schools, primarily because of their violence towards 
other children and, in some cases, their teachers.” In a 
1977 persoftal communication Pizzey confirmed the ef- 
fectiveness of this training for violence, noting that her 
network of crisis shelters could not contain the adoles- 
cent boys from violent homes because of their uncon- 
trollable aggression. Separate housing and personnel 
were necessary for these boys, who invariably de- 
stroyed furniture and possessions and broke windows 
until they had gone through a period of resocialization. 

In contrast, teenage girls continued to have an in- 
creasing array of somatic symptoms and became with- 
drawn, passive, clinging, and anxious (this pattern also 
occurred in a smaller number of boys). Teenage girls 
further suffered from the perpetual surveillance and 
accusations of sexual activity by their fathers, who 
were seductive and, in some cases, overtly incestuous. 
Finally, there were reports of married daughters who 
were battered and of grown sons who were alcoholic 
and violent, thus completing the cycle. 


Battered Women: Psychological Consequences 


In our sample (19), the reasons for psychiatric refer- 
ral usually clustered around physical symptoms or 
mixed anxiety/depressive symptoms that the women 
related to marital problems. Marital problems were 
generally defined in terms of the husband's alcohol- 
ism, financial irresponsibility, and promiscuity; the 
battering was never mentioned. Women with physical 
symptoms had been referred because of chronic use or 
abuse of tranquilizers or analgesics, unremitting symp- 
tomatology, treatment noncompliance, and frequent 
clinic visits. 

Somatic complaints, conversion symptoms, and 
psychophysiologic reactions were abundant, as evi- 
denced by frequent clinic visits for headaches, choking 
sensations, hyperventilation, asthma, gastrointestinal 
symptoms, allergic phenomena, and chest, pelvic, and 
back pain. Symptoms were often connected to pre- 
vious sites of battering. One husband regularly 
scratched and gouged his wife's back to the point of 
bleeding and scarring; when there was increased ten- 
sion at home her back ‘‘broke out” in giant urticaria 
(19). 

Treatment of preexisting chronic disease was com- 
plicated by the affective states of these women. For 
example, an epileptic woman required multiple hospi- 
talizations for seizures. Noncompliance in the use of 
anticonvulsives was her only escape from a savagely 
brutal husband who refused to allow her to leave the 
house unless she needed medical attention. Some 
women were unable to leave battering marriages be- 
cause of physical disabilities that left them helpless, 
Such as blindness and Huntington's chorea (19). 

Psychiatric histories suggested prior psychological 
dysfunction for more than half of the women in our 
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study (19). Depressive illness was the single most fre- 
quent diagnostic category, with manic-depressive psy- 
chosis, schizophrenia, alcoholism, and personality dis- 
orders all.represented to a lesser degree. There were 
relatively few alcoholic women in this sample, but the 
women patients in a nearby alcoholic rehabilitation 
program were almost all victims of parental and mari- 
tal violence. Some women in our study had been hos- 
pitalized repeatedly, often because of the acute onset 
of a reactive psychosis in which they lost control of 
aggressive impulses. Others had sought help from 
crisis lines, outpatient mental health facilities, and 
emergency rooms. Almost all of these women had 
made frequent visits to local physicians for somatic 
complaints, anxiety, insomnia, or suicide attempts, 
usually by drug overdoses. Most had been treated in- 
termittently or chronically with sedative-hypnotics, 
tranquilizers, and/or antidepressants. Although these 
women had had multiple contacts with various clini- 
cians over the years, they did not tell the physicians of 
the violence, nor did the physicians ask them (6, 19). 

These findings of a high incidence of depressive 
symptoms, treatment with psychoactive drugs, and 
suicidal behavior are consistent with other reports (6, 
15-17, 19, 20, 48). Of Gayford's sample of 100 women 
(15), 71 had symptoms that were treated with antide- 
pressants and tranquilizers, 42 had attempted suicide, 
usually by overdose, 46 at some time had been re- 
ferred to a psychiatrist, and 21 had a diagnosis of de- 
pression. Half of Dewsbury's sample of 15 women (6) 
had a history of psychiatric hospitalization. 


The Impact of Violence: A Stress-Response Syndrome 


Munson and I (19) have described a uniform psycho- 
logical response to violence that was identical for the 
entire sample of battered women. These women were 
a study in paralyzing terror that was reminiscent of the 
rape trauma syndrome (52), except the stress was un- 
ending and the threat of assault ever present. Agitation 
and anxiety bordering on panic were almost always 
present. Events even remotely connected with vio- 
lence—sirens, thunder, a door slamming—elicited in- 
tense fear. There was chronic apprehension of immi- 
nent doom, of something terrible always about to hap- 
pen. Any symbolic or actual sign of potential danger 
resulted in increased activity, agitation, pacing, 
screaming, and crying. The women remained vigilant, 
unable to relax or to sleep. Sleep, when it came, 
brought no relief. Nightmares were universal, with un- 
disguised themes of violence and danger. 

In contrast to their dreams, in which they actively 
attempted to protect themselves, the waking lives of 
these women were characterized by overwhelming 
passivity and inability to aet. They were drained, fa- 
tigued, and numb, without the energy to do more than 
minimal household chores and child care. They had a 
pervasive sense of hopelessness and despair about 
themselves and their lives. They saw themselves as in- 
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competent, unworthy, and unlovable and were ridden 
with guilt and shame. They thought they deserved the 
abuse, saw no options, and felt powerless to make 
changes. 

Like rape victims, battered women rarely experi- 
enced their anger directly (53), although their stories 
elicited anguish and outrage in the listener. It is prob- 
able that the constellation of passivity, guilt, intense 
fear of the unexpected, and violent nightmares reflect- 
ed not only fear of another assault but a constant 
struggle with the self to contain and control aggressive 
impulses, The violent encounter with another person’s 


_loss of control of aggression precipitates great anxiety 


about one’s own controls. We know from rape victims 
that one such encounter is sufficient to bury aggression 
(54). In the life experiences of battered women, there 
is little perceived or real difference between . affect, 
fantasy, and action. Thus it is not surprising that fear 
of loss of control was a universal concern. These fears 


were often expressed in vague, abstract terms but 


were unmistakablv linked to aggression. 

A minority of women did lose control of aggressive 
impulses. Some women became frankly homicidal and 
others fantasized detailed plans for murdering their 
husbands as a way of coping with their anger. They 
locked up guns and knives to prevent easy access to 


weapons, without knowing why they did so. Some dis- : 


played aggression by becoming adept at verbal retali- 
ation, while others fought back physically. However, 
these cases were the exceptions; passivity and paraly- 
sis of action more accurately described the majority of 
these women. Aggression was most consistently di- 
rected against themselves, in the form of suicidal be- 
^ havior, dépression, grotesque self-imagery, alcohol- 
ism, or self-mutilaticn. One woman's face and. body 
were covered with self-inflicted scratches and scars. 
Passivity and denial of anger do not imply that the bat- 
tered woman is adjusted to or likes her situation. 

These are the last desperate defenses against homicid- 
al rage (19). 


TREATMENT ISSUES 
The Clinician's Response 


The response of health professionals to wife-batter- 
ing has generally been characterized by inattention, 
blame, and disbelief. Explanations for the extraordi- 
nary difficulty experienced by clinicians in confronting 
these issues are complex and multidetermined. First, 
both male and female clinicians share the pervasive 
cultural biases and myths that stereotype and denigrate 
women (e.g., the ambivalent image of woman as virgin 
or seductress). Second, female victims of male aggres- 
sion may not feel safe in revealing the abuse to male 
clinicians. Third, even when clinicians are sensitive to 
the possibility of such victimization, they may find it 
difficult to initiate direct questions because the details 
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of such savage abuse can be overwhelming, and the 
clinician may feel as anguished or helpless as the pa- 
tient. Finally, the frequency with which family -vio- 
lence occurs makes it likely that an individual clinician 
may have personally experienced a violent family or 
may have a friend or family member who was abused. 
It is not surprising, then, that the pressure on the clini- 
cian is to achieve some distance from the victim. This 
distancing is achieved by disbelief, labeling, accusa- 
tions that the victim '*needs"' the abuse or could have 
controlled or prevented it by being less provocative, 
and the unfounded assumption that most victims come 
from poor or black families and are thus different from 
the clinician. 


Identification 


Clinicians must be aware of the prevalence of family 
violence and the variety of ways in which victims may 
present themselves. The portal of entry to health care 
is determined by the nature of the presenting symp- 
tom. Victims with physical injuries are seen on emer- 
gency and.trauma services and are then referred to 
surgical subspecialists and dentists (14, 22). Those 
with chronic psychosomatic symptoms, anxiety, and 
insomnia make multiple visits to general practitioners 
and family doctors. Battered women who are severely 
depressed, anxious, or suicidal are referred to crisis 
intervention units or psychiatrists for evaluation, 
while those with functional psychoses enter psychiat- 
ric hospitals. Victims who are substance abusers may 
come to the attention of drug or alcohol programs. 
Some victims can be identified by virtue of their rela- 
tionship to other identified patients, such as alcoholic 
husbands and abused or disturbed children. A high in- 
dex of suspicion facilitates. victim identification, but 
thére is no substitute for a direct inquiry about vio- 
lence. Clinicians must be aware that victims for whom 
violence has become a way of life do not define the 
abuse as "violence" and will deny its occurrence. 
Thus it is more helpful and productive to base ques- 
tions on behavioral descriptions, e.g., “Is anyone at 
home hitting you?” 

Once established, marital violence tends to escalate, 
and the possibility of a lethal outcome must be consid- 
ered throughout the diagnostic and treatment process. 
This is especially important in the usual clinical situa- 
tion, in which only the abused wife is in treatment and 
the violence at home is continuing. In theory, the aim 
of treatment might be to terminate the violence or the 
marital relationship. In practice, however, the hus- 
band usually does not perceive his behavior as a prob- 
lem requiring intervention, and his wife maintains se- 
crecy about any intervention to avoid further violence 
or interference with her treatment. Removal of women 
and children from the home to a safe environment is 
therefore essential to adequate long-term treatment 
and rehabilitation (3, 7, 12, 15, 19, 21, 39, 46, 55-58). 
In the absence of such shelter, battering men will con- 
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tinue to follow, harrass, and assault their families 
wherever they go. 


Why Do They Stay? 


Women gre trapped in violent homes by a complex 
interplay of intrapsychic and external constraints. 
Gelles (59) cited three major factors that influence the 
abused woman's likelihood of staying in the marriage: 

1. The less severe and less frequent the violence, 
the more likely the woman is to stay. 

2. The more a woman was struck by her parents as 
a child, the more likely she is to stay. 


3. The fewer her resources and the less her power, 


the more probable it is she will stay. 

Clinicians must identify the woman's internal and 
external barriers to self-protection in order to help her 
become capable of action to terminate the violence or 
the marriage. i l 

Among contemporary researchers; there has been 
little enthusiasm or supporting data for the theories 

. of masochism that have been traditionally invoked to 
explain why women remain in violent relationships 
(15, 20, 39, 48, 49, 59, 60). Clinicians and social scien- 


tists highlight the absence of economic resources as a ` 
factor that severely limits the options of women at-- 


tempting to leave their marriages. Most women are ec- 
onomically dependent on their husbands and have nei- 
ther the job skills nor opportunities that are necessary 
for financial independence. The economic realities for 
female-headed single-parent families are well docu- 
mented (58). 

In an elegant critical review of theories of female 
masochism, Waites (60) argued, 


Female motivation, like motivation generally, must be 
studied in the context of external constraints such as social 


choices available and the consequences of particular 


choices. In this light, the masochistic woman often ap- 
pears as an individual who has almost no choice, given the 
lack of social support for extricating herself from her situ- 
ation or who is confronted with alternatives which are, for 
the most part, negatively valued. 


She concluded that theories of female masochism are 
inadequate as explanations of actual behavior because 
**in situations in which choice is externally restricted, 
the question of internal motivation approaches irrele- 
vance” (60). 

The combination of continuing threats and violence 
by the husband and the absence of provisions for 
safety is universally identified as a deterrent to action. 
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presented to the Association for the Advancement of Psy- 
choanalysis in October 1977 Symonds also concluded, 
“The response of women to the violence of the imma- 
ture, impulsive and exploitive husband is to be pro- 
foundly terrorized and traumatized by this violence"; 
they are ‘‘brainwashed by terror." He conceptualized 
this fear as a form of traumatic psychological in- 
fantilism or frozen fright, which in other reports (62, 
63) he described as the acute psychological response 
to rape and other violent crimes. 

There has also been increasing interest on the part of 
several authors (21, 49, 60, 64) in Seligman's concept 
of learned helplessness (65) as an explanation of the 
abused wife's continued passivity when external op- 
tions seem possible or are made available: 


When an organism has experienced trauma it cannot 
control, its motivation to respond in the face of later trauma 
wanes. Moreover, even if it does respond and the re- 
sponse succeeds in producing relief, it has trouble learning, 
perceiving, and believing that the response worked. (65, 
pp. 22-23) 


Battered women do not believe that they can escape 
from the batterer's domination (49). This expectation 
of powerlessness and inability to control one's des- . 


2 tiny, whether real or perceived, prevents effective ac- 


tion. Traditional sex role socialization norms further 
reinforce the idea that women's needs are fulfilled and 
their identities derived onlv indirectly through their 
men. As a consequence women have inadequate prep- 
aration for independence and inadequate skills for as- 


sertive problem-solving behavior. 


As Martin (3) asserted, ‘‘Battered women give many ` 


reasons or rationalizations for staying, but fear is the 
common denominator. Fear immobilizes them, ruling 
their actions, their decisions, their very lives." She 
cited Maccoby and Jacklin (61), who suggested that 
while fear is an arousal state, ‘‘the possibility exists 
" that females shaw immobilization and other ‘passive’ 
behavior primarily when they are afraid." In a paper 
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These descriptions of the victim's immobilization 
and inability to leave the violent home are reminiscent 
of the pathological transference that develops between 
hostages and hostage-takers. According to Ochberg 
(66), the ''Stockholm syndrome” includes positive 
feelings on the part of the hostage toward the captor, 
negative feelings on the part of the hostage toward the 
authorities responsible for rescue, and reciprocation of 
positive feelings by the hostage-taker toward the cap- 
tive. He suggested that this pathological transference 
is based on the captive's terror, infantile dependence, 
and gratitude and that this relationship may, in fact, 
promote the survival of the hostage. 

The constructs cffered as explanations of why wom- 
en remain in destructive relationships are not mutually 
exclusive and have important implications for the 
choice of treatment models and the availability and na- 


ture of programs for battered women (49, 57, 60, 64, 


67). The most significant treatment implication derives 
from the way in which the locus of the problem is de- 
fined. Theories of masochism, which locate the prob- 
lem within the victim, lead to certain assumptions 
about victim-offender relationships and programmatic 
responses that have been described by Lynch and 
Norris (67). For example, if the victim is held respon- 
sible for the abuse, there will be no support for spouse 
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abuse programming, and existing helping agencies will 
set the victim up for further abuse (67). 

Clinicians working with battered women comment 
on the frequency with which helpers become frus- 
trated and angry with their clients (7, 19, 49). Even 
victims who initiate the request for assistance and 
shelter and who are provided with resources often 
show a pattern of secrecy, continued protection of the 
assailant, and failure to follow through. It often takes 
four or five separations from an abusive spouse before 
the fantasy of change within the marriage ends and a 
decisive separation occurs (19, 21). 

As Walker (49) pointed out, “І is probable that bat- 
tered women do not accept the helper’s assistance be- 
cause they do not believe it will be effective. This can 
be attributed to the learned helplessness hypothesis in 
which their cognitive set tells them that no one can 
help them.’’ One treatment implication of this learning 
theory is that clinicians may need to view changes in 
behavior and cognitive sets as primary, with the ex- 
pectation that motivational and affective correlates 
will follow. In order to reverse this conditioning for 
helplessness, clinicians must find new ways to moti- 
vate clients to try new behaviors (45). 

Clinicians who work with battered women are aware 
of the temptation to take excessive responsibility for 
the victim’s treatment in the response to her presenta- 
tion of herself as incompetent and unable to help her- 
self. These attempts to ‘‘rescue’’ the victim may lead 
her to shift her dependence from the abusive husband 
to the therapist or agency (57, 64), thus reinforcing her 
passivity and helplessness. Personnel in refuges and 
shelters are especially sensitive to the importance of 
achieving ‘‘a reconceptualization of self from ‘victim’ 
and ‘failure’ to competent, autonomous person” and 
have developed a variety of environmental models in 
which women ‘‘come to define their own acts, to ac- 
cept responsibility for them, and see themselves as ca- 
pable of acting independently" (57). 

Thus the evaluation of battered women must include 
a careful assessment of those intrapsychic and envi- 
ronmental factors which limit or can be mobilized to 
facilitate constructive solutions. Limiting factors may 
be intrapsychic, such as severe depression, passivity, 
or self-blame, or external, such as economic depen- 
dence on the spouse, physical disability, or homicidal 
threats by the husband. Potential resources include 
personal strengths, talents, and capacities, as well as 
concerned family and friends and institutional means 
for economic, legal, educational, and vocational sup- 
port. In describing the direct treatment situation, 
Waites (60) concluded that 


an awareness of external constraints can be helpful in rais- 
ing the self-esteem of the client as well as in helping her 
sort out the extent’ to which her own actions do interact 
with circumstances to keep her in a destructive situation. 
. . . Once reality is acknowledged . . . irrational behavior 
patterris can be examined both from the standpoint of how 
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such patterns were originally acquired and how they may 
be changed. 


Victims’ Needs for Intervention and the Clinician's 
Role & 


Victims have both short- and long-term needs that 
include immediate protection and crisis intervention; 
food, clothing, and shelter; medical, psychiatric, and 
legal interventions; psychotherapy and counseling; 
and the mobilization of resources that support an alter- 
native choice to living with an abusive spouse. The ex- 
tent of these needs will vary according to an individ- 
ual's life circumstances, adaptive capacities, and psy- 
chological status—one client may need all of these 
resources, while another may need few. 

Emergency protectionicrisis intervention. An under- 
standing of the immediate determinants of a call for 
help is crucial to any assessment. Some women come 
to law enforcement or health facilities when the vio- 
lence has escalated to a point where their lives are en- 
dangered. Others come when they are losing control of 
their aggressive impulses toward self, spouse, or chil- 
dren. These are emergencies in which immediate pro- 
tection is imperative. It may be necessary for the clini- 
cian to intervene directly with hospitals, law enforce- 
ment, child protection, and social service agencies, 
and/or emergency shelters. The lack of emergency 
housing for women in crisis has complicated dis- 
position planning enormously (68), and the experi- 
ences of the current shelter movement underscore the 
necessity for a safe milieu in which a woman can begin 
the process of regaining control of her life without 
fear. When emergency protection is not needed early 
in treatment, it may become necessary later, as will be 
discussed in the section on psychotherapy and coun- 
seling issues. Personnel who work with battered wom- . 
en are keenly aware that intervention involves ‘‘antici- 
pating the worst and preparing for it" (64). 

Treatment of mental illness and stress syndromes. 
Diagnosis of any clinical psychopathologic syndrome 
for which a specific treatment modality exists will ob- 
viously enhance the battered woman’s ability to take 
control of her life. Hospitalization is indicated when 
there is acute decompensation or loss of control. I 
have not found hospitalization useful beyond these ur- 
gent needs, perhaps because the hospital environment 
often tends to reinforce helpless and dependent behav- 
ior. As noted earlier, depressive reactions are espe- 
cially prevalent among abused women and respond to 
tricyclic antidepressant treatment. However, clini- 
cians should be aware when prescribing such medica- 
tions of the frequency with which abused women at- 
tempt suicide by drug overdose. 

The stress syndrome that occurs in response to the 
violence itself seems to abate only with removal of the 
threat of violence. The agitation and sleep distur- 
bances have been treated with low doses of anti- 
anxiety agents and antidepressants: However, when 
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there may be dangerous consequences if the woman 
goes to sleep or decreases her vigilance, medication is 
usually ineffective and is contraindicated. 

Psychotherapy and counseling issues. The battered 
woman hał often experienced a lifetime of abuse and 
neglect by significant others and in her contacts with 
medical, social, and criminal justice agencies. She thus 
comes to believe that she deserves such treatment and 
to expect no empathy from clinicians. Her feelings of 
helpless rage, which she may have acted out against 
her children or herself, further intensify her belief that 
she is unworthy or bad. To tell the clinician about the 
spouse's violence or her own frightening impulses is to 
risk yet another confirmation of her harsh self-judg- 
ment. The core issues for psychotherapeutic work, 
then, are the woman's markedly impaired self-esteem, 
emotional isolation, and mistrust. 

There is a complex mythology about wife-beating 
that must be identified and challenged early in the 
treatment of battered women. The victim uses this 
group of beliefs to ‘‘explain’’ the brutality: 

1. The violence is “normal,” a perception seen 
most often in victims who come from violent families 
of origin. 

2. The violence is rationalized: the husband is not 
responsible because he is sick, mentally ill, alcoholic, 
unemployed, or under stress. 

3. The violence is justified: the woman deserves it 
because she is bad, provocative, or challenging. 

4. The violence is controllable: if the woman is 
good, quiet, and compliant, her husband will not abuse 
her. 

These beliefs reinforce the battered woman's 
tenuous denial and protect her husband and her mar- 
riage, at the expense of her self-esteem and autonomy 
and, possibly, her life. They allow her to remain totally 
enslaved while she believes that she is in control. 

In a therapeutic relationship, the battered woman 
becomes aware of the extent of her rage and its rela- 
tionship to her guilt, passivity, and fears of losing con- 
trol. Understandably, this is a crisis point for some 
women, who may require hospitalization or intensive 
outpatient work to support their controls. This is also a 
time when the woman begins to take a more assertive 
position, with tentative plans for employment, voca- 
tional training, education, and termination of the mar- 
riage. Because the woman's behavioral changes may 
lead to escalation of her husband's violent behavior, 
she should not be pushed to move beyond her per- 
ceived ‘‘safe boundaries” in acknowledging her anger 
or confronting her husband. The clinician must assume 
that the woman is accurate in her assessment of her 
controls, the extent of the danger to herself and her 
children, and her husband’s potential for violence. 

This discussion of treament issues has been based 
on the assumptions that the abused woman’s living sit- 


“uation continues to leave her vulnerable to violent 


y 


abuse and that her husband does not think he needs 
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treatment, which are the most common conditions in 
cases of spouse abuse. Treatment options may expand 
if the victim is protected from further violence and/or 
her husband is motivated to seek help. The latter situa- 
tion is more likely to occur when the assailant no long- 
er has access to the victim. Treatment modalities may 
then include couples work, individual or group therapy 
with the abusing spouse, or a shelter for violent hus- 
bands. Our knowledge of these treament options is 
preliminary and beyond the scope of this paper. How- 
ever, some observations on this subject are relevant. 

Commenting on her resezrch with couples therapy, 
Walker (49) noted that battered women are more suc- 
cessful at reversing helplessness when they leave the 
relationship than when they remain with their partners 
and try to change the relationship to a nonbattering 
one. She suggested that before couples therapy can be- 
gin, the symbiotic dependency bonds that have devel- 
oped must be severed by treating the couple as two 
individuals, with a focus on enhancing independent be- 
havior and teaching new communication skills. In a 
study designed to test the hypothesis that treatment 
approaches which encourage ventilation of anger may 
be dangerous, Straus (69) found that increases in ver- 
bal aggression resulted in dramatic increases in phys- 
ical aggression. Thus clinicians must exert caution in 
devising treatment strategies for aggressive clients. 

Identification of life alternatives. Adequate rehabili- 
tative efforts often require information and assistance 
from a variety of community resources with which 
both the battered woman and the clinician may have , 
contact, including 1) medical facilities for reproductive 
control and medical and mental health care, 2) social 
service agencies for financial aid, housing, emergency 
shelter, food stamps, clothing, day care, and child pro- 
tective services, 3) criminal justice agencies for pro- 
tection against further violence, 4) legal aid £or assist- 
ance with warrants, court procedures, and separation 
and divorce agreements, 5) vocational rehabilitation 
programs for financial aid and information about edu- 
cational pursuits, job training, and employment coun- 
seling, and 6) women's groups for information, sup- 
port, and shelter (19, 67). 

Consultation and collaboration. Thus far, the role of 
mental health professionals has been discussed in 
terms of direct services to victims. There is also a 
broad spectrum of consultative roles with other clini- 
cians and agencies and in collaborative efforts to de- 
velop innovative programs. Within the hospital set- 
ting, mental health professionals can use their consul- 
tative and liaison skills tc educate the staff of 
emergency, trauma, and general medical services in 
the identification and assessment of ‘‘silent victims" 
and in the variety of treatment роп and community 
programs. 

Outside of the medical setiing, there is a growing 
need for mental health consultation to criminal justice 
agencies. Appropriate areas for consultatioh include 
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crisis intervention training for law enforcement per- 
sonnel, with emphasis on strategies to de-escalate vio- 
lence and to mediate disputes, and prosecutor and 
court diversion programs that provide victims and of- 
fenders with referrals to helping agencies and special 
treatment facilities (28, 70-72). À newer area for psy- 
chiatric consultation and education is the courtroom. 
Attorneys are increasingly requesting pretrial psychi- 
atric evaluations and consultations in preparing the de- 
fense of the battered wife who kills her husband after 
years of abuse (73). These women usually do not have 
extensive criminal records, and the homicide often re- 
flects the failure of law enforcement personnel and the 
courts to protect such women, especially those who 
are poor and/or minority group members. Psychiatrists 
can help to educate prosecutors, defense attorneys, 
judges, and juries about the social and psychological 
aspects of wife-beating and the context in which a fa- 
tality can occur in the absence of insanity or premedi- 
tation. Through testimony, they can assist in the deter- 
mination of a therapeutic rather than a punitive dis- 
position. 

The widespread development of shelters for abused 
women and their children has given rise to another 
area for mental health consultation. Evaluation serv- 
ices for victims and their children are needed, as are 
programs that focus on unlearning aggressive behavior 
patterns and teaching nonviolent models for relation- 
ships. Shelters are a singularly important therapeutic 
and rehabilitative experience for battered women and 
their children. As Vaughan (56) noted, 


A shelter is not a treatment center, residents are not 


described as clients, battering is not described as a syn- 


drome. . . . In the operation of the house every attempt is 
made to avoid labels that stereotype. A woman at the 
shelter said once, ''It belittles you to admit you're a bat- 
tered woman. I don't like the name. I'd rather be referred 
to as temporarily abused.” 
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Natural History of Male Psychological Health: IX. Empirical 
Evidence for Erikson's Model of the Life Cycle 


BY GEORGE E. VAILLANT, M.D., AND EVA MILOFSKY, M.S. 





The authors examine Erikson's model of the life cycle 
by reviewing two 40-year prospective studies, one of 
392 men from high-crime core-city neighborhoods and 
the other of 94 successful college students. The 
empirically defined developmental stage of each man 
at age 47 and many other facets of each man's life 
course were rated by judges blind to other data. The 
studies identified a well-defined, career consolidation 
stage that falls between Erikson's stages of intimacy 
and generativity. The results support three 
hypotheses. First, the stages of men's life cycle must 
be passed through sequentially; failure to master one 
stage usually precludes mastery of subsequent stages. 
Second, the age at which a given stage is mastered 
varies enormously. Third, the stage attained by middle 
life appears quite independent of childhood social 
class or education, although adult maturation is 
correlated with whether childhood was conducive to 
basic trust, autonomy, and initiative. 


It is evident that purely external causes сап only give 
rise to mechanical motion, that is, to changes in scale or 
quantity, but cannot explain why things differ qualita- 
tively . . . and why one thing changes into another. 


—Mao Tse-Tung (1, p. 26) 


here is no model for conceptualizing developmen- 
tal changes over the lifespan that commands con- 
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sensus. In recent years, however, several studies have 
suggested that the vicissitudes of adult life reflect more 
than external perturbations. Because there have been 
few prospective studies of adult development, models 
have been theoretical (2) or derived from cross- 
sectional (3-6) or retrospective studies (7, 8). The 
most influential of these studies has been Erikson’s 
theoretical model, first described in 1950 in Childhood 
and Society (2). Although this model has had a power- 
ful influence on other work, there have been very 
few studies (9) in which it has been validated em- 
pirically in adults. Investigators working on the two 
longest lived prospective studies of human develop- 
ment (at the Fels Institute, Yellow Springs, Ohio, and 
the University of California Institute of Human Devel- 
opment at Berkeley) have chosen to focus on more 
manageable and more scientifically testable questions 
rather than models of adult development. 

The purpose of this paper is to report early findings 
from two prospective studies of male development 
that empirically support and further illuminate Erik- 
son's inductively derived model of adult development. 
This paper reviews two 40-year prospective studies, 
one of 392 undereducated men from high-crime inner- 
city neighborhoods, and the other of 94 highly edu- 
cated men selected for psychological health during 
their sophomore year at college. 


THE MODIFIED ERIKSONIAN MODEL 


The model we used to test Erikson's view of the 
adult life cycle is portrayed as a spiral in figure 1. 
(Comprehensive reviews of alternative models of adult 
development have been provided elsewhere; see refer- 
ences 4, 10, and 11.) 

The model is basically the same as Erikson's except 
for two changes based on recent work. First, certain 
facets of Erikson's fifth stage, identity versus identity 
diffusion, have been split off and relabeled stage 6a, 
career consolidation versus self-absorption. Second, 
facets of Erikson's seventh stage, generativity versus 
stagnation, have been recategorized as stage 7a, keep- 
ers of the meaning versus rigidity. (The rationale for 
this is described elsewhere; see reference 12). Because 
of the wide use of "stage" by Erikson and others, the 
term has been retained in this paper, but it should be 
recognized that in adult development the use’ of 
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FIGURE 1 


Schematic Diagram of the "Stages" in the Modified Eriksonian Model - 


Sfage 8: integrity 


Keepers of the 
Meaning: Stage 7a 
Stage 7: Generativity 
Career Consolidation: 
Stage 6a 


Stage 5: Identity 


Industry: Stage 4 
Stage 3: Initiative 


Autonomv: Stage 2 





Stage 1: Basic Trust 


‘‘stage’’ is metaphorical and terms like ‘‘developmen- 
tal task” or ‘‘developmental level’? would be more 
correct. 

The implicitly sequential nature of this model was 
summed up by one subject who wrote, ‘‘At 20 to 30, I 
think I learned how to get along with my wife; and at 
30 to 40 I learned how to be a success in my job. At 40 
to 50 I worried less about myself and more about the 
children." : 

In discussing adult development, we will ignore 
Erikson's first three stages (basic trust, autonomy, and 
initiative). Prospective study of the sample we will de- 
Scribe did not begin until the men were in junior high 
school or college, so their struggles to negotiate the 
earliest Eriksonian stages were not observed. Also, 
because the tasks faced by adults are so different from 
a child's, no valid commonsense tests of these stages 
in adulthood seemed possible. 

Stages 4 to 7 in figure 1 were defined in terms rele- 
vant to the available data that would also lend them- 
selves to empirical analysis. Admittedly, by con- 
cretizing Erikson's elegant (if platonic) language, one 
loses much of its cultural universality and clinical 
depth. 

It is obvious that cultural differences alter the tasks 
appropriate to each stage. For example, in cultures 
that do not provide highly trained women with help in 
raising small children, the process of career consoli- 
dation in women will be hampered. In cultures in 
which marital bonding is unimportant or postponed 
until late in life, one would have to devise some mea- 
sure of intimacy other than marriage. After all, over 
the ages marrying for love has been the exception, not 
the rule. 

Stage 4 included men who never fully achieved inde- 
pendence from their family of origin or from institu- 
tional ties. In middle life such men remained depen- 
dent on others and never committed themselves to oc- 
cupational specialization or sustained friendship. Not 
all such men came to psychiatric attention, and several 
had insights into, how far removed their lives were 
from what Erikson called generativity. One man 
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wrote, ‘‘I don't have any stress. I don't get that in- 
volved. By the same token, I don't have any great hap- 
piness."' ; 

Stage 5 included men who had mastered the subordi- 
nate task of adolescence —social, residential, and eco- 
nomic independence for more than 10 years from the 
family of origin. Such independence derives from iden- 
tification and internalization of important childhood 
figures and is not just a praduct of egocentricity and 
running away from home. This subordinate task was 
substituted for Erikson's term ‘‘identity’’ because his 
concept defies empirical definition and includes many 
issues that underlié the later stage of career consoli- 
dation (vide infra). 

Stage 6, intimacy, included men who had achieved 
tasks associated with stage 5 and had lived with anoth- 
er person, other than a relative, in an interdependent 
and intimate fashion for 10 years or more. For almost 
all of the men this person was a wife. We thought it 
obvious that Erikson's original formulation of *‘ mutual 
orgasm’’ asa criterion for intimacy was far too narrow 
and would include many sociopaths while excluding 
some very mature individuals. 

In contrast to Piagetian models that focus primarily 
on cognitive maturation (13, 14), Erikson's psycho- 
social model reflects :he individual's increasing capac- 
ity to relate to an ever-expanding life space of people 
and institutions, Thus in figure 1 the capacity for adult 
intimacy is represented as the dividing line between 
childhood and adulthood. We will present evidence 
that this decision has some scientific legitimacy. 

Stage 6a, career consolidation versus self-absorp- 
tion, included men who, in addition to establishing in- 
terdependence with one individual, had made a clear, 
specialized career identification as measured by occu- 
pational satisfaction, commitment, and skill. Career 
consolidation is often achieved through the fresh inter- 
nalizations of mentors. It involves the transformation 
of preoccupation with self, of the child's hobby, and of 
"seeking the bauble reputation e'en in the cannon's 
mouth’’ into a specialized role valued by both self and 
society. Most summaries of adult development during 
the fourth decade (3, 15, 16) have focused on the pro- 
cess of career consolidation. 

Although the somewhat egocentric passage from ap- 
prentice to master craftsman is an important facet of 
identity, it is rarely achieved until intimacy has been 
mastered. A vivid, if concrete, illustration is Erik 
Homburger, erstwhile teacher and therapist to young 
children, who did not achieve his stable identity of 
Erik Erikson, teacher to and investigator of young 
adults, until he had long since established a stable mar- 
riage. Over the years Erikson puzzled about the place- 
ment of this facet of development (17, 18), and popular 
writers on female development (19, 20) have pointed 
out recently that what Erikson called ''distantiation" 
(which others have called ‘‘self-actualization’’) is in- 
trinsic for adult growth beyond intimacy. However, 
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further psychosocial development may be inhibited to 
the extent that this process excludes care and leads the 
adult into self-absorption—the obverse of career con- 
solidation—or ‘‘excessive self-love based оп a too- 
strenuously self-made personality” (18). 

Stage 7, generativity, included men who, having 
“found themselves" a second time, demonstrated a 
clear capacity for ''care," ''productivity," and ‘‘es- 
' tablishing and guiding the next generation” (Erikson's 
terms). The definition does not mean merely raising 
crops and small children; it involves assuming sus- 
tained responsibility for the growth, well-being, and 
leadership of others. Depending on the opportunities a 
society provides, this can mean serving as consultant, 
guide, mentor, or coach to young adults or to the 
larger society. 


Stage 7a, keepers of the meaning versus rigidity, is ` 


tentatively inserted in the model to account for a phe- 
nomenon that has appeared consistently in the lives of 
the college men, but not until they have achieved gen- 
erativity (12). A 55-year-old subject described the 
Stage succinctly: ‘‘Passing on the torch and exposure 
of civilized values to children has always been of im- 
portance to me, but has increased with each ensuing 
year." 

Since most of the sample are not of an age when this 
phenomenon occurs, stage 7a and Erikson's final stage 
8, integrity versus despair, will not be discussed in the 
empirical part of this paper. In theoretical terms, how- 
ever, stage 7a removes from Erikson's concept of gen- 
erativity the development of those characteristics that 
have less to do with ‘‘care’’ and more to do with ‘‘wis- 
dom” and preservation of culture. During this period 
there is tension between the development of what a 
culture calls wisdom (21) and the increasing rigidity 
(22, 23) that reflects changes in intellectual function of- 
ten seen after middle life. i 

In adult human development, the relative roles of 
biology and environment remain as obscure as they 
are in the evolution of object relations. Obviously, 
mastery of each stage is a complex process that can be 
broken down further. Just as Erikson (17) provides the 
best account of the inner sequences involved in the 
mastery of identity, the substages of intimacy have 


been explicated by Goethals and Klos (24) of career. 


consolidation by Levinson (8), and of wisdom by Clay- 
ton (21). 


THE MODEL AS A SPIRAL 


There are several heuristic advantages to depicting 
.the model as a spiral (figure 1). First, this representa- 
tion underscores that during adult life individuals 
evolve rather than merely grow and that traits and in- 
terests change qualitatively. Second, a spiral conveys 
the concept that with maturational change, unlike the 
transformation of caterpillar to butterfly, past progress 
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is not lost. Third, this depiction suggests that as in 
climbing a spiral staircase, failure to attain one landing 
makes it unlikely that one will attain the next. i 

Finally, the left and right sides of the spiral reflect 
rhythmic changes in malleability of chara¢ter and in- 
traceptiveness that have been observed, at least in our 
culture. By clinical impression—if not by hard data— 
the stages on the left side of the spiral (the *oedipal" 
years, adolescence, middle life, and if judged by vigor- 
ous septuagenarians like Pablo Picasso and William 
Butler Yeats, old age) are times of change and instabil- 
ity. These are times for reworking both ascribed iden- 
tity and conventional morality and for experiencing 
heightened intraceptiveness, afféctive lability, and 
fresh instinctual coriflict (12, 25). They are periods that 
provide excellent copy for serious dramatists and pop- 
ular psychologists. They are also the stages during 
which a person may seem most like a hysteric. 

On the right side of the spiral are represented the 
four stages of autonomy, latency, career consoli- 
dation, and Shakespeare's judge ‘‘with eyes severe 
and beard of formal cut, full of wise saws and modern 
instances.” Clinical impression of individuals during 
these periods indicates preoccupation with the preser- 
vation of sameness and autonomy and with following 
and maintaining rules. These are periods marked by 
relatively less intraception. Individuals are more likely 


‘to be concerned with being and with absorbing, ob- 


serving, and promulgating the traditions of their cul- 
ture than with reworking those traditions. Both drama- 
tist and popular psychologist gloss over these periods, 
during which an individual might seem most like an 
obsessional, 

A spiral model avoids the issue of transitions. Sever- 
al investigators have provided empirical data to sug- 
gest that the ''crisis" aspects of adolescence (26), 
menopause (27), and retirement (28) may have been 
overemphasized. Transitional crises may have more to 
do with individual pathology (e.g., adolescent tur- 
moil), with role changes that are poorly mediated by 
the culture, (e.g., unplanned retirement or promotion), 
and with ‘‘off time” life changes (e.g., widowhood at 
40) than with development per se. The discipline of 
cultural anthropology (29) may teach us more about 
transitions than does developmental psychology. 


RELATION TO OTHER MODELS OF ADULT 
DEVELOPMENT 


The capacity for generativity may involve a higher 
order of ego function that is analogous to, but very 
different from, the capacity for formal operations in 
Piagetian developmental psychology. If this is the 
case, it becomes important to examine differences be- 
tween what Piaget, Loevinger, and Kohlberg call “еро 
maturation" and what is implied by the Eriksonian" 
model. For Piaget (30) and Kohlberg £13, 31) each new 
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stage emerges in an invariant sequence and reflects : 


“better” cognition; its development is only modestly 
dependent on the social environment. Piagetian stages 
. reflect a change in both intellectual capacity and world 
view and ismot affected by commitment. In the Erikso- 
nian model stages are functional, not structural. Pre- 
ordered biological development plays only a facilitative 
role at best. One stage is not necessarily ‘‘better’’ than 
another, and in individual cases the sequence of stages 
may be altered. These stages reflect affective more 
than cognitive integration, and performance rather 
than capacity is most indicative of maturation. Finally, 
Eriksonian stages are enormously vulnerable to social 
and interpersonal influences and depend on identifica- 


tion and commitment rather than on perception and. 


cognition. 

Perhaps the most intriguing source of discrepancy 
between the Piaget-Kohlberg model of moral develop- 
ment and the Eriksonian model of psychosocial devel- 
opment is their different emphases on capacity and 
commitment. Án adolescent may be cognitively aware 
of all the ethical issues of the generative individual 
while lacking the capacity to translate such under- 
standing into sustained behavior (13). 


Erikson’s platonic term ‘‘care’’ includes the сарас- 


ity for empathy and the willingness to accept responsi- 
bility for others while respecting their autonomy. As 
such it is analogous to Loevinger’s mature ‘‘auto- 
nomous stage” of ego development (4), so named be- 
cause the person at this point recognizes the other per- 
son's need for autonomy. In Erikson's model the ma- 
turing individual becomes involved in increasingly 
complex social matrices. For Kohlberg and Loevinger 
maturity is ‘‘the process of reappropriating reality at 
progressively more complex levels of apprehension as 
the structures of thinking expand to encompass the in- 
creasing richness and intricacies of experience” (32). 
So far, so good. However, to characterize maturity 
by Erikson's "virtue" of care runs counter to the view 
that maturity 1s the capacity to be one's own self-ac- 
tualizing man or woman. Thus, Loevinger (4) and 
Kohlberg (13) have both proposed a maturational mod- 
el characterized by an increasing differentiation of self 
from others and a progressive freeing of thought from 
contextual (and social) constraint. However, Kohlberg 
and Loevinger have derived their findings from pencil 
and paper tests, an essentially impersonal context in 
which the hallmark of cognitive maturity becomes, as 
it does for Piaget, the capacity to divorce intellectual 
principle from context. In challenging Kohlberg's con- 
clusion that moral development tends to be more ad- 
vanced in men than women because in women morali- 
ty remains bound to social context, Gilligan (32) sub- 
- stituted for Kohlberg's hypothetical moral dilemmas a 
real-life test to abort a pregnancy. She, like Erikson, 
concludes ‘‘саге then becomes a universal obligation, 
the self-chosen ethic of a post-conventional (mature) 
' judgment."' | 
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To put it another way, at the heart of the adoles- 
cent's quest for identity and the young adult's quest 
for career consolidation is the ethic of responsibility to 
self and separation of one's own efforts at self-determi- 
nation from the seeming constraints of intimacy and 
cloying interdependence. But the pendulum swings to 
and fro. The capacitv for intimate interdependence 
comes after the adolescent has pulled free from depen- 
dence on the family of origin. Similarly, not until the 
young adult has consolidated his own career identity is 
he willing or able once again to subordinate his auton- 
omy to responsibility for others. Indeed, Klerman and 
Levinson (33) suggest that the good administrator 
must first come to terms with the quest for autonomy 
of his or her adolescent children. 


EMPIRICAL TESTS 


Obviously, the model depicted in figure 1 is only 
heuristic. The development of human personality and 
behavior is too plastic, complex, and discontinuous to 
be represented adequately by any model. The purpose 
of this model is to provide a framework for examining 
Erikson's ideas in the context of empirically derived 
data. This paper will make three tests of the model. 

1. If the model cf adult development is conceived as 
open-ended, people will reach a given stage at dif- 
ferent ages. 

2. If the model is to be useful, it should be relatively 
independent of social class and education. 

3. If the model is truly developmental, its stages 
should be sequential. It is not surprising that in our 
culture men are unlikely to achieve stable marriages 
until they have separated themselves from their par- 
ents and are self-supporting. However, the supposi- 
tion in the model that mastery of intimacy is a prereq- 
uisite of career specialization, which in turn is a pre- 
requisite of the capacity to care, would seem to 
contradict modern folk wisdom that career success in- 
terferes with both intimacy and social responsibility. 

The paper will also address a fourth issue: What re- 
lation, if any, does this model of psychosocial develop- 
ment have to ego maturation as reflected by choice of 
defense mechanisms? 


THE STUDIES 
Method 


The college sample consisted cf 94 sophomore men 
selected between 1940 and 1942 for a studv of psycho- 
logical and physical health at a Northeastern liberal 
arts university (12, 34). The men were studied in detail 
in college and have been followed prospectively since 
then with biennial questionnaires. The men were rein- 
terviewed at age 30 (circa 1951) and at age 47 (circa 
1968). е 
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The core-city sample consisted of 392 inner-city 
youths chosen by the Gluecks (35) as control subjects 
in their prospective study of juvenile delinquents. Be- 
tween 1940 and 1945 these men were selected in junior 
high school as nondelinquent. They were matched 
with severely delinquent youths in terms of residence 
in high-crime neighborhoods, ethnicity, and in- 
telligence. At that time these youths and their families 
were studied intensively. The sample was reinter- 
viewed at ages 25 (circa 1955), 32 (circa 1962), and 47 
(circa 1977). 

Early life ratings. Clinicians blind to all post- 
adolescence information rated the men on the basis of 
a search of social service records and interviews with 
the subject, his parents, and his teacher. Raters used 
the scales listed below: 

1. Childhood environmental strengths. This 20- 
point scale, described in detail elsewhere (36), rates 
the men by a clinical judgment of childhood environ- 
mental strengths. Points were assigned for the absence 
of childhood problems with physical, social, and men- 
tal health and for the presence of parental relationships 
and home atmospheres conducive to the ‘‘develop- 
ment of basic trust, autonomy and initiative.” Ratings 
were obtained for both core-city and college samples. 
Interrater reliabilities (3 raters) ranged from .70 to .89. 

2. Childhood environmental weaknesses. This is a 
S0-point scale based on 25 concrete criteria that en- 
compasses the Gluecks' more subjectively defined de- 
linquency prediction scale (35). The scale includes 5 
items reflecting gross lack of family cohesion (e.g., 9 
or more social agency contacts, raised for more than 6 
months apart from both parents); 10 items reflecting 
lack of maternal affection and supervision (e.g., 
mother delinquent, mother mentally retarded, mother 
failed to provide supervision when absent from home, 
multiple observers described maternal aifection as in- 
adequate); and 10 items reflecting inadequate paternal 
supervision and affection (e.g., father alcoholic, delin- 
quent, or cruel to boy, multiple observers described 
paternal affection as inadequate). The scale was used 
only for the core-city sample. Interrater reliability was 
.91 to .94. 

3. IQ. Each core-city subject was given the Wech- 
sler-Bellevue Intelligence Test upon entrance to the 
study. College men received the Army Alpha Scale 
and the Scholastic Aptitude Test. 

4. Stage 4 tasks. This 8-point scale assessed the ex- 
tent to which the core-city subjects at entrance into the 
study had mastered Erikson's fourth stage of indus- 
try —''doing things beside and with others." The boys 
received points for doing regular home chores (1 
point), adjusting well to school academically (2 points, 
controlled for IQ) and socially (1 point), participating 
in extracurricular jobs (1 point) and recreation (1 
point), and making the best of problems at home (2 
points). Interrater reliability was .70 to .91. 

Adulthood ratings. Clinicians blind to all informa- 
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tion collected before subjects reached age 30 rated the 
men, primarily on the basis of the recent semistruc- 
tured 2-hour interview. They used the following ‘six 
scales: i ` 

1. Adult life stage. This rating was made on a 5- 
point scale based on the Eriksonian model (1=less 
than stage 5; 2=stage 5; 3=stage 6; 4=stage 6a; 
5=stage 7). In the clinical assignment of a 47-year-old 
subject to a given stage, raters adhered to the spirit, 
not the letter, of Erikson's model in that the ex- 
ceptional circumstances of a man's full life were taken 
into account. For example, if a man now functioned at 
a lower stage than previously, because of alcoholism 
or physical illness, he was assigned to the highest stage 
achieved. Similarly, a deeply committed Catholic 
priest who became a successful parochial high school 
principal was rated as generative, although he had nev- 
er married. For the college sample this judgment was 
made on the basis of the write-up of a 2-hour interview 
with the men at age 47 that was conducted by a clini- 
cian blind to all other ratings (interrater reliabil- 
ity=.61). For the core-city sample, the rating was the 
consensus judgment of two clinicians who were famil- 
iar with all data about subjects after age 30 (interrater 
reliability not determined). 

2. Health-sickness rating scale (HSRS). This scale 
is described in detail elsewhere (37, 38). The raters 
used 34 case illustrations as guides to place each sub- 
ject on a 100-point continuum that ranged from total 
institutional dependency (rating of 0-25) to no psycho- 
logical dysfunctions and multiple manifestations of 


: positive mental health (rating of 90-100). Interrater re- 


liability for this scale was .89. 

3. Object relations. For the core-city sample, this 
was a 25-point scale summing each individual's rela- 
tive success in accomplishing eight different tasks of 
adult object relations excluding marriage: one task 
each reflected enjoyment of children, family of origin, 
and workmates; three tasks reflected friendship net- 
work; and two tasks reflected participation in group 
activities. A similar 6-point scale for the college 
sample is described elsewhere (34). 

4. Maturity of defenses. This 9-point scale was 
based, for the college sample, on ratings of coping be- 
havior over subjects' adult lives from ages 20 to 35 (12, 
39). For the core-city sample, the assessment was 
based only on à 2-hour interview at age 47. To quantifv 
clinical impressions, the following procedure was ob- 
served: 1-5 points were assigned for the tendency to 


. deploy each of three groups of defenses — mature (sub- 


limation, suppression, anticipation, altruism, and hu- 
mor), neurotic or intermediate (displacement, repres- 
sion, isolation, obsession, and reaction formation), 
and immature (projection, schizoid fantasy, masoch- 
ism, acting-out, hypochondriasis, and neurotic denial/ 
dissociation). It was required that the three ratings 
sum to 8. Relative maturity of overall defensive style 
was estimated by subtracting the rating for immature 
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TABLE 1 
Attrition in Two Studies of Male Psychological Health 
T Sample 
" Core City College 
Status. N % N % 
Original sample* 456 100 102 100 


Available for life stage rating 392 86 94 92 


Dead prior to life stage rating 30 7 6 6 
Alive but withdrew from study 

before interview 19 4 2 2 
Alive but insufficient data for rating 15 3 0 





aFor the core-city sample this number was reduced from 500 by the Gluecks' 

decision not to reinterview men with birthdays after July 1932; for the college 
sample, the number was reduced from 268 by our decision to reinterview a 
randomly selected 50% of the subjects from the college classes (1942-1944). 
Subjects from prior classes had been studied less uniformly. Neither proce- 
dure should introduce bias. 

















TABLE 2 
Comparison of Men Given Life Stage Ratings 
Sample 
Core City College 

Variable (N=392)  (N-94) 
Parents attended high school (%) 33 94 
Parents in social classes I-III (%) 10 93 
Age when childhood assessed (years) 

Mean 14 19 

SD 2 1 
Year of birth 

Mean | 1929 1921 

SD 2 1 
Score on childhood strengths scale (units) 

Mean 9.2 9.4 

SD 4.8 4.6 
IQ 

Mean 95 ~ 125-140 

SD 12 
High school graduate (%) 48 100 
Attended graduate school (%) 1 76 
Social class I or II at age 46 (96) 9 98 
HSRS score less than 70 (%)* 28 20 


3Scores below 70 indicate psychopathology. 


defenses (rating of 1-5) from the rating for mature de- 
fenses (rating of 1-5), giving a 9-point range. 

5. Social class. This 5-point classification, devised 
by Hollingshead and Redlich (40), assigns weights to 
education, residence, and occupation (I=managers 
and professionals with a college degree and living in a 
good suburb; V=unskilled laborers with less than a 
high school education living in a single room). The rat- 
ing was assigned when the men were 47 years old. 

6. Education. This was a 7-point scale (1=some 
graduate school, 2=college graduate, 6—7-9 years of 
schooling, 7=did not reach 7th grade). 


Results 


Attrition and sample characteristics. Although 3 
decades had elapsed between the time the men were 
first studied in adolescence and their interviews in 

' middle life, attritian was modest and unlikely to affect 


А 


=. 











TABLE 3 
Adult Life Stage at Age 47 
Sample 
College Core City 
(N=94) (N=392) 
Adult Life Stage N % N % 





Never fully self-supporting or still not 

living independent of institutional 

setting or family of origin (stage 4) 0 32 8 
Identity: self-supporting, independ- 

ent of family, but unable to achieve 

intimacy (stage 5) 11 12 38 10 
Intimacy: long-lasting interdependent 

relationship but nc stable career 

specialization and skill (stage 6) 13 14 75 19 
Career consolidation: stable career 

specialization but little responsibil- 


ity for others (stage 6a) 31 33 126 32 
Generativity: clear responsibility for 
others (stage 7) 39 41 121 31 





the findings seriously. As table 1 illustrates, enough 
data were obtained on 929€ of the original college 
sample and 86% of the original core-city sample to as- 
sign them adult life stage ratings at age 47. 

Table 2 underscores the fact that the two samples 
were skewed toward opposite ends of the socioeco- 
nomic spectrum and had enormous differences in edu- 
cation and social opportunity. In terms of childhood 
strengths, the two samples received almost identical 
scores. However, the average core-city youth was 
much more likely to have experienced a disorganized 
multiproblem family and/or at least one grossly ne- 
glectful or abusive parent. For the college sample, the 
25 items in the childhood weakness scale were rarely 
applicable. Although the college sample was selected 
for mental health at age 18, at age 47 there was only 
slightly more psychopathology in the core-city sample, 
as reflected by HSRS scores. 

Empirical test of the first two hypotheses. The data 
in table 3 support our first hypothesis, i.e., adult life 
stages were relatively independent of chronological 
age. Only 3096-4095 of these middle-aged men could 
be called generative, and in many respects 1 man in 6 
was still struggling with adolescent issues. 

The results shown in tables 3 and 4 support the sec- 
ond hypothesis, i.e., social class and education were 
only weakly associated with and had an even weaker 
causal relationship to adult maturation as defined by 
this model. The small difference between the core-city 
and the college sample in adult life stage probably can 
be accounted for by the fact that the college sample 
had been preselected in late adolescence for mental 
health and maturity. 

Table 4 suggests that for the core-city men the best 
predictors of maturity (11% of the variance explained) 
were the presence of environmental strengths cf child- 
hood, success at stage 4 tasks (at age 14), and educa- 
tional attainment. When scores for childhood 
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TABLE 4 
Selected Psychosocial Variables in Core-City Men (percents) 
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Adult Life Stage (Age 47) 








Failed at Intimacy Intimacy Career Consolidation — Generativity Strength of 

Variable (N=70) (N=75) (N= 126) (N=121) *Association* 
Important adolescent antecedents 

High stage 4 task rating at age 14 (+2) 13 23 24 37 27 

Absence of childhood environmental ; 

strengths (lowest quarter) 50 25 21 20 |^ 24 

Not a high school graduate 66 56 53 36 .26 
Less important adolescent antecedents 

IQ in top third (7100) ; : 23 28 26 44 

IQ in bottom third (<90) 4 23 30 25 17 

Multiple childhood weaknesses (lowest tenth) 20 il 10 10 11 
Important correlates at age 47 

Uses predominantly *'immature'' defenses 76^ 55 30 & .63 

Ever assigned a psychiatric diagnosis 71° 31 18 14 47 

Social class IV or V 87 72 40 19 ‚54 

HSRS score less than 61 57° 11 0 i 

HSRS greater than 80 2 6 . 29 80 78 

Subjectively content 32> 48 58 88 .47 





àPearson product-moment correlation coefficients of adult life stage rating, with psychosocial variable treated as a continuous rather than a dichotomous 


variable. Correlations greater than .17 are significant (p<.001). 


*Several (595-2096) subjects could not be rated on this variable. Therefore, the N is divided by a denominator less than 70. 


TABLE 5 
Variables Related to Intimacy in Core-City Men (percents) 


Failed at Intimacy 


Variable (N=70) 
Object relations score in bottom fifth 66 
No children or not economically responsible 

for those sired 86 
Income less than $10,000/yezr (bottom fifth) ` 57 
Married less than 10 years 73 
Married 20 years or more 16 


Adult Life Stage (Age 47) 


Intimacy Career Consolidation — Generativity Strength of 
(N=75) (N= 126) (N=121) Association? 
30 17 3 59 
28 19 8 36 
25 8 3 53 
12 4 4 
68 15 86 62 





‘Pearson product-moment correlation coefficients of adult life stage rating, 
variable. Correlations greater than .17 are significant (p<.001). 


strengths and stage 4 tasks were entered first into a 
multiple-regression analysis, IQ and childhood weak- 
nesses made no further contribution to tbe explained 
attained variance in adult life stage (8%). In such an 
analysis, amount of education (seventh grade to gradu- 
ate school) explained only 326 additional variance. The 
number of relatives with. mental illness, alcoholism, 


delinquency, and mental retardation made no inde- © 


pendent contribution. It was both astonishing and en- 
couraging that traumatic events as measured by the 
childhood weakness scale were so weakly correlated 
with subsequent adult development. 

Table 4 also shows that most of the core-city men 
who failed to achieve intimacy by age 47 had at some 
time been called mentally ill, continued to deploy de- 
fensive styles associated with character disorder (and 
adolescence), and had received HSRS scores in- 
dicative of pathology. . 

Correlates of individual adult life stages for core- 
city men. Table 5 presents the variables that best dis- 
tinguished the men who achieved intiniacy from those 
who did not. Although a successful marriage served as 


with psychosocial variable treated as a continuous rather than a dichotomous 


the best empirical gauge of a clinical rating of in- 
timacy, some men who were judged to have attained 
stage 4 or 5 had remained married for decades to wom- 
en for whom they had no respect or affection and had 
sired children they failed to support. The more impor- 
tant finding conveyed in table 5 is that (in this culture 
for men born between 1925 and 1935) failure to marry 
was a predictor of serious impairment in subsequent 
object relations and occupational achievement. This 
Observation lends support to the concept that attaining 
intimacy with one person reflects an important task of 
adult maturation. It also supports the logic of consid- 
ering the mastery of intimacy a precondition for career 
consolidation. The men who mastered career consoli- 
dation showed even more stable marriages and greater 
responsibility for children than tlie men who had mas- 
tered intimacy but had not progressed beyond it. 
Table 6 presents the variables that best distin- 
guished the men who achieved career consolidation 
from those who did not. Not surprisingly, the clinical 
judgment of career consolidation tended to identify up: 
wardly mobile men with highly skilled, well-paid jabs 
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TABLE 6 
Variables Related to Career Consolidation in Core-City Men (percents) 
Adult Life Stage (Age 47). 
Failed at Intimacy Intimacy Career Consolidation Generativity Strength of 

Variable е (N=70) (N=75) (N= 126) (N=12]) Association? 
Incapacity to channel anger into 

work or constructive activity 90° 80 49 14 55 
Four or more years of unemployment 59 - 27 10 4 SI 
Chronic unemployment or four or more 

job changes in past decade 49 29 12 10 38 
Little enjoyment of job 78° 86 50 29 .44 
Social class І-Ш 13 28 60 81 .54 
10 years with the same firm 22 29 49 - 54 .40 
Could identify а ‘‘mentor’’ 4^ 5 21 34 ‚27 
Professional, technician, or skilled craftsman li 17 47 41 п.а 
Income $15,000 or more (top half) 12 33 66 79 53 
Steady promotions 13 12 30 51 42 








"Pearson product-moment correlation coefficients of adult life stage rating, with psychosocial variable treated as a continuous rather than a dichotomous 


variable. Correlations greater than .17 are significant (p.001). 


Several (596-2095) subjects could not be rated on this variable. Therefore, the N is divided by a denominator less than 70. 


TABLE 7 
Variables Related to Generativity in Core-City Men (percents) 








Adult Life Stage (Age 47) 





Failed at Intimacy 

Variable (N=70) 

Still enjoys first marriage 1 

Object relations in top two-fifths 7° 
Regular participation in public service 7 

Enjoys his children 4^ 

Uses predominantly '*mature'' defenses 2» 
Manager or administrator 6 





Intimacy Career Consolidation Generativity Strength of 
(N75) (N= 126) (N=121) Association? 

37 46 78 n.a. 

26 36 72 .59 

13 14 54 39 

39 51 75 45 

10 19 61 .63 

8 10 28 n.a, 


"Pearson product-moment correlation coefficients of adult life stage rating, with psychosocial variable treated as a continucus rather than a dichotomous 


variable. 


"Several (596-2095) subjects with adult life stage ratings could not be rated on this variable. Therefore, the N is divided by a denominator less than 70. 


who tended to remain with the same employer. Such 
men were also far more likely to enjoy their jobs and to 
identify a mentor who had affected their occupational 
lives. Although the entry of the core-city men into the 
labor force was not delayed by graduate school, career 
consolidation and the acquisition of mentors usually 
did not occur until these subjects were in their late 20s 
.or early 30s. . 

A quite unanticipated and interesting finding was 
that the men who mastered career consolidation were 
far more likely to report constructive means of chan- 
neling their anger into work or play. Men who were 
still at stage 5 or 6 denied or avoided expression of 
anger or resorted to temper outbursts, projection, or 
binge drinking. (In determining this rating, bellig- 
erence directly related to alcoholism was excluded.) 

Table 7 lists the criteria that best differentiated core- 
city generative versus nongenerative men. Since the 
overriding factor governing the clinical decision to 
place a man in this stage (stage 7) was his assumption 
of responsibility for other adults, it was not surprising 
that managers and administrators tended to be classi- 
‘fied.as generative..Of much greater interest was the 


variety of criteria reflecting caring, moral, or mature 
behaviors that distinguished generative men. The 
strong association of generativitv with social service 
remained when income was held constant. 

Empirical tests of the third hypothesis. In table 8 we 
have attempted to summarize supporting data for Erik- 
son's contention that the developmental tasks of adult 
life must be mastered sequentially. The table examines 
the men clinically assigned to each stage in terms of 
their likelihood of having mastered objective tasks 
relevant to every other stage. We found that only 14 of 
the 70 men whom clinicians rated as unable to achieve 
intimacy with one person ever made a stable job com- 
mitment, and only 2 mastered the tasks associated 
with generativity. Conversely, almost all of the 121 
men who were called generative on the basis of being 
managers or caring for others had also mastered most 
of the arbitrary tasks reflecting stable career and stable 
marriage. Most convincing, perhaps, was the fact that 
94% of the 126 men who were judged to have consoli- 
dated careers had also mastered —almost always at an 
earlier period in their lives—the arbitrary task of 
staying married (in spirit as well as in letter) to another 
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TABLE 8 
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Core-City Men's Mastery of Objectivé Tasks Reflecting Clinical Assessment of Adult Life Stage 





Adult Life Stage (Age 47) 








Failed at Intimacy Intimacy Career Consolidation Generativity 

__  (N770) (N=75) (N=126) * (N=121) 
Tasks Achieved N % % N % N % 
Two or more stage 6* 12 17 69 92 119 `> %4 116 9 
Three or more stage 6a” 14 20 24 32 86 68 107 8i 
Two or more stage 7° 2 3 15 28 22 85 т 





"Tasks were 1) married !/s of adult life, 2) object relations not in bottom fifth, 3) financially responsible for any children sired. 
"Tasks were 1) not more than 1 year of unemployment, 2) likes his job, 3) steady job improvement over past 2 decades, 4) same employer for 10 years, 5) has n 


had four or more jobs or been chronically unemployed in last decade. 


Tasks were 1) enjoys adolescent children, 2) participates in volunteer activities, 3) object relations in top two-fifths. 


TABLE 9 


Percent of College Men Manifesting Variables Theoretically Related to Psychosocial Maturity 





Adult Life Stage (Age 47) 





Intimacy or 





Failed at Intimacy Career Consolidation Generativity Strength of 

Variable (N-11) (N=44) (N=39) Association? 
Ego function 

Predominant use of immature defenses (age 20-35) 56 7 0 i 

Predominant use of mature defenses (age 20-25) 18 57 64 50 

HSRS score less than 60 (age 47) 36 2 0 

HSRS score above 80 (age 47) 0 11 71 0 
Psychosocial maturity 

Many childhood environmental 

strengths (age 1-18) 27. 55 49 11 

Many vignettes of self-doubt, pessimism, 

dependence, and passivity (age 20-47) 73 18 5 46 

Many vignettes of aggressive behavior (age 20-47) 0 23 33 31 

Dominated by mother in adult life (age 20-30) 64 14 3 n.a. 

Continued enjoyment of first 

marriage (age 47) 0 23 41 44 

Significant voluntary participation in . 

public service (age 47) 27 43 62 25 

Subjective happiness (age 47) 0 36 41 45 

Close to his children during their 

adolescence (age 55) 9 68 85 41 





*Pearson product-moment correlation coefficients of adult life stage rating, with the psychosocial variable treated as continuous rather than dichotomous 


Correlations greater than .24 are significant (p<.01). 


person for a long period of time. When we examined 
the exceptions in the table, we found many could be 
easily explained. For example, a man who was gener- 
ative at age 35 became subsequently chronically unem- 
ployed because of illness, and a stage 5 man, terrified 
of going to jail for not paying alimony, preserved an 
agonizing marriage for 20 years by sleeping in a sepa- 
rate bedroom. 

. Defensive style and adult life stages (college men). 
Evidence has been reported elsewhere that as they 
grew older, the college sample used progressively 
more mature defenses (12, 39). Tables 4 and 7 suggest 
that for the core-city sample, maturity of defenses was 
strongly associated with adult life stage. There was a 
strong association between immature defenses (e.g., 
projection, passive aggression, and acting out) and re- 
maining at stage 5, and between mature defenses (e.g., 
altruism, suppression, anticipation, and sublimation) 
and generativity. Since for the core-city men ratings of 


defensive style and adult life stage were not always 
made by independent raters, we have provided a more 
rigorous test of this association in table 9. Ratings ol 
the college men's defensive style before age 36 were 
made by a rater blind to their Eriksonian rating who 
used the same rating scheme used for the core-city 
men. Ratings of adult life stage were made by a rater 
provided only with data from the semistructured inter- 
view conducted when subjects were 47 years old (12). 
In the college men maturity of defenses rated before 
age 35 correlated with adult life stage at age 47 (r=.50). 

The contrast of the stage 5 with stage 7 college mer 
(table 9) is very similar to the contrast of the core-city 
men in table 7. In more general terms, although the 
number of college men who failed to achieve intimacy 
was too small for extensive analysis (N=11), it was 
striking that the blindly assessed childhoods of the 
stage 5 men were less conducive to developing basic 
trust, autonomy, and initiative than- were those of the 
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39 generative men. In adult life, as predicted by Erik- 
son's model, the stage 5 men manifested more inde- 
pendently identified vignettes suggestive of basic mis- 
trust and many fewer vignettes of initiative. Finally, as 
young adults they had not freed themselves нош та- 
ternal domination. 


DISCUSSION: THE STUDIES AND THE MODEL 


Since the concept of stages of adult development is 
at best an oversimplification and at worst merely a 
heuristic device, sevéral limitations must be acknowl- 
edged. 

First, it is no accident that the prospective study of 
human development began with measurements of the 
most concrete variables (height and weight in children) 
and proceeded to other relatively objective phenome- 
na, such as epiphyseal closure, puberty, and dentition. 
Only later did investigators study simple intellectual 
development; only now. are they charting in children 
the more abstract processes of cognitive, moral, and 
ego development. The science of adult development is 
in the earliest stage. Like our concepts of humor, crea- 
tivity, and schizophrenia, precise definition is impos- 
sible and indirect measurement is the best that we can 
hope for at this point. Thus, the ratings of adult life 
stage share the unreliability inberent in clinical diagno- 
sis. A logical next step will be to refine definitions and 
increase interrater reliability. 

. Second, developmental stages are a biological con- 
cept most relevant to embryology. The concept of bio- 
logical development remains relevant for childreri be- 
cause the brain continues to develop in a preordered 
fashion over the first two decades of life, and the gen- 
ital anlage continue to develop over the second dec- 
ade. In postpubertal humans only a few further devel- 
opmental changes in the central nervous system cari be 
identified. Myelinization in the cortical areas of asso- 
ciation may well progress into the fifth decade (41). As 
adults age, there are predictable changes in stage IV 
and REM sleep (42) and in slow waves in the EEG 
(43). At puberty and menopause predictable shifts oc- 
cur in sex hormones that are known to affect cerebral 
function. Over the adult life span the symptoms of 
drug-induced parkinsonism change as does MAO con- 
centration in the globus pallidum (44). Finally, be- 
tween age 20 and age 50 measures of ‘‘crystallized’’ 
intelligence may improve and ''fluid"' intelligence may 
decline, producing predictable, if imperféctly mea- 
sured, changes in cognition (22). However, there is no 
evidence that these endogenous changes play a greater 
role than culture or human КОНАРЕ in determin- 
* ing adult development. . 

The more that sustained social and historical events 
impinge on the life of an individual, the more complex, 
heterogeneous, and less predictable that individual's 

Gevelopment becomes (45). In extreme cases, culture 
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and early childhood environment can override even 
the clearest examples of biological preordering. For 
example, in the Borana Galla tribe of Africa, a child 
may be retired or made an elder at birth (46): Also, as 
Money and Ehrhardt (47) have demonstrated, in al- 
most every facet of adult sexual behavior the gender in 
which a child is reared can override his or her geno- 
type. 

Third, the Eriksonian model is culture-bound. For 
thé model to be relevant; many variables in the envi- 
ronment must be held constant. The culture must be 
one in which individualism is highly regarded and the 
social order is relatively unpatterned by arranged mar- 
riage, prejudice, and economic necessity. In instances 
when caste and culturally dictated roles govern indi- 
vidual development, the model becomes less relevant 
(48). The best historical confirmation of this model is 
found in individualistic, economically favored so- 
cieties, e.g., Shakespeare's description in As You Like 
It of the ages of man in Renaissance Italy (or Eliza- 
bethan England) and the Wisdom of Solon describing 
Greece in the 7th century B.C. (8). The model can be 
applied easily to women only when the culture has giv- 
en them the same prerogatives as men (49). 

In view of these limitations, the term ‘‘developmen- 
tal task” (50) becomes more appropriate than ‘‘devel- 
opmental stage.’’ Thus in assessing adult development 
we have described certain tasks, the mastery of which 
correlated with, and perhaps facilitated, mastery of 
subsequent and theoretically more mature tasks. How- 
ever, it is obvious that these tasks convev only the crud- 
est approximation of adult development. Life is not 
painted in primary colors, nor is it mastered by task 
completion. Measuring intimacy by the length of an 
adult’s married life is as preposterous as measuring a 
two-year-old’s struggle for autonomy by his frequency 
of saying “no.” Adult development consists of emerg- 
ing capacities and commitments, and defining develop- 
mental level by a laundry list of divergent tasks rather 
than a psychometrically refined instrument or by pre- 
cise clinical signs and symptoms is less than ideal. Al- 
ternative strategies, however, are limited. The clumsi- 
ness of diagnosis by behavior is well recognized, but 
after 50 years of trying to measure mental illness clini- 
cally and psychometrically we now have DSM-III, 
wherein selected behaviors ere substituted for test 
scores and clinical judgment. A logical next step must ' 
be to chart by prospective study the sequential emer- 
gence of such tasks in the lives of men and women. 


CONCLUSIONS 


We have attempted to determine whether statistical 
ordering of prospectively gathered eoncrete data about 
human behavior over the adult life span confirms Erik- 
son's model of adult development. 

Our findings support the hypothesis that adult matu- 
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ration is open-ended. The development of psycho- 
social maturity is no more a foregone conclusion than 
is the development of Piagetian formal operations. In 
contrast to Levinson's retrospective investigation (8), 
we found no fixed chronological age at which inter- 
persoríal or occupational competence was established. 
Just as some adults never achieve postpubertal inter- 
est in the opposite sex, progression through the stages 
of adult development outlined in this paper can halt at 
any point. In both instances, environment, culture, or 
biology each can be a necessary and sufficient cause. 

There is also the distinct possibility that the innate 
capacity for object relations varies on a continuum, as 
does musical talent or the capacity to do abstract 
mathematics (39), a hypothesis consistent with the 
concept of the schizophrenic diathesis. Indeed, schiz- 
ophrenia—which spares all the developmental func- 
tions associated with Piagetian cognitive maturation 
and interferes with all those associated with psycho- 
social maturation —provides an arena in which to be- 
gin teasing apart Eriksonian and Piagetian concepts of 
maturation. 

Our second conclusion is that adult development is 
not enormously influenced by education and privilege 
and that age-graded influences diminish as develop- 
ment unfolds (45). A common fear is that fools can be- 
come leaders by virtue of IQ, upper-class family back- 
ground, and advanced educational opportunities—and 


that ‘‘poor-testing’’ blue-collar high school dropouts . 


are doomed to assembly lines and anomie. Long-term 
follow-up demonstrates that these patterns do not al- 
ways hold. Of course, entering adult life as a white 
American male in the 1940-1960 economic climate fa- 
cilitated the chance for unfettered emotional growth in 
both samples. That culturé can override endogenous 
developmental change has already been conceded; the 
point is simply that Erikson’s model may be more so- 
cially egalitarian than is sometimes assumed.  . 

The third empirical outcome of the study is support 
for Erikson’s extraordinary generalization, ‘‘The hu- 
man personality, in principle, develops according to 
steps predetermined in the growing person's readiness 
to be driven toward, to be aware of, and to interact 
with a widening social radius'' (2, p. 270). In both the 
core-city and the college men the correlates of gener- 
ativity were closeness to adolescent children, assump- 
tion of managerial responsibilities, enjoyment of one's 
first marriage, voluntary public service, and use of ma- 
ture ego mechanisms like suppression, altruism, and 
anticipation. In harvesting data from the Berkeley 
studies of human development, Haan (25) and Block 
(51) both concluded that their subjects at middle age 
when compared to themselves at age 30 had become 
more sympathetic and productive, "better able and 
more willing to interact with others, generously and 
dependably.” In viewing deans, politicians, and busi- 
ness magnates as the products of crass ambition and 
infantile narcissism, we ignore the ego skills that an 
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individual must have in order to assume responsibility 
for groups of other adults. 

The final conclusion derived from our empirical 
tests of Erikson's developmental model concerns ego 
maturation and renders our findings more amalogous to 
those of Kohlberg and Loevinger. The fact that the 
adaptive style was so highly correlated with adult life 
stage suggests that maturation of a broader range of 
ego functions may be involved rather than just capac- 
ity for object relations. In an earlier study it was found 
that the use of immature defenses by the college men 
decreased with the passage of time (12). In this study 
when chronological age was held constant (ages 20-35 
for the college men and age 47 for the core-city men), 
immature defenses decreased as adult life stage ad- 
vanced. Mature defenses were rare in the core-city 
men until they mastered the tasks related to gener- 
ativity. Among the 47-year-old college men, pre- 
dominantly mature defenses were used by none of the 
stage 5 men, 31% of stage 6 men, and 67% of stage 7 
men. | 

The key to understanding the sequential nature of : 
adult development may lie in appreciating both the rel- 
ative complexity and the inner threat of the tasks and 
commitments to be mastered. Twin anxieties of young 
adulthood are: How can I commit myself to one per- 
son or to one job without sacrificing autonomy? Older 
adults may watch this struggle with the same benevo- 
lent familiaritv felt by young adults watching 13-year- 
olds wrestle with their apprehensions about the oppo- 
site sex. The developmental processes that resolve 
such anxieties will not be as predictable as those of 
embryology or as easily studied in the laboratory as 
those for cognition, but it is hard to conceptualize such 
phenomena in other than developmental terms. At the 
same time, there will always be exceptions to a fixed 
developmental sequence. Individuals with a strong re- 
ligious or artistic orientation are especially likely to ex- 
hibit atypical development. 

Two final questions cry out for answers. First, how 
does the model described in this paper pertain to wom- 
en? Second, what is the distinction, if any, between 
maturity and mental health? Elaboration of either 
question would require a separate paper and fresh 
data. 

In order to wrestle Erikson’s ineffable concepts of 
adult growth and development into the computer we 
employed the strategy of viewing development as a set . 
of task completions. However, biology is process, not 
task completion. Intimacy is not achieved once and for 
all, and the seeds of love must be eternally resown.' 
Career consolidation without continued productivity 
leads to rigidity and stagnation. More than any other 
task, care reilects process —process that must be relin- 
quished eventually, even as the distantiation and re- 
nunciation of advancing age become linked with the 
capacity for wisdom. Therefore, it seems appropriate- 
to close with Erikson's warning, Я 


LET 
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10. 


11. 


12. 


13. 


14. 


15. 


The assumption that on each stage a goodness is 
achieved which is impervious to new inner conflicts and to 
changing conditions is, I believe, a projection . . . of that 
success ideology which can so dangerously pervade our 
private and public daydreams and can make us inept in 
heightened struggle for a meaningful existence continu- 
ously, even as the body's metabolism copes with decay. 
Q, p. 274) 
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The Psychological Organization of Depression 


BY SILVANO ARIETI, M.D., AND JULES R. BEMPORAD, M.D. 





On the basis of the intensive psychotherapy of about 
40 depressed patients over the course of two decades, 
the authors describe three premorbid types of 
depressive personality: 1) one based on a "dominant 
-other’’ relationship, 2) one based on a “dominant 
goal,” and 3) one that is a form of character structure 
or personality disorder. They also describe typical 
childhood experiences of depressive adults and 
discuss their theory of the nature of depression as a 
human experience. They characterize depression as a 
limitation of alternate ways of thinking and as self- 
inhibition from new experiences. 





large majority of current publications on depres- 
A sion have emphasized only the biological ap- 
proach to this syndrome. Although appreciative of the 
contribution of biochemical hypotheses to the etiology 
of depression and the efficacy of organic treatments on 
some aspects of the depressive syndrome, we hold the 
view that psychological mechanisms, which have re- 
cently suffered neglect, remain important to the under- 
standing and treatment of affective disorders. In this 
paper we will attempt to 1) propose a typology of dif- 
ferent forms of depression encountered in daily prac- 
tice, 2) suggest psychodynamic formulations regarding 
the development of depression as well as some child- 
hood events that appear to predispose to depression in 
adult life, and 3) describe a psychological theorv of the 
nature of depression as a human experience. 

We have based our findings on the intensive psycho- 
therapy of about 40 depressed patients over the course 
of the past two decades. We realize that our con- 
clusions may be the result of subjective impressions 
because we have not used objective criteria scales or 
blind raters, which would have led to more rigorous 
data. On the other hand, we firmly believe that the 
knowledge gained through intensive therapeutic con- 
tact with an individual over the course of years is diffi- 
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cult to duplicate through more objective methods. Leff 
and associates (1) came to similar conclusions, stating 
that only after an extensive period of therapy could the 
depressed patients whom they studied be understood 
fully and that initial interviewing did not reveal the 
core conflicts or precipitating events involved. We 
have also not reported a control group because we be- 
lieve that our nondepressed patients served to dif- 
ferentiate those elements found in depressive patients 
from those found in individuals who had other com- 
plaints and diagnoses. 


PREMORBID TYPES OF DEPRESSIVE 
PERSONALITY 


Depression occurs clinically in a variety of situa- 
tions and in a variety of individuals. However, despite 
superficial heterogeneity, a limited number of basic 
underlying patterns emerge from the myriad instances 
of depression encountered in clinical practice. As has 
been pointed out by Rado (2), Jacobson (3), and oth- 
ers, the vulnerability to acute episodes of depression 
appears to be a result of the individual's relying to a 
dangerous extent on external supports to maintain 
self-esteem as well as avenues of meaning and gratifi- 
cation. Predisposed individuals have evolved patterns 
of living and interpersonal modes that require for opti- 
mal functioning a continued relationship with an es- 
teemed other, a specific role in an organization, or the 
pursuit of a dominant goal. During psychotherapy it is 
not difficult to discover that these patterns of living 
and interpersonal modes are based on preexisting ide- 
ology or cognitive belief systems, mostly unconscious, 
that have been gradually organized in the patient's life 
(4, 5). 

These patterns culminate in a needed sense of self 
that the depressive person acutely requires for mainte- 
nance of well-being. When this sense of self is threat- 
ened by the irrevocable loss of another person who 
had pathologically supplied self-esteem, or when the 
individual realizes that some desired goal on which 
this sense of self was constructed is hopelessly unat- 
tainable, clinical depression often ensues. 

The first form of predisposition to depression is 
based оп a ‘‘dominant other" type of ideology and 
relationship. In individuals belonging to this group, an 
esteemed other is relied on to bestow meaning, allow” 
gratification, and maintain self-esteem (6). They do not 
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experience satisfaction directly from effort but only 
through an intermediary, who either gives or with- 
holds rewards. They have formed an imagined agree- 
ment with the important other that may be called a 
“bargain relationship" (7), in which the individual for- 
goes the independent derivation of gratification in re- 
turn for the continued nurturance and support of the 
esteemed other. This pattern of relating was initiated 
by the parent during the childhood of the pre- 
depressive individual, but in later life the- individual 
will reinstitute similar relationships in a transferential 
manner. Other characteristics of this type of depres- 
sive personality are clingingness, passivity, manipula- 
tiveness, and avoidance of anger. These character 
traits may be seen as means by which the individual 
attempts to extract support from the needed other as 
well as to ensure continuation of the relationship. An 
example of this type of depressive personality is Ms. 
A. 


Case 1. Ms. A was a 28-year-old nurse who came for treat- 
ment with a moderate depressive reaction following her hus- 
band's disclosure that he had found another woman and was 
considering separating from her. Ms. A had been married for 
seven years and had been working at a job she disliked (often 
working nights) to put her husband through school and to 
earn enough for a down payment on a home. Despite her 
obvious self-sacrifice on her spouse's behalf, she was not 
angry at him but blamed herself for his infidelity, stating that 
her working nights had caused him to become lonely. 

During the course of therapy, it became clear that she had 
evolved a lifestyle of diligent work and obedience to obtain 
praise and support from her husband. This pattern of relating 
to others had been established in childhood, when she as- 
sumed a caretaker role for her younger siblings in the hope of 
obtaining the love of her mother, which she never felt she 
really accomplished. As hard as she tried, her mother de- 
manded more and rarely gave praise. Her father was a with- 
drawn, disillusioned man who seemed to have been psycho- 
logically absent from the family. In her teens, the patient 
learned that her mother's pregnancy with the patient was un- 
expected and forced the father to quit college and settle into 
a life that did not meet his aspirations. It seemed that both 
parents resented her presence because of her untimely birth. 
They never praised her creative endeavors or appearance 
but appeared to acknowledge only the help she provided at 
home. She was sent to a girl's parochial school that rein- 
forced her family's work ethic and limited her contact with 
boys. In her teens she spontaneously took up the guitar and 
showed such talent that she was asked to play in coffee 
houses. Her father immediately put an end to this activity, 
claiming it was sinful and frivolous. 

Contact with boys was infrequent and plagued with guilt 
and insecurity. Shortly after graduating from high school 
Ms. A married Mr. A, an older man whom she perceived as 
worldly, sophisticated, and generally superior to her. During 

their marriage she developed essentially no extramarital in- 
' terests, having little time between working full-time and 
tending to household chores. She derived her satisfaction, 
indeed meaning, from pleasing her husband and being a mod- 
"el housewife and provider. She had little sense of self apart 
from her relationship with her husband and could not con- 
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ceive of living without him. After his confession of infidelitv 
and his threat of leaving. she felt that he was correct because 
she had failed him and that the other woman was probablv 
superior to herself. She also experienced a sense of agitation 
and hopelessness for her life. She saw no purpose in living 
without her husbard and contemplated suicide. She confided 
these destructive wishes to a coworker, who immediately re- 
ferred her for therapy. 


The majority of patients with this form of depressive 
personality are women. This is not surprising because 
in our culture women are trained to suppress their po- 
tential for autonomous derivation of meaning and to 
gain their sense of worth from reflected praise from 
others rather than directly by independent effort (8). A 
variant of the ‘‘dominant other" type that is more 
common in men is found in cases where the needed 
relationship is not to another human individual but to 
an organization or institution. 

A second form of depressive personality organiza- 
tion may be called. the ‘‘dominant goal’’ type. These 
individuals invest their self-esteem in the achievement 
of some lofty goal and shun znv other activities as pos- 
sibly diverting them from this quest. Originally, 
achievement was rewarded by the parents, and so high 
marks or some outstanding performance was sought as 
a way to ensure support and acceptance. In time, the 
individual selects some fantastic goal for himself 
which he then pursues fanatically, apparently for its 
own sake. However, closer scrutiny reveals that the 
achievement of this goal is burdened with surplus 
meaning. The individual believes that the goal will 
transform his life and, possibly, himself. Attaining his 
desired objective will mean that others will treat him in 
a special way or that he will finally be valued by oth- 
ers. Just as the ‘‘dominant other” type of depressive 
individual uses fantasies of the relationship to derive a 
feeling of worth, the ‘‘dominant goal’’ type of depres- 
sive individual obtains meaning and esteem from fan- 
tasies about obtaining his objective. Both types also 
use these fantasies to eschew gratification or meaning 
from other activities in everyday life. In contrast to the 
"dominant other” type, this form of depressive per- 
sonality is usually seclusive, arrogant, and often ob- 
sessive. In addition, this form of personality organiza- 
tion is most commonly found in men. An illustration of 
this type of depressive personality is Mr. B. 


Case 2. Mr. B was a middle-aged research scientist who 
came for treatment complaining of a lack of interest in his 
work, a sense of futility in all of his activities, difficulty 
sleeping, fatigue, various psychosomatic complaints of re- 
cent origin, and a subjective feeling of depression. The vari- 
ous symptoms had developed over the previous two years 
after he had not received a specific position that he greatly 
desired. It became clear that his depressive episodé was not 
simply a response to missing out on thé coveted job but that 
his failure to obtain the position signaled to him that his ca- 
reer plans, which were meticulous, had been thwarted for- 
ever. He spoke of great aspirations of being awarded spec- 
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tacular prizes and becoming director of a prestigious re- 
search institution. His being passed over for the job forced 
him to realize that he might never achieve his goals. 

This man was obsessed with his work, putting in extraor- 
dinarily long hours (although he did not particularly enjoy 
what he did) and being so driven that some colleagues re- 
fused to collaborate on projects with him. His marriage was, 
at best, a disaster. He expected his wife to plan her life 
around his work and expected special treatment from her 
because of the alleged importance of his work. He had no 
hobbies or interests but was consumed with fantasies of his 
glorious future, when everyone would respect him and treat 
him with deference. . 

He was raised by parents who were poor and centered 
their hopes for upward mobility on their children. The pa- 
tient's two siblings were also driven professionals. In his 
childhood, he had been made to understand, that he had a 
special mission in life and that the pursuit of excellence (and 
prestige) was to be his way of repaying his parents for the 
sacrifices they endured to send him to the best schools, etc. 
Pursuits that were not "productive" were forbidden. The 
belief in this messianic role-was further fostered by the local 
minister, who took the patient under his tutelage and, im- 
pressed by the boy’s willingness to work and learn, also 
painted a glorious picture of his future if he applied himself. 
Eventually, Mr. B lived only for this great goal that, once 
obtained, would bring all sorts of gratification and meaning. 
The remote possibility that he might simply remain a re- 

_spected but not extraordinary scientist so discouraged him 
that he no longer found meaning in his activities. The goal 
and its quest were his motivation for being. 


The two types of depression illustrated by Ms. A 
and Mr. B should not be considered ‘‘reactive’’ in the 
usual sense of the word. If the external events were 
decisively important, it is because they acted as a total 
life experience and because the patient integrated 
them in a particular way. When a specific precipitating 
event exists and is likely to be of the greatest impor- 
tance, we can recognize that it is so because it had a 
special meaning for the patient and consequently as- 
sumed pathogenetic power. Thus the environment and 
the patient both contribute to the transformation of the 
event into a cause: the environment, by offering the 
contingency of the event; the patient, by attributing 
either consciously or unconsciously a special meaning 
to the event. 

A third type of depression occurs that cannot be rec- 
ognized as episodic or recurrent but is a form of chron- 
ic character structure or personality. In patients with 
this disorder, depression appears to be a constant 
mode of feeling lurking, in the background during 
everyday life. This third type differs from the previous 
two in that the individual is not able to ward off clinical 
depression by either a mode of relating or a fantasized 
goal. Individuals with this type of depression inhibit 


any form. of gratification because of strongly held ta- ` „г anxiety was when she was working. 


boos that were instilled by their families and culture. 
They suffer from a chronic, mild sense of futility and 
hopelessness, which results from a lack of in- 
volvement in everyday activities. There is also a sense 
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of emptiness because they do not develop deep rela- 
tionships for fear of being exploited or rejected. At 
times, some will use alcohol or drugs to momentarily 
relieve their dysphoria, but usually they are too pride- 


. ful or moralistic to take even these steps Ф ease their 


suffering. Other characteristics of this type include hy- 
pochondriasis, pettiness in interpersonal relationships, 
and a harsh critical attitude toward themselves and 
others. Most falsely believe that their every move is 
carefully watched by others. 

Individuals with this type of depression experience 
episodes of clinical depression when some event 
forces them to reevaluate their mode of existence. 
They then perceive their lives as barren or devoid of 
satisfaction but also believe that they are incapable of 
changing. They feel caught in a way of life that has 
revealed itself as meaningless. This act of reevaluation 
may be provoked by a trivial external event that has 
profound subjective significance. From the point of 
view of an external observer, the depression appears 
to have been precipitated by changes in the daily life of 
the individual. This type is equally frequent among 
men and women. An example of this type of depres- 
sive personality is Ms. C. 


Case 3. Ms. C was a middle-aged, single woman who 
sought treatment after she became increasingly depressed, 
tired, and anxious. She had experienced periodic episodes of 
depression for 10 years, occasionally seeking treatment but 
not sticking to it. She could describe no precipitating event 
but merely complained that she saw less and less purpose in 
living and found that.nothing offered her any gratification. 
Furthermore, she saw no prospect of being able to alter her 
situation; any attempt at adding some sort of enjoyable activ- 
ity was clouded by guilt and anxiety. Her one area of gratifi- 
cation had been her work and she had successfully risen to 
an important position in her field, but this also had become 
meaningless and empty. 

This woman's weekly routine was to work late, then go 
home and replay the day's events in her mind, looking for 
things she had done for which she could criticize herself. 
Then she would prepare for the next day. She spent Satur- 
days running errands and doing household chores. On Sun- 
days she would call her parents and listen to her family com- 
plain about how miserable and sick they were, which would 
leave her feeling guilty for the day..In the afternoon she 
would go for a walk or to a movie and in the evening prepare 
for the next work week. 

She was afraid of men because relationships with them 
might lead to sexual encounters, which she perceived as sin- 
ful. She did attend a few dinner parties related to her work 
but always felt anxious because she believed she was spend- 
ing her time in an unproductive manner. As a youngster she 


‚ had shown considerable promise as an artist but never pur- 


sued painting because she considered this activity a wasteful 
indulgence. As an adult, the only time she felt free from guilt 


This woman was aware of the irrational anhedonia of her 
way of life, yet she felt powerless to cbange her mode of 
being. Throughout her childhood she had been indoctrinated ' 
with a stern morality that the world was a sinful place and that 
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work and obedience to God were the only salvation. She was 
no longer religious but still adhered to the dictates of her 
earlier years. As she herself recalled in therapy, she really 
never had a childhood. She went from infancy to adulthood, 
becoming precociously responsible and serious. The atmo- 
sphere at h@me while she was growing up was somber and 
serious. Frivolity or exuberance were never permitted; on- 
ly work and effort were allowed. When she went to col- 
lege and encountered a totally different set of values she ex- 
perienced a sense of confusion and tormented herself over 
the possibility that she was losing her moral fiber, a conflict 
that almost led her to suicide. She resolved these difficulties 
by isolating herself and concentrating only on her work, a 
mode of life that continued until she came for therapy. 


These three forms of depressive personalities differ 
in superficial characteristics but have basic features in 
common. The individuals share similar distorted bė- 
liefs about themselves and others that guide their be- 
havior. For example, they all share anxiety over the 
direct attainment of pleasure, they all fear that sponta- 
neous activity will result in rejection or criticism from 
others, they overvalue the opinions of others, and they 
overestimate their own effects on the inner lives of 
others. Most significantly, overwhelming inhibition 
prevents the development of alternate modes of attain- 
ing meaning from activity. 

All three forms of depression described above are 
reactive to a series of life stresses that, however, are 
interpreted in a particular manner by the individual. 
To the external observer the onset of the depression 
may appear to be without cause or endogenous, yet if 
one reconstructs the patients’ experiences as formu- 
lated by their inner systems of beliefs, it becomes ap- 
parent that a severe blow to their sense of esteem or 
meaning preceded the onset of the depression. In this 
regard, Leff and associates (1) looked at events that 
occurred before the onset of depression in 40 hospital- 
ized patients. On the basis of symptom criteria, 13 of 
these patients had a diagnosis of endogenous depres- 
sion and 27 had a diagnosis of reactive depression. 
These authors found that all of their sample had suf- 
fered adverse environmental stress regardless of their 
symptoms. However, the nature or existence of these 
Stresses became apparent only after they understood 
the core conflicts that affected the way the patients in- 
terpreted their experiences. Other studies, such as the 
one by Paykel and associates (9), have also found 
more negative life events preceding the onset of illness 
in a group of depressive patients than in a control 
group, but they have relied mainly on objective data 
rather than the patient's subjective evaluation of expe- 
rience. Our emphasis is that depressive episodes fol- 
low some alteration in the life of the individual and that 
this change can be understood only as part of the sub- 
jective interpretation of experience by the individual. 
` Alternately, what causes someone to fall ill are not ex- 
"periences per se.but the personal meanings one at- 
taches to those experiences. 


UC : 
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CHILDHOOD EXPERIENCES OF ADULT 
DEPRESSIVE PATIENTS 


Aside from reports that document childhood be- 
reavement, there are surprisingly few studies in the 
literature documenting the childhood experiences of 
depressed adults. The well-known studies of Cohen and 
associates (10), which focused on the life histories of 
12 hospitalized manic-depressive patients, may repre- 
sent the only intensive and systematic investigation in- 
to the early life of patients with an affective disorder. 
Although Cohen's work involved patients with bipolar 
illness, many of our findings in unipolar individuals (to 
be described below) parallel -hose discussed by Co- 
hen. 

A possible additional source of information regard- 
ing the childhood of depressed adults may come fron 
anthropological studies describing childrearing prac- 
tices in societies that produce an inordinate number of 


‘depressed adults. Two such exemplary studies exist: 


one concerns the Ojibwa Indians of northern Canada 
(11), and the other concerns the Hutterite societies of 
the Dakotas and Montana (12). Parker (11), who stud- 
ied the Ojibwa Indians, reported that they believed 
children were empty vessels who would be easy prey 
to malignant spirits unless disciplined and toughened 
by starvation and other deprivations. The Ojibwa child 
was indoctrinated early into the pessimistic cultural 
beliefs of his tribe: he was made to feel responsible for 
misfortunes and taught that the deities could be pro- 
pitiated only by self-induced suffering. He remained 
close to his family unit, which showed prideful and 
jealous attitudes toward others. Finally, in early ado- 
lescence, the young Ojibwa wes to have a vision pro- 
claiming the futüre goal he had to fulfill. 

Eaton and Weil's study of the Hutterite community 
(12) stressed the predominance of puritanism, self- 
control, and duty orientation. The Hutterite child 
seemed to experience a free and gratified infancy but 
at roughly age 30 months spent most of the day in a 
community nursery, where he learned to conform to 
group values and to identify with the group. Educa- 
tion, which Eaton and Weil term ‘‘religious in- 
doctrination"" (p. 31), was higkly moralistic. The au- 
thors were impressed by the lack of freedom, sponta- 
neity, and privacy allowed the Hutterite child. At the 
same time, there was a good deal of social comforting 
and encouragement, but always in return for con- 
formity and self-control. The child learned to fear the 
judgment of his teachers, his peers, and, ultimately, 
his God. 

These studies show that it is difficult to separate out 
childrearing practices from the general beliefs of a cul- 
ture. Indeed, much of the shaping of a child's later per- 
sonality appears to result from the internalization of 
the attitudes of significant adults in his formative 
years. Much of what is described by Parker and by 
Eaton and Weil has also been reported by Cohen and 
associates (10) in middle-class American families that 
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produced manic-depressive adults. In these families 
there was a sense of duty orientation, punishment of 
spontaneity through shaming, inducing guilt, and re- 
warding conformity and conspicuous achievement. 

Our own findings on the childhood of depressive 
adults are similar to those reported by the authors 
cited (10-12). On reviewing the childhood of depres- 
sive adults one does not find the disorganization of 
families of schizophrenic or psychopathic adults. 
Rather, the family structure may have been too stable, 
with little tolerance for individual deviation from an 
expected norm. One parent was usually dominant, and 
the rest of the family accepted a submissive role. 

The infancy of the depressive adult appears to have 
been ádequate, with appropriate maternal nurturance. 
However, with the onset of the toddler phase, a signifi- 
cant change occurred in the mother-child relationship 
(10, 13). The mother's love was no longer given uncon- 
ditionally but depended on behavior that inet parental 
expectations. Although this transition occurs in most 
families at this stage of development, in the family of 
the depressive individual the change was harsher and, 
sometimes, abrupt. The reason for this cliange in pa- 
rental expectations varied in different families. In 
some a younger sibling was born, displacing the older 
child in the mother's affections. In others the child's 
care was directed by the more dominant father, who, 
without realizing it, exploited the child to fulfill his 
own fantasized goals. In yet others, the mother was 
threatened by the normal oppositional behavior of a 
willful toddler who was such a troublesome contrast to 
a helpless infant. In all cases, however, the child at 
first experienced a period of nurturance that was soon 
transformed into what was experienced а as conditional 
love given for good behavior. 

Good behavior often meant the inhibition of sponta- 
neously gratifying behavior. The child learned to fore- 
go satisfaction needs to ensure security needs. Rightly 
or wrongly, in early childhood the future patient felt 
that willful behavior was punished with threats of 
abandonment and later by the inducing of guilt or 
shame. In later childhood the future depressive adult 
came to believe that he could not obtain satisfaction 
directly from achievement. Rather, attainment of goals 
was for him only a way of paying back a debt to the 
parent or of enhancing the honor of the family. He 
nourished the hope for achievement but did not learn 
to experience independent gratification or meaning 
from accomplishment. Where passivity and sub- 
mission were experienced by the child as demanded by 
a parent or another important family member, a per- 
sonality characterized by a special relation with ''a 
dominant other” emerged. Where worldly success be- 
came the.means of obtaining parental favor, the seeds 
were sown for a type of personality committed to the 
pursuit and achievement of a ‘‘dominant goal.’’ In 
those families where very little support was given to 
the child and parental acceptance could be ensured on- 
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ly by the relinquishing of spontaneity and involvement 
with extrafamilial contacts, the third form of depres- 
sion appears to have developed. 

All of the families were excessively critical and mor- 
alistic, and although іп many instances у did not 
mean to have this effect, they made the child feel es- 
sentially worthless unless he obtained the approval of 
the powerful parents. In our limited clinical experi- 
ence, however, we have found that patients with se- 
vere depression differ from more mildly affected indi- 
viduals in two historical factors. Among patients with 
severe depression the mother was more often the 
dominant other; among those with mild depression the 
father assumed this role. The reasons for this dif 
ference.may be that when the mother is the dominant 
parent 1) inhibitions are instituted earlier, 2) the child 
is with the critical parent for more of the time, and 3) 
the child does not have a continued loving relationship. 
even with the weak parent (i.e., if the mother were the 
weak parent rather thàn the dominant one, she would 
be more likely than the father to provide this kind of 
relationship). The other difference was that patients 
with severe depression were obliged to fulfill their in- 
hibited, duty-orientéd, and passive roles in the hope of 
escaping from a sense of inner evil rather than in the 
hope of gaining gratification. Much of the childhood of 
the severely depressed adult was spent in defending 
against terrible negative possibilities rather than learn- 
ing how to maneuver himself or manipulate others to 
add positive elements to everyday life. 

From these early experiences the depressive patient 
creates beliefs about himself and others that are, to a 
large extent, unconscious but that determine much of 
his behavior. A great deal of what is observed in adult 
depression may be understood as the retention and 
elaboration of these childhood beliefs applied to a state 
of maturity and social reality for which they are 
grossly inappropriate. The depressive adult still rigidly 
adheres to his unconscious cognitive system for struc- 
turing his social and inner world. It is this continuation 
of childhood social-cognitive patterns which ultimate- 
ly predisposes one for depressive illness and forms the 
basis of depressive personality organization. 


THE CONCEPT OF DEPRESSION 


We conceptualize depression as a primary affect; 
free of complex metapsychological underpinnings. 
This view appears more congruent with biological ap- 
proaches as well as with clinical data. However, not all 
affects are of identical complexity, and depression ap- 
pears to require a degree of maturation and cognitive 
constructs that aid in structuring one’s ideas of one’s 
self and of others (14). These cognitive structures may 
not be fully conscious, just as Piaget’s concept of 
schema implies an unconscious psychic structure that 7 
organizes experience and gives it meaning. , 


‚ Am J Psychiatry 137:11, November 1980 


Depression is related to sadness but also implies a 
deviation from the normal way of experiencing sad- 
ne$s (15). Sadness—the normal response of the human 
being when he apprehends a situation that he would 
have prefefred had not happened and that he considers 
adverse to his well-being—has positive values. It be- 
comes a motivational source that induces the individ- 
ual to remedy the effect of the adverse event. When a 
remedy is found, when what we call **sorrow-work'' is 
completed, sadness disappears or greatly diminishes. 
For instance, sadness caused by the death of a loved 
person will eventually disappear when the survivor 
feels that the person has left important parts or effects 
of himself on earth, when the survivor comes to think 
that the person is still alive in some place, or spiritu- 
ally, or, on the contrary, when he comes to think that 
the deceased is not so indispensable as he once 
thought but can be replaced by another relationship. In 
other words, the normal person is able, to a large ex- 
tent, to metabolize sorrow and sadness. On the other 
hand, the person prone to depression in many in- 
stances lacks this capacity. 

Depression also starts as something very positive. A 
complex situation that was totally unconscious or not 
yet clarified in its global effects or its implications and 
ramifications finally emerges partially or totally in the 
psyche of the patient, either as a sudden realization or 
a slow maturation and progressive understanding. 
Generally, it takes the form of the recognition that a 
long commitment—to another person, to a life goal, or 
a combination of both— will end in failure. The patient, 
however, cannot do ‘‘sorrow-work.’’ Together with a 
personal impoverishment, he has the conviction that 
his unhappy state will continue indefinitely. He is 
trapped; he considers himself in a state of helplessness 


because he feels that he can do little to ameliorate his ` 


painful state. He believes that other compensatory 
avenues of meaning do not exist. The reasons why a 
realization that at first may have positive values ends 
up by being destructive and leads either to a temporary 
or prolonged feeling of helplessness are to be found in 
the patient's life history. The sequence of certain 
events and the specific psychological ways of dealing 
with them make some people prone to depression. 
After the onset of a clinical episode, the individual 
will grossly distort his conceptions of himself, of oth- 
ers, of his future, and of his current environment in a 
pathological way. The extent to which an individual 
accepts these distortions and feels unable to fight 
against them defines the continuum between mild (or 
neurotic) and severe (or psychotic) depression. In 
milder forms, the individual suffers from the dis- 
tortions that form the cognitive aspect of depression, 
but he does not accept this world view. He sees it as a 
painful, ego-alien state that he wishes to be rid of, al- 
though he does not know how to extricate himself 
“from his situation. In the more severe forms, the de- 
pressive patient’s distortions are wholeheartedly ac- 
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cepted, and the individual believes his erroneous 
world view. As such, the depression crosses the line 
into psychosis. This detericration may occur in each of 
the three types of depression described above. It is 
less a matter of what precipitated the onset of depres- 
sion than the individual’s ability to avail himself of al- 
ternate avenues of cognition about himself and his 
ability to ward off acceptance of distortions in his 
world view that are permutations of the depressive ex- 
perience itself. 

In summary, we view the depressive adult as an in- 
dividual who, as a result of childrearing practices as 
well as other experiences, has narrowed his sources of 
meaning and gratification to a dangerous extent. Fur- 
thermore, he suffers from a paucity of cognitive alter- 
natives that would keep him from progressing into fur- 
ther despair following a loss of meaning from the envi- 
ronment. Becker (16) has described the depressive 
person as one who is ''left in the hopeless despair of 
the actor who knows only one set of lines, and loses 
the one audience who wants to hear it.’’ This limita- 
tion to new ways of thinking and this seli-inhibition 
from new experiences may best characterize depression. 
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Medication Use and Deaths Attributed to Asphyxia Among 


Psychiatric Patients. 


BY THOMAS J. CRAIG, M.D., M.P.H. 





In a review of the charts of inpatients who died in 
1969-1977 the author found 49 whose death could be 
attributed to asphyxia. Compared with a matched 
control group, 48 of the asphyxia patients represented 
three distinct pathologic categories: 1) older patients 
with a history of serious physical illness whose deaths 
appeared unrelated to psychotropic medication use 
(40%), 2) a group whose deaths were associated with 
seizures (31%), raising questions about subtherapeutic 
anticonvulsant levels in association with the use of 
psychotropic drugs, and 3) a group of patients who 
choked to death (29%). Choking has been theoretically 
linked-to a combination of dopamine blockade plus 
strong anticholinergic effects leading to impairment of 
swallowing. The third category appears to have been : 
virtually eliminated by the use of a drug monitoring 
system and the Heimlich maneuver. 


mong the less. common complications that have 
been attributed to the use of psychotropic medica- 
tion, perhaps none is more enigmatic than death by 
asphyxiation. Although standard texts of psycho- 
pharmacology fail to even mention this entity as a po- 
tential side effect of drug therapy (1-3), sporadic anec- 
dotal reports have appeared that have been divided in 
their conclusions. Some reports have linked this cause 
of death to the use of drugs, particularly neuroleptics. 
However, deaths by asphyxia have also been reported 
among people not receiving drugs. Table 1 summarizes 
the characteristics of reports listing patients whose 
deaths were possibly due to asphyxia (4-21). 
Six reports (4, 10, 12, 13, 15, 16) found 6 or more 
cases of death by asphyxia, a total of 118 cases, and 
twelve reports (5-9, 11, 14, 17-21) found 5 or fewer 
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cases, a total of 28 cases. Among those reports finding 
6 or more cases, five (4, 10, 12, 13, 16) reported the 
number of patients receiving psychotropic medication 
at the time of death. Thirty-two of the 76 patients 
(42.1%) in these reports were receiving psychotropic 
drugs. In contrast, 25 of the 28 patients (89.2%) from 
the reports finding 5 or fewer cases were receiving psy- 
chotropic medication. | 

In their discussion of the possible mechanisms of 
death, three of the six reports finding 6 or more cases 
stated that there was only equivocal or speculative evi- 
dence. of an association between psychotropic drugs 
and these deaths, and the authors of two studies felt 
that the primary mechanism was probably related to 
seizures. The other study (of 7 patients) postulated a 
combination of respiratory depression due to drugs 
plus esophageal reflux related to eating large amounts 
of food. 

In contrast, several reports finding 5 or fewer cases 
tended to implicate drugs as a major factor. Three 
studies speculated on a possible adverse effect of 
drugs on the respiratory system. One study cited sei- 
zures as a factor. One study postulated ‘‘autonomic 
instability related to drug effects on the hypothalamus 
and brainstem." Two reports suggested an effect on 
cardiac function, possibly associated with either a di- 
minished deglutative-respiratory reflex or gastric hy- 
peracidity. However, even in this group, four reports 
failed to directly implicate drugs, while one report im- 
plicated a synergism between a small dose of thiorida- 
zine with an extremely high blood alcohol level. 

In summary, those reports which focused on a large. 
group of patients failed to find a strong relationship be- 
tween drugs and asphyxial deaths, while the authors of 
some (but by no means all) of the small anecdotal stud- 
ies speculated on a variety of possible drug-related 
mechanisms. However, none of these reports pro- 
vided even circumstantial evidence to support its con- 
tention as to mechanism with the exception of the as- 
sociation of seizures with a substantial minority of pa- 
tients in six reports and the association of poor 
previous physical health with more than half the cases 
of asphyxial death in one large series. 

There are several difficulties in interpreting these re- 
ports. Most are anecdotal reports of a small number of 
patients with no reference to the population from 
which they came. Thus no assessment of the relative ^ 
magnitude of this entity in terms of death rates can be 
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TABLE 1 
Characteristics of Reports of Possible Asphyxial Death 





Patients on 
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Study Total Patients Рѕусһоїгорісѕ Speculated Mechanism of Death 
= sa we 

Hollister (4) 19 3 Glottal spasm from a seizure and irritation from aspirated food 

Wardell (5) 3 3 Possible effect of psychotropic drugs on respiratory defense system 

Feldman (6) 1 1 Possible effect of psychotropic drugs on respiratory defense system 

. Farber (7) i 1 Possible adverse effects of drugs on respiratory system 

Zlotlow and Paganini (8) 5 5 ‘Masked fit" accompanied by glottal spasm and tracheal aspiration 

Reinert and Hermann (9) 5 5 Autonomic instability related to drug effects on hypothalamus or 
brainstem 

Hussar (10) 9 Equivocal evidence that tranquilizers may impair swallowing mechanism 

Johnson and associates (11) 1 1 Fatal syncope—role of phenothiazines uncertain 

Plachta (12) 7 7 Depression of respiratory tract by drugs and esophageal reflux related to 
eating large amount of food 

Hollister and Kozek (13) 6 6 Seizure possibly associated with Adams-Stokes episode 

Wendkos and Clay (14) T 1 Abnormal eating habits 

Hussar (15)* 42 ~ Connection with tranquilizer medication speculative 

Von Brauchitsch and May (16) 35 14 Poor general physical health, sudden intercurrent illness, neurological 
impairment, poor dental condition, and poor eating habits; no direct 
evidence of connection with drugs 

Leetsma and Koenig (17) 2 2 Mechanism of death and etiological role of phenothiazines cannot be 

. adequately evaluated 
Moore and Book (18) 3 3 Interference with cardiac rhythm or diminished deglutative-respiratory 
Е reflex 

Bland (19) 1 1 Synergism of drug and alcchol 

Bort (20) 1 1 Cardiac arrest associated with gastric hyperacidity and aspiration 

Koranyi (21) 4 1 No single mechanism І 





*The number of patients receiving psychotropic medication was not reported in this study. 


made. Also, since medication use among patients who 
died of asphyxia was not compared with use of medi- 
cation among the total patient population, no assess- 
ment of the relative use of these drugs is possible. The 
latter analysis is crucial to any attempt at implicating 
the use of medication in a causal way. Finally, there 
are conflicting data on the presence of predisposing 
factors in the at-risk population. 

For these reasons, my colleagues and I undertook a 
case-control study of the occurrence of deaths in any 
way related to asphyxia or aspiration at Rockland Psy- 
chiatric Center. The specific questions addressed by 
this study are 1) What are the absolute and proportion- 
ate mortality rates for this cause of death in a defined 
population of psychiatric inpatients? 2) Is there a sig- 
nificant association between either a history of phys- 
ical illness or medication use and death by asphyxia? 
and 3) Are there subcategories of patients within the 
general category of patients who died of asphyxia, and 
is there a significant association of previous physical 
illness and/or medication use with any of these sub- 
categories? 


METHOD 
Case Identification 


We identified the cause of death for all inpatients of 
“a large state hospital who died during the period 1969- 
1977. The,case group for this study consisted of all pa- 


tients with a death certificate diagnosis of anoxemia or 
asphyxiation (ICDA codes E911, E972, and 783) 
(N41) plus 8 patients out of a total of 31 who were 
diagnosed as having died of pneumonia or aspiration 
pneumonia (CDA code 486) but who on review of the 
chart were judged to have died of a cause related ta 
asphyxia. 


General Population Identification 


For purposes of obtaining absolute and proportion- 
ate mortality rates, the number of inpatients who had 
been in the hospital for a minimum of 30 days as of 
March 31 of each of the years 1970-1977 were used as 
the denominators for a calculation of annual rates. The 
numerator of the rates was the number of patients with 
a minimum 30-day hospitalization who died during 
each of the years 1970-1977. By limiting the study of 
mortality rates to the years 1970-1977, we excluded 
from the numerator 3 of the identified cases of patients 
who died during 1969. The 30-day restriction was im- 
posed because of the relative instability of the less 
than 30-day inpatient population figures over time. 
Seven patients with a stay cf less than 30 days were 
excluded from the calculation of mortality rates. 


Case-Control Comparison ` ` 


Due to substantial differences between the cases of 
asphyxia-related death and the total hospital popu- 
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TABLE 2 
Demographic and Clinical Characteristics of 48 Patients Who Died of Asphyxia 
Men (N=29) Women (N= 19) Total (N=48) 
Characteristic N % N % Ne % 
Age 
16-24 3 10.3 0 3 6.3 
25-34 3 10.3 2 10.5 5 10.4 
35-44 7 24.1 1 5.3 8 16.7 
45-54 5 17.2 4 21.1 9 18.8 
55-64 8 27.6 3 15.8 il 22.9 
65-74 2 6.9 5 26.3 7 14.6 
75 and older 1 3.4 4 21.1 5 10.4 
Diagnosis 
Schizophrenia 18 62.1 11 57.9 29 60.4 
Organic brain syndrome 8 27.6 5 26.3 13 27.1 
Mental retardation 1 3.4 0 1 2.1 
Other 2 6.9 3 15.8 5 10.4 
Duration of current hospitalization at time of death 
Less than 30 days 1 3.4 6 31.6 7 14.6 
30 days to 6 months 0 0 0 
6 months to 1 year 2 6.9 0 2 4.2 
1-5 years 4 13.8 2 10.5 6 12.5 
More than 5 yezrs 21 72.4 11 57.9 32 66.7 
Unknown 1 3.4 0 1 2.1 
Circumstances of asphyxial death 
Choking 7 24.1 36.8 14 29.2 
Seizure 14 48.3 1 5.3 15 31.38 
Other 8 27.6 11 57.9 19 39.6 





2.7.98, pss.01. 


lation, especially in regard to age, sex, and, in the case 
of women, duration of hospitalization, we conducted a 
case-control comparison. Cases and controls were 
compared with respect to two sets of variables that a 
review of the literature had identified as having a pos- 
sible relationship to asphyxia death: 1) presence of a 
history of physical illness or certain treatments (e.g., 
shock therapy or lobotomy) before death and 2) medi- 
cation use at the time of death. Each case patient was 
matched to a control drawn from the total hospital 
population according to the following criteria: sex, 
date of birth, date of admission, diagnosis, and pres- 
ence of the control in the hospital at the time of the 
death of the matched case patient (the control may 
have subsequently died of other causes). 


Clinical Evaluation 


The charts of 48 case patients (1 chart was unavail- 
able) and 48 control patients were reviewed. From 
these reviews, the following information! was ob- 
tained: diagnosis, medication being taken at the time 
of death, duration of hospitalization, associated phys- 
ical illness or treatment, circumstances of death, and 
cause of death. 


Computer Evaluation 


For all 49 case patients and 49 controls, duration of 
medication use up to two years before the case death 


1We obtained information on the control patients in reference to 
the date of death of the matched case. 


was compared for the following drug categories: pi- 
peridine neuroleptics, tricyclic antidepressants, more 
than one neuroleptic, multiple anticholinergics, and 
one neuroleptic plus one or more anticholinergics. The 
choice of these drug categories was based on clinical 
evaluation indicating possible association with asphyx- 
ial death. This comparison was possible due to the 
existence of a computerized drug monitoring system 
that records all psychotropic drug prescriptions for 
hospital inpatients (22). 

Data analysis was carried out using chi-square anal- 
ysis of matched pairs when appropriate. When 
matched pair analysis was not appropriate, chi-square 
analysis of pooled data was carried out. 


RESULTS 
Description of Patients Who Died of Asphyxia 


Table 2 lists demographic and clinical character- 
istics of the 48 patients who died of asphyxia. Men pre- 
dominated over women by a 1.5:1 ratio. Men tended to 
be younger (61.9% were younger than 55), and women 
were older (63.2% were older than 55). Psychiatric 


` diagnoses were similar among men and women; the 


majority had a primary diagnosis of schizophrenia. 
The majority were long-term patients, although 31.696 
of the women had been recently admitted. However, 
most of these women had long histories of psychiatric 
care. | f 

Among the circumstances of death as recorded in 
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TABLE 3 
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History of Physical Illness Among 48 Patients Who Died of Asphyxia (Cases) and 48 Controls, by Circumstances of Asphyxial Death (percents) 


Circumstence of Death 














Ф Seizure (N15) Choking (N= 14) Other (N=19) 

Type of Physical Illness Case Control Case Control Case Control 
History of seizures 80.0 40.02 7.1 7.1 15.8 21.1 

_ History of shock treatment or lobotomy 20.0 20.0 42.9 28.6 15.8 42.1 
Serious medical condition or deterioration 40.0 0.0? 35.7 7.1 79.0 0.0° 
Other medical condition 13.3 20.0 28.6 28.6 15.8 31.6 
Neurologic condition 33.3 33.3 0.0 21.4 21.1 10.5 
Mental retardation 6.7 13.3 7.1 7.1 5.3 0.0 
None 0.0 13.3 7.1 42.9 0.0 26.3 
2х2=5.2, р<.05. 


>x?=21.6, р<.01. 


the patient's chart, three general categories of death 
were identified. One group (N=14) represented pa- 
tients observed to have either choked to death or to 
have died of apparent suffocation from food aspira- 
tion after a meal. A second group (N=15) consisted of 
patients who were observed to die after a seizure or 
who were found dead but had a history of seizures. 
The third group (N19) represents a heterogeneous 
category of deaths associated with vomiting, infection, 
or sudden death not subsumed under the above cate- 
gories. Almost half the men fell into the seizure cate- 
gory, while only 1 woman died by this mechanism. 
Conversely, twice as high a proportion of women fell 
into the ‘‘other’’ category, but equal numbers of men 
and women choked to death. The overall comparison 
of sex proportions for seizure deaths versus all other 
deaths was the only dichotomized comparison to reach 
statistical significance (see table 2). When these cate- 
gories of death were examined by age, the patients in 
the "seizure" category were younger than the total 
case group, while the patients in the ‘‘other’’ category 
were older. Patients in the ‘‘choking”’ category were 
evenly distributed over all age groups. There was a 
statistically significant difference among these three 
patterns of age distribution (y?—9.88, p<.01). 


Mortality Rates 


During 1970-1977 both absolute and proportionate 
mortality rates fluctuated considerably. For men, the 
absolute mortality rates ranged from .6 per 1,000 to 3 
per 1,000, while for women the range was from .5 per 
1,000 to 2.3 per 1,000. Proportionate mortality (i.e., 
proportion of total deaths due to asphyxia-aspiration) 
showed similar variability, averaging 3.53% for men 
and 1.55% for women. 


Case-Control Comparison 


When a history of physical illnesses was compared 
for the asphyxia patients and the controls, the most 
striking finding was the fact that the groups were quite 
similar on most items. The only statistically significant 

-differences were the increased prevalence of serious 
medical conditions or deterioration among the as- 


? í * 


phyxia patients (y?=29.7, р<.01), the absence of as- 
phyxia patients with no preexisting medical condition 
(4210.1, p<.01), and the presence among these pa- 
tients of twice as many men with a history of seizures 
(48.3%) as compared with controls (24.1%) (x?=4.4, 
p<.05). 

Because of the differences observed between groups 
of asphyxia patients categorized according to circum- 
stance of death, table 3 presents a separate case-con- 
trol comparison carried out after patients were cate- 
gorized by death circumstances. Again, a marked simi- 


‘larity between asphyxia patients and controls was 


found. The significant association between physical ill- 
ness and asphyxia death was most closely linked to the 
“other” category of death; 79% had a serious medical 
condition or deterioration as compared with none of 
the matched controls (see table 3). The other two 
death categories (‘‘seizure’’ and ‘‘choking’’) had about 
half this prevalence of serious medical conditions (40% 
and 35.7%, respectively). The "'seizure" comparison 
was significant (see table 3). The.''seizure" category 
also had significantly more asphyxia patients with a 
history of seizures than the controls (see table 3). 

When medication use was compared among as- 
phyxia patients and controls, the groups were also 
similar; statistically significant differences existed only 
among the use of anticonvulsants by men (x?-7.7, 
p<.01) and the use of piperidine neuroleptics (ҳ2=5.1, 
p<.05), tricyclic antidepressants (y?=4.4, p<.05), and 
anticonvulsants (x?—4.3, p<.05) by the total group. In 
all comparisons the asphyxia patients used the drug 
categories significantly more than controls. In only 
one comparison did use of a category exceed 50% 
(51.7% of male asphyxia patients used  anti- 
convulsants). 

When we analyzed medication use among asphyxia 
patients and controls, with the former categorized as 
to circumstances of death, we again found similar pro- 
portions in both groups who used most drug categories 
(see table 4). However, each category of death cir- 
cumstances showed some evidence of specificity as 
to medication use. The ‘‘seizure’’ category showed a 
significantly greater use of anticonvulsants: among 
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TABLE 4 
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Medication Use among 48 Patients Who Died of Asphyxia (Cases) and 48 Controls, by Circumstance of Asphyxial Death (percents) 





Circumstance of Death 





Seizure (№= 15) 





Choking (N= 14) Other (N= 19) 














Type of Medication Case Control Case Control Case Control 
Aliphatic 20.0 26.7 28.6 35.7 15.8 21.5 
Piperidine 53.3 13.3 35.7 14.3 21.5 15.8 
Piperazine 13.3 26.7 35.7 42.9 15.8 15.8 
Butyrophenone 6.7 — 0.0 7.1 5.3 15.8 
Thioxanthine 13.3 13.3 21.4 0.0 0.0 0.0 
Tricyclic 13.3 6.7 28.6 0.0 10.5 0.0 
Benzodiazepine 13.3 6.7 14.3 21.4 15.8 0.0 
Anticholinergic 26.7 20.0 42.9 28.6 5.3 21.5 
Anticonvulsant 80.0 20.0 14.3 7.1 15.8 21.5 
Multiple neuroleptic 13.3 20.0 35.7 21.4 10.5 10.5 
Multiple anticholinergic 40.0 33.3 71.4 35.7 10.5 21.5 
Other neuroleptic 0.0 0.0 7.1 0.0 0.0 5.3 
Lithium 0.0 6.7 0.0 0.0 0.0 0.0 
Reserpine 0.0 0.0 0.0 7.1 0.0 5.3 
Мопе 0.0 20.0 0.0 7.1 15.8 21.5 
Any neuroleptic 93.3 60.0 100.0 78.6 47.4 63.2 
228.5, р<.01. 


asphyxia patients than controls (see table 4). The 
only other substantial difference in this category 
was in the use of piperidine neuroleptics (ҳ2=3.75, 
р<.10). The ‘‘choking’’ category showed a non- 
significant (у2=2.30, p>.10) excess in the use of mul- 
tiple anticholinergic drugs by asphyxia patients. The 
**other'' category demonstrated a relatively low use of 
all medications; the proportions were almost identical 
to the control group. 

In examining the duration of drug use, we noted few 
significant associations. For piperidine neuroleptics, 
only the short-term use (within the month before 
death) was significantly more common among as- 
phyxia patients. They showed significantly greater use 
of tricyclic antidepressants up to one year before 
death, although only 9 asphyxia patients used these 
drugs. These patients tended to have used multiple 
anticholinergics and a neuroleptic plus an anti- 
cholinergic significantly more often than controls for at 
least 360 days out of the 2-year span (y?—4.92, p<.05), 
although use for shorter periods was not significantly 
different between the two groups. When duration of 
drug use was examined by specific death category, no 
significant associations were found. A review of chart 
and computer medication records revealed that in no 
case were any of the patients receiving psychotropic 
medication in excess of the recommended range. 


DISCUSSION 
Mortality Rates 


The presence of asphyxia as a concomitant of sud- 


den death among psychiatric inpatients appears to be 
associated with an absolute mortality of about 1-2 
deaths per 1,000 hospital population per year, con- 
stituting a proportionate mortality of about 2.596 of the 


total hospital deaths. Of particular interest is the fact 
that both absolute and proportionate mortality rates in 
this population are strikingly similar to those reported 
in the earlier literature. Von Brauchitsch and May (16) 
cited a rate of 1.7 per 1,000 absolute mortality, which 
approximates our combined male-female rate. Hussar 
(15) reported a 3.396 proportionate mortality, while 
Von Brauchitsch and May (16) reported a minimum 
proportionate mortality rate of 4.2%. What is lacking 
in all studies, however, including our own, is the pres- 
ence of data on the absolute and proportionate mortali- 
ty rates for this entity in the general population. A 
comparison of these rates is impossible in the absence 
of a 100% autopsy rate because for many of these 
deaths the cause was not suspected clinically and was 
discovered only at autopsy (16, 23) or after other pro- 
cedures (24). 


Possible Mechanisms of Asphyxial Death 


Perhaps the most informative data bearing on the 
possible mechanisms of death among these patients 
were the. circumstances surrounding the death itself. 
When these categories are compared with the history 
of physical illness and medication use at the time of 
death, striking patterns emerge. The ‘‘seizure’’ cate- 
gory is associated with a significantly greater history of 
serious medical illness or deterioration (40%), use of 
anticonvulsants (80%), and a nonsignificant excess of 
use of piperidine neuroleptics (53%). The ‘‘choking”’ 
category is associated with a nonsignificant excess in 
the use of multiple anticholinergic drugs (71.4%). The 
category ''other," representing 39.4% of the deaths, is 
significantly associated with a history of serious medi- 
cal illness or deterioration (79%). | 

Since a large number of comparisons was made be- 


, tween asphyxia patients and controls and a remark- ' 


ably small number of significant differences was found, 


=> 
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the possibility remains that some of the statistical as- 
sociations suggested are the result of chance alone. 
However, the biologic plausibility of the findings to- 
gether with an analysis of earlier studies suggests that 
these findifigs cannot be dismissed in a search for pos- 
sible mechanisms of asphyxial death. 


Seizures 


The role of seizures as a high-risk concomitant of 
this type of death appears solidly established (4, 25). 
The most parsimonious explanation would be that 
seizure deaths occurred due to subtherapeutic levels 
of anticonvulsants. However, in the absence of data 
on the blood levels of anticonvulsants among these pa- 
tients, the thesis is speculative and based only on the 
finding of subtherapeutic levels in an earlier study of 
similar deaths among nonpsychiatrically ill epileptic 
patients (25). The reason for subtherapeutic anticon- 
vulsant levels is also speculative but could include pa- 
tient noncompliance or inadequate absorption of drug. 
Whether neuroleptics may be involved, either through 
a mechanism of interaction with anticonvulsants re- 


_ sulting in subtherapeutic anticonvulsant levels (26) or 


through the lowering of seizure threshold (27, 28), 
must remain speculative, although the latter could be 
implicated in the 3 patients who were not receiving 
anticonvulsants who died after seizures. 

Further work is needed to identify the mechanisms 
involved in the development of subtherapeutic anti- 
convulsant levels, both alone and in combination with 
other drugs. In addition, regular monitoring of pa- 
tients’ anticonvulsant blood levels is indicated as a 
preventive for such deaths (25). In any sudden death 
among epileptic: patients, postmortem serum anti- 
convulsant levels should be routinely obtained. In ad- 
dition, more studies are necessary to determine more 
specifically the potential for given psychotropic agents 
to induce seizures, either through lowering the seizure 
threshold or through other mechanisms. Until this is 
known, recommendations regarding the use of specific 
psychotropic agents in epileptic patients must be de- 
ferred, although the present study suggests a non- 
significant excess of piperidine neuroleptic use among 
the cases of seizure at the time of death. Whether such 
deaths are more common among epileptic patients 
hospitalized for psychiatric reasons or receiving psy- 
chotropic drugs cannot be determined from the litera- 
ture or from the present study. However, the fact that 
they do occur in nonhospitalized epileptic patients and 
those not receiving psychotropic drugs does seem 
firmly established (25). 


Choking 


The possible physiologic mechanisms invoked as 
being associated with impaired swallowing fall into 
two categories: 1) dopamine blockade, producing both 


“central and peripheral impairment of swallowing (ei- 


ther complete inhibition or dyssynchrony of the com- 
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ponents of swallowing) (29) and 2) anticholinergic ef- 
fect, producing impaired esophageal mobility and pos- 
sibly impairment of the gag reflex (30-34). 

The neuroleptic drugs have been shown to block 
dopamine transmission in several areas of the brain, 
and it has been strongly suggested that the antipsy- 
chotic action of these drugs is related to their ability to 
block transmission at dopamine synapses in the limbic 
forebrain and cortex (1). In addition, several studies 
(1, 35, 36) have quantified differential antimuscarinic 
anticholinergic effects for these drugs. The tricyclic 
antidepressants possess antimuscarinic anticholinergic 
effects in varying degrees (1, 36). The antiparkinson 
drugs are more potent anticholinergics than neurolep- 
tics or tricyclic antidepressants but are given in small- 
er doses. 

Since all three categories of drugs possess one or 
both of these actions and since they are commonly 
combined in psychopharmacologic treatment, there is 
a possibility of synergy either as a result of multiplying 
the same effect (e.g., anticholinergic) or adding dif- 
ferent effects (e.g., dopamine blocking plus anti- 
cholinergic) on the swallowing mechanism. All pa- 
tients who choked to death were receiving at least one 
neuroleptic (dopamine blockade), and 7166 were re- 
ceiving more than one drug with anticholinergic prop- 
erties. Of the other 4 patients who choked, 2 were tak- 
ing single neuroleptics considered to have relatively 
potent anticholinergic properties (thioridazine and 
chlorpromazine), while the other 2 were receiving 
neuroleptics with less pronounced anticholinergic 
properties but had additional factors that may have 
been implicated in the death (1 patient who suddenly 
collapsed had a history of seizures, while the other had 
a history of rapid eating). Of interest is the fact that 
only 3 of the 14 patients had a history of choking, eat- 
ing problems, or vomiting. 

Although caution must be used in the interpretation 
of these findings, especially since the use of multiple 
anticholinergics among all asphyxia patients did not 
differ significantly from that of the controls, these find- 
ings are provocative and cannot be dismissed. The 
findings are consistent with the hypothesis that, in 
some patients in which a dopamine blockade is 
coupled with a strong anticholinergic effect, choking 
may result, with subsequent sudden death. Since these 
findings have theoretical logic, further work is in- 
dicated to identify whether this combination of drug 
effects is associated with absence of the gag or swal- 
lowing reflex in a living population. To complicate the 
picture, an earlier study (37) suggested that schizo- 
phrenic patients may have an impairment of the swal- 
lowing mechanism irrespective of whether they are re- 
ceiving drugs. Among the' patients who choked to 
death, 12 of the 14 were diagnosed as schizophrenic, 
compared with only 6046 of the total cases. 

Whatever the underlying pathologic mechanism, an- 
other finding with immediate therapeutic and pre- 
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ventive implications emerged from the data. All chok- 
ing deaths occurred in the first six years of the nine- 
year observation period. None occurred after 1974, 
whereas from 1 to 4 had occurred annually during the 
previous six years. In attempting to explain this obser- 
vation, two possible reasons emerged. 

First, a drug exception system was instituted at 
Rockland Psychiatric Center in late 1974 (22). As part 
of the system's monitoring capacity, letters regarding 
"jnappropriate polypharmacy” were sent to hospital 
physicians whenever one of their patients received a 
combination of medications deemed inadvisable on a 
routine basis (special exceptions to every rule were ac- 
ceptable if adequately justified). The use of dopamine 
blocking agents in combination with anticholinergic 
agents and the use of multiple drugs of one class were 
both considered exceptions for which justification was 
requested from the treating physician. A report of this 
system (22) documented à sharp drop in polypharmacy 
from a high of over.20% of drug orders in October 1974 
to a low of less than 596 in June 1977. Over half of this 
reduction occurred in 1974-1975. 

In addition, the first report describing the Heimlich 
maneuver as treatment for acute episodes of choking 
was published in 1975 (38). Anecdotally, several pa- 
tients who ordinarily would have died from choking 
have been saved in this hospital using this procedure, 
an observation that parallels the success of the maneu- 
ver in other populations (38, 39). 

Thus although there may be theoretical support for 
the speculation that a combination of drugs which pro- 
duces a strong dopamine blocking and anticholinergic 
effect may impair the swallowing mechanism and, in a 
few cases, result in death by choking, this mechanism 
of death appears to have been virtually eliminated 
from our facility through the institution of two proce- 
dures, each of which is directed at a specific aspect of 
the swallowing mechanism. 

Since many deaths in both the general population 
and hospital patients are not immediately recognized 
as being due to aspiration of food, the Heimlich ma- 
neuver should be routinely applied to all people found 
in a moribund condition regardless of whether evi- 
dence of aspiration is present. This should be under- 
taken before other cardiopulmonary resuscitation is 
attempted, since, as Heimlich (39) pointed out, tradi- 
tional cardiopulmonary resuscitation will tend to cause 
aspirated material to become more firmly lodged and 
can make resuscitation less likely. Finally, work needs 
to be done to explore the possible presence of impair- 
ment of the swallowing mechanism among the living 
(both patients and nonpatients) as a first step toward 
identifying people at risk of choking and instituting ap- 
propriate preventive measures. 

The largest categary of deaths in this series, repre- 
senting almost 40% of the cases, involved a hetero- 
geneous group of circumstances, including vomiting 
and infection. The only common denominator among 
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these deaths was the presence of preexisting serious 
medical illness and deterioration in over three-quarters 
of the patients. None of the drug categories was even 
moderately associated with these deaths, suggesting 
that drugs apparently play no role in this géneral cate- 
gory of deaths, although the possibility of a drug mech- 
anism in an individual case can never be completely 
ruled out. 
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A Comparative Study of Borderline Patients in a Psychiatric 


Outpatient Clinic 


BY MICHAEL SHEEHY, 





The authors applied a list of operational criteria to 

all new patients in a large psychiatric outpatient 
department over a one-year period. A randomly 
selected group of patients clinically diagnosed as 
having borderline personality disorder was compared 
with groups with the diagnoses of schizophrenia, 
neurosis, and nonborderline personality disorder. The 
group with borderline personality disorder was 
significantly different from the other groups according 
to the criteria, especially on items reflecting 


impulsivity, affectivity, and overvaluation/derogation - 


of others. Impaired reality testing proved a useful 
distinguishing criterion as well and should be retained 
as part of the borderline concept. 











here is considerable interest currently in the defini- 
tion and treatment of patients labeled ‘‘border- 
line." A voluminous literature has accumulated since 
Stern (1) popularized the term some 40 years ago. 
However, the term is still considered lacking in de- 
scriptive clarity. In a 1978 review of the literature, Per- 


ry and Klerman (2) remarked that the different criteria ` 


‘used for the borderline diagnosis represent virtually 
“the whole range of psychopathology of personality.” 
Although few studies of borderline patients in the past 
have incorporated specific criteria for the selection 
and diagnosis of patients, reports of more systematic 
investigations have begun to emerge in the literature 
(3-6). 

Grinker and Werble (7), in their work with border- 
line inpatients, are frequently cited as the first investi- 
gators to bridge the gap between theoretical formula- 
tions and descriptive-observational data. On the basis 
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of empirical findings, they concluded that the border- 
line syndrome can be distinguished by specific clinical 
features, i.e., structural defects of the ego, distur- 
bances in object relations, episodic and tenuous im- 
pulse control, and failure in the formation of a consis- 
tent self-identity. Unfortunately no control groups 
were used in their extensive inpatient studies, and the 
“border” with the neurotic domain was barely exam- 
ined at all. 

Other authors (8-11) have reviewed extensively the 
literature on borderline patients to identify commonly 
cited clinical characteristics. These characteristics in- 
clude intense affect, a history of impulsive behavior, 
identity disturbance, brief psychotic experiences, and 
impaired interpersonal relationships. In addition, Car- 
penter and associates (4) conducted follow-up studies 
of matched groups of borderline and schizophrenic in- 
patients from which they concluded that the borderline 
group could not in any way be considered a subtype of 
the schizophrenic sample. 

To further refine distinguishing characteristics, Gun- 
derson and Kolb (5) identified a discrete list of vari- 
ables capable of distinguishing borderline from both 
schizophrenic and neurotic inpatient groups. Out- 
patient groups, however, have not yet been used, al- 
though they were included in a survey of clinicians’ 
practices recently completed by Spitzer and associates 
(6). On the basis of their survey these authors pro- 
posed that the borderline concept encompassed a het- 
erogeneous group with at least two subgroups. They 
constructed two sets of items that seemed to tap the 
most salient features described in the current litera- 
ture. One set of items represented a dimension com- 
prising ‘‘a constellation of relatively enduring person- 
ality features of instability and vulnerability.” This set 
was initially labeled the '*unstable personality” item 
set and subsequently designated ‘‘borderline personal- 
ity disorder." The other dimension included stable: 
psychopathological characteristics, such as magical 
thinking and recurrent illusions, that were *'genetically 
related to a spectrum of disorders which include 
chronic schizophrenia." The latter group was desig- 
nated ‘‘schizotypal personality disorder." Although 
Spitzer and associates presented their proposal as a 
tentative operational definition of the borderline diag- 
nosis, others (e.g., Rosenthal [12]) have objected to 
the distinction they drew because of the substantial” 
overlap between the two groups. · + 
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The present study is an attempt to further clarify and 

validate the borderline diagnosis among psychiatric 
outpatients. Both Kernberg and Gunderson have em- 
phasized the need for further research on borderline 
patients in*an outpatient setting. An outpatient group 
is clinically pertinent because most borderline patients 
are currently treated in this setting. 
* Underlying this investigation are the following prop- 
ositions: 1) the use of operational criteria improves di- 
agnostic reliability, 2) if the diagnostic criteria are ef- 
fective in identifying a reasonably homogeneous popu- 
lation, good separation between the index population 
(borderline patients) and other broad diagnostic 
groups (schizophrenia, neurosis, nonborderline per- 
sonality disorders) will be achieved, and 3) if such sep- 
arations can be found, the boundaries of the borderline 
conditions and possible subtypes will more clearly 
emerge, making further validity studies possible, e.g., 
in terms of treatment response, course of illness, and 
etiological investigation. 


METHOD 


We first devised a symptom checklist. Following a 
review of the literature, we identified a configuration 
of clinical features in 6 broadly defined critical cate- 
gories: 1) thought, 2) feelings and impulses, 3) identity, 
4) neurotic symptoms, 5) sexual behavior, and 6) inter- 
personal relationships. On the basis of this overview 
we constructed a number of brief clinical descriptive 
items in each category and distributed these to senior 
attending staff at the outpatient service of the Depart- 
ment of Psychiatry, Albert Einstein College of Medi- 
cine, Bronx Municipal Hospital Center. The program 
at this center has been described in detail elsewhere 
(13). 

The clinical relevance of the descriptive items was 
rated by a group of approximately 20 senior practicing 
clinicians. The criterion for acceptability of any single 
item was based on the clinicians' ability to indepen- 
dently verify its repeated observability in their own pa- 
` tients whom they considered *'borderline."' In the final 
construction of the checklist, concepts such as *'split- 
ting" appeared too abstract and were replaced by 
more behavioral consequences such as ''tendency to 
overidealize and excessively derogate other people.” 
Full concordance was reached on 16 items, and the 
resulting questionnaire, titled "Symptom Checklist," 
was incorporated into the routine evaluation com- 
pleted by third-year postgraduate residents for every 
new patient entering the outpatient clinic over a one- 
year period (see appendix 1). The clinic population 
consisted largely of people from socioeconomic 
classes III and IV (Hollingshead scale) and was geo- 
' graphically quite.stable. 

“” The standard format.at the clinic provided that 
every second patient evaluated by a resident was seen 
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with a senior staff supervisor in attendance. Both clini- 
cians discussed the findings and the diagnosis briefly. 
All cases were then reviewed in supervision with dif- 
ferent senior staff who had not seen the patient before. 
The residents completed the symptom checklist after 
this review process along with other routine chart in- 
formation forms, including a standard evaluation sum- 
mary and other symptom indexes. Residents and clini- 
cal supervisors were not aware of the study hypothe- 
ses. 

During a one-vear period the symptom checklist was 
a routine part of the evaluation of all clinic patients. At 
the end of the year these forms were removed from the 
charts and the assigned clinical diagnosis was noted. 
Forty-five patients with the diagnosis of borderline 
personality disorder were randomly selected from the 
clinic population for study purposes. Thirty patients 
were randomly selected from each of the following 
other diagnostic categories: schizophrenia, non- 
borderline personality disorders, and neurotic dis- 
orders. 

The criteria of Carpenter and associates (14) were 
used for the diagnosis of schizophrenia; 6 or more 
items were required. DSM-III criteria were used for 
nonborderline personality disorders and neurotic dis- 
orders. In the comparison group of patients with neu- 


‘rotic disorders, 63% of the patients had depressive 


neurosis, but there were no clear examples of major 
depressive disorders. Use of the criteria of Feighner 
and associates (15) for the diagnosis of affective dis- 
orders ensured against incorrectly diagnosing primary 
affective disorders as depressive neurosis. Patients 
given a diagnosis of drug habituation or alcoholism, or 
those manifesting organic features or retardation, were 
not included in the study. 

As a final check on the reliability of the clinical diag- 
noses, we devised a brief descriptive listing of criteria 
for the acceptability of each diagnostic class. Using 
these guidelines one of us (M.S.), who was blind to 
the diagnosis, independently reviewed the initial in- 
take ‘‘evaluation summary” of all 135 patients. Ap- 
proximately 10% of the assigned diagnoses were rated 
as questionable or in conflict. On review of the com- 
plete chart information and follow-up notes of these 
cases, fewer than 5% of the diagnoses were still rated 
as questionable. Of these, only 2 were from the bor- 
derline group. Because the differences were so few, all 
subjects were retained. 


RESULTS 


The borderline group was predominantly female 
(7896) and more frequently divorced or separated than 
either of the comparison groups. Korty percent of the 
borderline patients were single, compared with 3096 of 
the neurotic group, 33% of the nonborderline personal- 
ity disorder group, and 6796 of the schizophrenic pa- 
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TABLE 1 
Standardized Coefficients in Comparison of 45 Borderline Patients 
and 30 Schizophrenic Patients? 
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TABLE 2 
Standardized Coefficients in Comparison of 45 Borderline Patients 
and 30 Neurotic Patients? ! 





Standardized Standardized 
Symptom (Variable) Coefficient Symptom (Variable) e. Coefficient 
Excessively strong impulses and feelings +851 
Episodes of pronounced ignoring or distortion Episodic or chronic disturbance in impulse 
‘of reality -.718 management +.841 
Episodes of chronic disturbance in impulse Limited capacity to tolerate unpleasant affect + 633 
management +.652 Periodic withdrawal into partial or complete 
Excessively strong impulses and feelings +.538 isolation : 4.605 
Tendency to overidealize and excessively dero- Tendency to overidealize and excessively dero- 
gate other people +.466 gate other people +.577 
Limited capacity to tolerate unpleasant affect +.467 Difficulty maintaining stable sense of self in a 
Periodic obsessions and compulsions —.390 variety of external situations and internal 
Periodic withdrawal into partial or complete mood states + .562 
isolation —.282 Periodic use of projection in presence of im- 
Periodic use of projection in presence of im- paired sense of reality +,543 
paired sense of reality —.278 Periodic obsessions and compulsions ~ 537 
Difficulty maintaining stable sense of self in a Episodes of pronounced ignoring or distortion 
variety of external situations and internal of reality +.408 
mood states —.190 Periodic abuse of drugs and/or alcohol + 396 
Periodic phobias —.154 Unstable sexual behavior (promiscuity) +.356 
Unstable sexual behavior (promiscuity) +.151 Episodes of dissociation +.272 





"The Wilks’ Lambda was .360; the group centroid for the borderline patients 
was +.550, for the schizophrenic patients, —.404. 


tients. The mean age of borderline patients was slight- 


ly younger (30.5 years) but not significantly different - 


from that of the comparison groups. There were fewer 
older patients in the borderline and nonborderline per- 
sonality disorder groups than in either the neurotic or 
schizophrenic groups. 

A discriminant function analysis was used to com- 
pare the sympton checklist profile of borderline pa- 
tients with that of each of the three comparison 
groups. In addition, the borderline patients were com- 
pared with all other groups combined. The standard- 
ized coefficients, presented in table form, reflect the 
relative discriminant power of the individual items, in- 
cluding the relative order of importance of the vari- 
ables in discriminating the groups (minus weights in- 
dicate items predictive of the nonborderline diagno- 
sis). In an effort to compare our outpatient results with 
the inpatient data of Gunderson and Kolb (5), our find- 
ings are presented in a tabular form that is similar to 
theirs. 


Borderline Versus Schizophrenic Patients 


Table 1 presents those items which significantly 
(p<.05) discriminated the borderline from the schizo- 
phrenic sample. Problems pertaining to the manage- 
ment of impulses, affects, and overidealization/deroga- 
tion emerged as the most powerful discriminators and 
were significantly more prevalent among the border- 
line patients. By contrast, pronounced failure of real- 
ity testing was more frequently found to characterize 
the schizophrenic patients and was the highest predic- 
tor of group differences. Manifestations of projection, 
with impairment in the sense of reality, were also more 


*The Wilks' Lambda was .45; the group centroid for the borderline patients 
was - 1.503, for the neurotic patients, +.001. 


evident in the schizophrenic sample. The borderline 
group showed less evidence of well-delineated neurot- 
ic symptoms, use of withdrawal, and difficulty in main- 
taining a stable sense of self in this comparison. The 
variable of episodes of dissociation failed to dif- 
ferentiate the two groups. On the whole, these findings 
parallel those of Gunderson and Kolb (5), which in- 
dicated that problems in the management of affects, 
impulses, and interpersonal relationships were the 
strongest predictors. Further, our results are also con- 
sistent with Kernberg's focus on reality testing as criti- 
cal in the differential diagnosis of borderline and schiz- 
ophrenic groups (16). 


Borderline Versus Neurotic Patients 


Table 2 presents those items which significantly 
(p<.05) differentiated the borderline from the neurotic 
sample (the latter was composed largely of patients 
with depressive neurosis). The borderline sample dis- 
played more failures in the management of impulses 
and affects, more unstable sexual behaviors (promis- 
cuity), and more drug and alcohol abuse than the neu- 
rotic comparison group. Periodic withdrawal from 
close relationships and instability in the sense of self 
were also more common in the borderline group. In 
contrast to the previous comparison with the schizo- 
phrenic sample, where disruptions among the border- 
line group in reality testing and the use of projection 
were less prominent, the borderline group showed sig- 
nificantly more disruptions in these areas than the neu- 
rotic comparison group. It was only in the area of non- 
affective neurotic symptoms, e.g., phobias and obses- 
sions, that the neurotic group were significantly 
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TABLE 3 - . 
Standardized Coefficients in Comparison of 45 Borderline Patients 
' and 30 Patients with Nonborderline Personality Disorders? 
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TABLE 4 
Standardized Coefficients in Comparison of 45 Borderline Patients 
and All Other Groups Combined (N=90)* 











Standardized Standardized 

Symptom (Vasiable) Coefficient Symptom (Variable) Coefficient 

Tendency to overidealize and excessively dero- Episodic or chronic disturbance in impulse 
gate other people +.644 : management +.724 

wEPisodes of chronic disturbance in impulse Excessively strong impulses and feelings. +.682 
management t.630 Tendency to overidealize and excessively dero- 

Difficulty maintaining stable sense of self in a gate other people 1.629 
variety of external situations and internal Limited capacity to tolerate unpleasznt affect +.544 
mood states +.627 Periodic obsessions and compulsicns —.437 

Excessively strong impulses and feelings +.556 Difficulty maintaining stable sense of self in a 

Limited capacity to tolerate unpleasant affect +.451 variety of external situations and internal 

Periodic obsessions and compulsions —.417 mood states + .380 

Periodic hypochondriasis —.356 Periodic abuse of drugs and/or alcohol +.361 

Periodic abuse of drugs and/or alcohol +.442 Unstable sexual behavior (promiscuity) 3.326 

Unstable sexual behavior (promiscuity) +.353 Periodic use of projection in presence of im- 

Periodic use of projection in presence of im- paired sense of reality +.228 
paired sense of reality +.335 Periodic. hypochondriasis —.215 

Anhedonia or difficulty experiencing pleasure +.224 Periodic withdrawal into partial or complete 

*The Wilks’ Lambda was .314; the group centroid for the borderline patients isolation К +.196 

was + 1.200, for the personality disorders, +.111. Bizarre sexual fantasies +.160 


higher. Further, it was only in regard to this particular 
comparison that the variable of episodes of dis- 
sociation proved to be a useful discriminator and was 
found to be significantly more characteristic of the bor- 
derline sample. In line with Gunderson and Kolb's 
data, interpersonal and impulse control difficulties, as 
well as episodic failures of reality testing and use of 
projection differentiated borderline from neurotic pa- 
tients. | 


' Borderline Versus Nonborderline Personality 
Disorders 


Problems in interpersonal relationships, affect, im- 
: pulse regulation and control, and a cohesive sense of 
self were more prominent among the borderline pa- 
tients (p<.05; see table 3). This comparison was con- 
sidered critical because it had not been included in pre- 
vious controlled studies. Kernberg's very broad con- 
cept of borderline personality organization actually 
includes all of the personality disorder diagnoses con- 
tained in the study sample. 

Periodic abuse of drugs and alcohol was more fre- 
quently found among the borderline group. (Drug-ad- 
dicted and alcoholic patients were excluded from the 
study.) Unstable sexual behavior (promiscuity) and 
episodic reality distortion with the use of projection 
were significantly less frequent in the group with non; 
borderline personality disorders than in the borderline 
sample. 

The most prominent diagnoses in the nonborderline 
personality disorders group were obsessive-com- 
pulsive and immature personality disorders. No pa- 

' tients were diagnosed as having paranoid personality. 
As with the neurotic comparison, phobic, obsessive- 

' compulsive, and hypochondriacal symptoms were less 

“prominent in the borderline patients than in the group 
with nonbprderline personality disorders. 





"The Wilks’ Lambda was .433; the group centroid for the borderline patients 
was 4t 1.170, for the combined groups, +.107. 


Borderline Patients Versus the Combined Comparison 
Groups i 


Gunderson and Kolb (5) found that a comparison of 
borderline patients with a combined group of patients 
with other disorders ‘‘sharpened the focus of those 
characteristics of borderline patients which are the 
best overall discriminators for use in a variety of dif- 
ferential diagnostic problems.” Listed in table 4 are 
the statement items that significantly (p<.05) discrimi- 
nated the borderline group from all the other patients 
in our sample. The strongest discriminators were dis- 
turbances in the management of impulses, excessively 
strong feelings, overidealization/derogation of other 
people, and difficulty tolerating unpleasant affect. Sig- 
nificant but somewhat less prominent in comparison 
with all other study groups were identity problems, pe- 
riodic alcohol or drug abuse, social withdrawal, un- 
stable sexual behavior (promiscuity), projection, and 
bizarre sexual fantasies. On the other hand, indicators 
of traditional neurotic disturbance (e.g., obsessions, 
compulsions, and hypochondriasis) were significantly 
less prominent than in the other comparison groups. 
These findings are consistent with those of Gunderson 


‘and Kolb (5) but contradictory to the original predic- 


tions of Kernberg (17). Impulsivity, excessively strong 
feelings, and interpersonal difficulties are the most 
powerful predictors in distinguishing borderline pa- 
tients from the comparison groups. 

In a final analysis the sensitivity and specificity of 
the symptom checklist items in discriminating between 
the groups were derived at different cutoff levels. A 
cutoff score of 7 items was found to-be most efficient in 
maximizing both the sensitivity (93%) and the specific- 
ity (76%) of the instrument (i.e., the ability to correctly 
identify borderline patients on the basis of'the in- 
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strument and to differentiate nonborderline from bor- 
derline groups). 


_ DISCUSSION 


The results of this study, which was based on a psy- 
chiatric outpatient population, are consistent with the 
hypothesis that borderline patients can be significantly 
and systematically differentiated from other diagnostic 
groups by the use of refined operational criteria. The 
reliability of the assigned clinical diagnoses was re-. 
viewed by senior supervisors unaware of the study hy- 
potheses in addition to an independent blind review by 
- one of us (M.S.). The best overall discriminators be- 
tween the borderline and other groups were found in 
the areas of heightened impulsivity, affectivity, and 
overvaluation/devaluation of others. 

A greater degree of reality distortion, use of projec- 
tion, and identity confusion was found in the negative 
direction in the borderline group in comparison with 
the schizophrenic group. Also in the negative direction 
was the extent of traditional nonaffective neurotic 
symptoms in comparison with both neurotic and non- 
borderline personality disorders. Although the group 
with neuroses and the group with personality disorders 
were limited in the range of diagnoses represented, the 
empirically derived boundaries are consistent with the 
findings of Gunderson and Kolb (5) and with the impli- 
cations of Kernberg's theoretical formulations (16). At 
the operational level, however, the present study was 
able to demarcate the borderline diagnosis from a 
group of diagnoses of personality disorder that Kern- 
berg would have included in his own broader border- 
line rubric. Gunderson and associates have consistent- 
ly shown that items reflecting interpersonal behavior 
and impulse action patterns are the best discriminators 
for comparisons among inpatient groups. The present 
data extend these findings to an outpatient sample. 

With respect to the data of Spitzer and associates 
(6), the present findings largely parallel those items 
' grouped under the unstable personality item set. Al- 

though the development of our checklist did not gener- 
ate the same item pool Spitzer and associates used to 
differentiate their subgroups, these authors indicated 
_that over half of their clinically diagnosed borderline 
patients met the criteria for both subtypes. Futher- 
more, they stated that lists of descriptive criteria 
would contain items representative of both subtypes 
.and recommended the use of the combined item set if 
one is primarily interested in defining the borders of 
the syndrome. They asserted that the schizotypal and 
unstable personality dimensions of the borderline syn- 
drome may not necessarily reflect two mutually exclu- 
sive types of borderline patients, but they warned that 
the borderline phenomena would ‘‘appear unitary" if 
the comparison was between borderline and non- 
borderline patients. Our data analysis fell within this 
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last comparison, although our results appear most con- 
sistent with the unstable personality item set, which, . 
as Spitzer and associates (6) noted, has been tradition- 
ally referred to as borderline personality in the litera- 
ture. i е 

Our findings support ће continued use of impaired 
reality testing as a criterion for the borderline diagno- 
sis despite its elimination from the now official D$M-* 
III. We doubt the practicality of suggesting, as Spitzer 
and Endicott did (18), that over half of those patients 
whom clinicians appear to regard as borderline should 
receive two simultaneous personality disorder diag- 
noses, i.e., borderline personality disorder and schiz- 
otypal personality disorder. We believe that our find- 
ings are more congruent with current clinical con- 
sensus and cast doubt on the wisdom of separating 
borderline and schizotypal personality disorders com- 
pletely, as DSM-III has done. We suggest that further 
research and replication using external correlates, 
such as course over time, familial incidence, and treat- 
ment response, are needed before this distinction can 
be made or eliminated with confidence. 
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APPENDIX 1 
Symptom Checklist 


1. Thought: a) episodes of pronounced ignoring or dis- 
tortion of reality, b) episodes of dissociation, c) periodic use 
of projection in presence of impaired sense of reality. 
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2. Feelings and impulses: a) excessively strong impulses 
and feelings, b) anhedonia or difficulty experiencing pleas- 
ure, c) limited capacity to tolerate unpleasant affect, d) epi- 
sodic or chronic disturbance in impulse management. 

3. Identity: a) difficulty maintaining stable sense of self in 
a variety of external situations and internal mood states. 

4. Neurotic symptoms: a) periodic phobias, b) periodic 
obsessions and compulsions, c) periodic hypochondriasis, d) 
periodic abuse of drugs and/or alcohol. 

5. Sexual behavior: a) unstable sexual behavior (promis- 
cuity), b) bizarre sexual fantasies. i 

6. Interpersonal relationships: a) tendency to overidealize 
and excessively derogate other people, b) periodic with- 
drawal into partial or complete isolation. 


1380 


Am J Psychiatry 137:11, November 1980 * 


A Controlled Study of Self-Help Intervention for Widows 


BY M.L.S. VACHON, 


R.N., PH.D., W.A.L. LYALL, M.D., D.PSYCH., J. ROGERS, R.N 


К. FREEDMAN-LETOFSKY, AND S.J.J. FREEMAN, M.D., D.PSYCH. ` * 





The authors conducted а 2-year study of 

` postbereavement adaptation in 162 widows. Sixty- 
eight were paired with a widow contact who provided 
emotional support and practical assistance. The 
differences between the women receiving intervention 
and the controls at 6, 12, and 24 months after 
bereavement suggested that those receiving 
intervention followed the same general course of 
adaptation as control subjects but that the rate of 
achieving landmark stages was accelerated for the 
intervention group. The Goldberg General Health 
Questionnaire and two indices derived from the study 
questionnaire confirmed the hypothesized "pathway 
of adaptation” through intra- and interpersonal 
adaptation to resolution of overall distress and the 
effectiveness of the intervention. 





onjugal bereavement is among the best docu- 

mented of life event stressors and has been dem- 
onstrated to increase the risk of physical, psycholog- 
ical, and social impairment (1-4). As such, it has be- 
come à focus for interventions designed to mitigate 
some of the associated stress. There are two common 
modes of intervention: professional intervention, often 
with predefined high-risk populations (5, 6), and self- 
help programs, generally based on the widow-to-wid- 
ow model developed by Silverman and associates (7- 
9). 
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Almost no research has been done on the benefits of 
widow-to-widow programs (7, 9, 10). One study (10) 
found that of widows assigned to self-help, confidante, 
or consciousness-raising groups, those in the self-help 
groups showed the least improvement. These results 
are difficult to interpret because of sampling problems, 
including widely discrepant intervals since bereave- 
ment, and the fact that the **self-help" groups were led 
by professionals and thus did not follow the traditional 
self-help model. 

In the course of a 2-year study of 162 widows con- 
ducted by the Social and Community Psychiatry Sec- 
tion of the Clarke Institute of Psychiatry, participants 
were randomly assigned to either an experimental wid- 
ow-to-widow program or a control group that received 
no intervention other than the data-gathering inter- 
views. This paper is a report on the efficacy of the wid- 
ow-to-widow program. 


METHOD 
Sample Selection 


Seven Toronto hospitals! participated in the study 
and contacted widows of men aged 67 years and 
younger who died in the hospitals between May 1974 
and September 1975. A cut-off of 67 years was chosen 
tó minimize corifounding the problems typical of be- 
reavement with those related to aging. 

Three hundred and nineteen women met these cri- 
teria, but 134 (42%) were not contacted because of 
unavailability, language problems, or severe disability. 
The remaining 185 women received letters from the 
participating hospitals approximately 1 month after 
their bereavement. This letter acknowledged the great 
stress ‘of the bereavement process, emphasized the 
need for further study of the problem, and introduced 
the project. The women were told that they would be 
telephoned by a research assistant who would provide 
details of the project, and, if they consented, an inter- 
view would be arranged. The letter stressed their free- 
dom to refuse participation. One hundred sixty-two 
women (88% of those contacted) agreed to ишер 
in the study. 


‘North York Branson Hospital, North York General Hospital, = 
Princess Margaret Hospital, St. Michael's Hospital, Sunnybrook 
Hospital, Toronto Western Hospital, and Wellesley Hespitai. 
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Sample Characteristics 


The median age of the sample was 52 years; the 
range was 22 to 69 years. The sample was pre- 
dominantly middle class on the Hollingshead two-fac- 
tor index. The majority of the women were Canadian- 
born (68%) and Protestant (75%); more than half (57%) 
«lived with someone else, usually their children. Twen- 
ty-nine percent were employed outside their homes, 
and 71% were housewives. 

Eighty-one percent of the husbands had died of 
Chronic diseases, and their median length of final ill- 
ness was about 6 months. Forty-five percent of the 
men died of cancer and 3896 from cardiovascular dis- 
ease. The remaining 17% died from diverse causes, 
usually unexpectedly. 


Procedures 


A personal interview was conducted in each wom- 
an’s home at 1, 6, and 24 months after.the husband’s 
death. In addition, an attempt was made to interview 
one-third of the women at 3 months and two-thirds at 
12 months after bereavement. Since it was not always 
possible to interview the women by | month, the first 
interview took place up to 8 weeks after bereavement. 
Therefore, very few 3-month interviews were done. 
The 6-month interview time was allowed to extend to 8 
months and the 12-month interview to 14 months. In- 
terviews ranged from 30 minutes to 2 hours, with the 
mean being slightly more than 1 hour. These follow-up 
interviews were conducted with 108 women (67%) at 6 
months, 76 women (71% of those scheduled for this 
interview) at 12 months, and 99 women (61%) at 24 
months. : 

There is evidence that those lost to follow-up were a 
different group than those who remained in the study. 
The subjects lost to follow-up had younger husbands 
and were of a lower social class. They seemed to have 
more psychological problems and fewer social sup- 
ports than the women who stayed iri the study. From 
these observations it seems reasonable to assume that 
any effects due to attrition would bias the results in the 
direction of underreporting difficulties during bereave- 
ment. There were no statistically significant dif- 
ferences between intervention and control groups in 
attrition rates or characteristics of subjects lost to fol- 
low-up. 

Following the initial interview, the widows were 
randomly assigned to either the intervention group 
(N=68) or the control group (N=94). We did contin- 
gency analyses using chi-square tests to investigate 
possible intervention versus control group differences 
on such sociodemographic and prebereavement vari- 
ables as age, socioeconomic status, and length and 
quality of marriage. Not surprisingly, it was found that 

' our groups reaffirmed Levy's Ninth Law, ‘‘Only God 
“can make a random selection” (11). There were three 
significant differences between intervention and con- 


It s . 
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trol subjects. Those assigned to the intervention pro- 
gram were more likely to identify cancer as the cause 
of the husband's death (p=.05), were more likely to 
report having at least two people they could count on 
to understand how they were really feelirg (p.05), 
and were more likely to report talking to the husband 
as though he were still alive (p.01). We took these 
differences into account in analyzing outcome dif 
ferences between intervention and control groups. 

Only 7 women assigned to the intervention group re- 
fused to participate. These 7 subjects were homoge- 
neous with respect to age, social status, type of death, 
and distress profiles. Although this Homogeneity is 
quite striking, the number of subjects involved is so 
small that it must be treated as a coincidence. Cer- 
tainly, one cannot use it to support theories on the ap- 
propriateness of the intervention model for different 
populations. Nevertheless, an equivalent, matched set 
of subjects was excluded from the control group for all 
comparison analyses. 


Measures 


Although a number of measures were used with this 
population, this paper will concern itself with only 
two. The Goldberg General Health Questionnaire 
(GHQ) (12) is a well-validated psychiatric screening in- 
strument originally designed to indicate the likelihood 
that an individual with a given score would be consid- 
ered a nonpsychotic psychiatric case if interviewed by 
a psychiatrist. In subsequent studies (13, 14) the GHQ 
was highly correlated with independent clinical assess- 
ment and with scores on an early 35-item version of 
the SCL-90 (г=.70 and r=.78, respectively). Scorés on 
the 30-item version range from 0 to 30, with a score of 
5 commonly used as a threshold of caseness. For the 
purposes of this study and in the context of bereave- 
ment, the GHQ was used as an indicator of overall 
disturbance (rather than caseness), with scores of 0-4 


. designated ‘‘low distress," and scores of 5 and above, 


“high distress." 

We constructed a questionnairé/interview to sample 
factors potentially associated with reaction to a psy- 
chosócial stressor (as, for example, in references 1, 3, 
and 4), i.e., demographic/situational variables, social 
support system information, and some psychological 
ànd psychophysiological variables. Objective data 
with little emotional loading were obtained by a self- 
administered questionnaire filled out in the presence of 
the research assistant. A structured interview was 
used for more sensitive data such as stress of hus- 
band's illness, history of discussion of death with hus- 
band, and past and current stressors. 


Intervention Program 


Those in the intervention group received a letter 
from a ‘‘widow contact," 1 of 6 women who had re- 
solved their own bereavement reactions and had par- 
ticipated in a training seminar that examined problems 
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of bereavement, provision of supportive counseling, 
and the spectrum of community. resources likely to be 
helpful to new widows. Intervention was not limited to 
any predefined duration or phase of bereavement; 
rather, the widow contacts меге available to the wid- 
ows for as long as they were needed. Initially, they 


offered one-to-one support as needed, including practi- ` 


cal help in locating community resources, supportive 
telephone calls, and face-to-face interviews. Even- 
tually small group meetings were made available as 
well. 

Unlike most professional programs of intervention, 
our program allowed contact to be initiated by either 
the widow contact or the widow. This design acknowl- 
edged the fact that newly widowed women are often 
quite passive-and unable to reach out for help yet need 
to know that help is readily available when they need it 
most. 


RESULTS 


Several items on the GHQ differentiated the inter- 
vention and control group subjects at 6, 12, and 24 
months (chi-square tests; р=.05 unless otherwise 

. noted). Most of the differences at 6 months related pri- 
marily to intrapersonal adaptation. Among the 67 süb- 
jects in the high-distress group (GHQ score of 5 or 
more), the women who received intervention were sig- 
nificantly more likely to perceive their health as better 
than average, more likely to feel ‘‘better’’ than they 
did at the time of their husband’s death, less likely to 
be seeing old friends as much as usual, and less likely 
(р=.01) to anticipate difficulty adjusting to widow- 
hood. In the total group of subjects, the women who 
received intervention were significantly less likely to 
miss their husband as a sexual partner. 

At 12 months the differénces related more to inter- 
personal adaptation. The intervention group was sig- 
nificantly more likely to feel ‘‘much better" than at the 
time of their husband’s death, to have made new 
friends, and to have begun new activities and less 
likely to feel anxious ‘‘often’’ or ‘‘almost always" or 
to need to keep up a front rather than express true feel- 
ings. At 24 months, the high-distress subjects who had 
received intervention were significantly more likely to 
have shifted to the low-distress group than high-dis- 
tress subjects who had not received intervention. 

As noted earlier, the intervention and control groups 
also differed on 3 items at 1 month after bereavement. 
Therefore, contingency analyses were used to deter- 
mine the degree to which the subsequent differences 
were related to these 3 initial differences. In brief, nei- 
ther ‘‘сапѕе of husband's death’’ nor ‘‘talking to hus- 
band as though alive’’ showed any consistent inter- 
actional effects with subsequent group differences. 
However, for the 67 women who fell into the high-dis- 
tress gróup at 1 month, "number of people to count 


Am J Psychiatry 137:11, November 1980. . 


TABLE 1 
Distress Level at 24 Months for 67 Widows Who Had High Distress | 
Levels? 1 Month After Bereavement 











Low High 
Distress *  Distress 

Social Support Level N 96 N 96 
Fewer than 2 people to count on 

Intervention group 1 2 3 

Controls 3 5 7 10 
2 or more people to count on І 

Intervention group 21 31 5 8 

Controls 16 24 It = 16 





Score of 5 or above on the Goldberg General Health Questionnaire (12). 


оп’ did seem to be strongly related (p=.02) to СНО 
score at 24 months. Indeed, such an effect is entirely 
consistent with the theory of this type of intervention, 
namely, that increasing the support available to a 
woman following bereavement will favorably influ- 
ence her adjustment. However, it was necessary to 
control for this difference between the intervention 
and control groups in ‘‘number of people to count on." 
We did a three-way analysis, which demonstrated that 
the effects of this factor and participation in the wid- 
ow-to-widow program were additive rather than inter- 
actional; that is, the subjects with neither tended to do . 
worst and those with both did best (x?— 10.54, р=.01) 
(see table 1). 

The nature of the items on which the groups differed 
at 6, 12, and 24 months seemed to fall into three cate- 
gories, indicating that the women receiving inter- 
vention were proceeding along a hypothetical pathway 
of adaptation faster than the control subjects. On this 
pathway, the inner turmoil, withdrawal, and pre- 
occupation with loss and the past would gradually 
abate, as shown by the intrapersonal nature of the 
items that differentiated the groups at 6 months. This 
resolution would proceed to the initiation or resump- 
tion of socialization patterns (interpersonal items) and 
finally lead to a reduction in overall psychiatric distur- 
bance as indicated by fewer symptoms in the areas 
tapped by the GHQ at 24 months. 

Because this hypothesis was an outgrowth of the re- 
sults of the study, rather than a basis for research de- 
sign, the capacity of the data to test this was limited. 
Nevertheless, sufficient data were available to develop 
the following design. 

The description of a "pathway of adaptation” re- 
quires both consistent signposts along the way and a 
consistent group of subjects to follow. The signposts 
were derived by comparing the 1-, 6-, 12-, and 24- 
month questionnaire/interviews. We examined all the 
questions that had been asked every time. From these 
we selected two categories of questions: those unam- 
biguously related to the first signpost—intrapersonal 
adaptation as described above—and those related to 
the second signpost—interpersonal adaptation: The 
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TABLE 2 
Percent of Widows in Intervention and Control Groups Who Showed 
' Positive, Negative, or No Change? 





Percent of Widows 





Intervention Control 





Months After Group Group 
Index? Bereavement (N=24) (N=38) 
™intrapersonal adaptation 6 
Negative change ` 8 24 
No change 38 24 
Positive change 54 53 
Interpersonal adaptation 12 
Negative change 0 - 10 
No change 8 24 
Positive change 92 66 
Goldberg General Health 
Questionnaire” 24 
High-high : 17 26 
Low-low 25 40 
High-low 58 34 





*Since 1 month after bereavement. 
bLevels at 1 and 24 months. 


GHQ measured the third signpost— overall distur- 
bance. 

We then tested the items in the categories of ques- 
tions designating the first two signposts for internal re- 
liability. For each category, the items yielding the best 
reliability tests were grouped to form an index of the 
degree to which the respective stages of adaptation 
had been attained. The intrapersonal adaptation index 
had an alpha level of .61 and included the following 
items: health in the past month; anxiety in the past 
month; psychiatric counseling in the past month; a 
sense of husband's presence in the past month; missed 
husband as a sexual partner in the past month; use of 
alcohol in the past month; use of tobacco in the past 
month; use of prescription sleeping pills, antidepres- 
sants, or tranquilizers in the past month; use of non- 
prescription drugs in the past month; and how feeling 
now compared to immediately after husband's death. 
The interpersonal adaptation index had an alpha level 
of .34 and included the following: difficulty carrying on 
social activities alone in the past month; need to keep 
up a front instead of expressing true feelings in the past 
month; made new friends since husband's death; and 
initiated new activities since husband's death. For 
both indices, the higher the score, the better the ad- 
justment. 

In order to have a consistent group of subjects to 
follow, only the 62 women who completed all four in- 
terviews were included in this analysis. Of these, 24 
women received intervention from the widow contacts 
and 38 women were in the control group. 

There were no significant differences between inter- 
vention and control groups at 1 month following be- 

' reavement on either index or on the GHQ. For 6, 12, 
and 24 months following bereavement, each woman 
was used as her own control by expression of the in- 


VACHON, LYALL, ROGERS, ET AL 1383 


dex scores as difference scores; that is, for each wom- 
an, the score at ] month was subtracted from the fol- 
low-up scores. Three categories of scores were thus 
derived: negative change, no change, and positive 
change. For the GHQ, the same technique was used 
after dichotomizing the 1-month scores into ‘‘low-dis- 
tress” and "'high-distress'"' categories. Because virtu- 
ally no one in the study went from low distress at 1 
month to high distress at 24 months, GHQ follow-up 
results were expressed as ''high-low" (a shift from 1- 
month high distress to 24-month low distress), ‘‘high- 
high," and ‘‘low-low.”’ 

Table 2 presents the results on the two indices and 
the GHQ for the times when the differences between 
the intervention and control groups were the greatest. 
For the intrapersonal adaptation index and the GHQ, 
the times shown (6 months and 24 months, respective- 
ly) are the only times when there was any appreciable 
difference between the intervention and control 
groups. For the interpersonal adaptation index, the re- 
sults at 24 months still showed a larger positive change 
in the subjects who received intervention than in the 
controls (9696 versus 6896). Because of the small num- 
bers in each category, percentage differences are more 
illustrative of the overall pattern than statistical signifi- 
cances, even though the latter can be obtained by 
choosing various category groupings. 

There still remained the question of what effect the 
differences between intervention and control groups at 
1 month might have had on these outcome indices. For 
the 62 women who completed all 4 interviews, there 
was no statistically significant difference in the three 
items (cause of husband's death, number of people to 
count on, still talking to husband) between the two 
groups. In fact, for the item concerning type of death, 
the distribution of responses in intervention and con- 
trol groups was virtually identical. However, the re- 
maining two items showed the same direction and 
magnitude of group differentiation for the subsample 
as for the entire sample. Therefore, despite the lack of 
statistical significance, the effect of these items on the 
three outcome measures was examined. 

For each variable, the effects on the outcome in- 
dices for this smaller group mimicked the results for 
the full group. That is, ''still talking to husband” at 1 
month showed no consistent interactional effects with 
any of the three indices. ‘‘Number of people to count 
on" maintained its additive effect for the 24-month 
GHQ. . 

To look specifically at high-distress subjects, the 
women with 1-month GHQ scores of 5 or above were 
analyzed separately. The results of these analyses sug- 
gested that intervention versus control differences 
were most pronounced for the high-distress subjects. 
We will document the extent of this effect and its im- 
plications for screening subjects for intervention in a 
future paper, which will шорого: extended group 
data.. 
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DISCUSSION 


The demonstration by epidemiological methods of a 
**pathway of adaptation” and of the accelerated prog- 
ress of widows who participated in a self-help group is 
sufficiently important to warrant replication using in- 
dices designed from the beginning to test the hypothe- 
ses. In the present study, the intervention and control 
subjects seemed equally upset at 1 month after be- 
reavement. The first change was a negative one in the 
control group. As immediate postbereavement support 
diminished and the reality of the loss was realized, 
even more widows manifested depressive symptoms 
and preoccupation with the past. However, the inter- 
vention group resisted this deterioration of emotional 
status. At 12 months the controls had caught up in in- 
trapersonal adaptation but the intervention group was 
clearly ahead of them in the resocialization process—a 
lead that was maintained through the following year. 
At 24 months there were substantially more women in 
the intervention group who showed a drop in GHQ 
scores from the high- to low-distress range. 

Such a model of adaptation has some support in the 
work and theories of C.M. Parkes. Parkes has de- 
scribed reaction to bereavement as “. . . a process of 
realization, of making real inside the self events which 
have already occurred in reality outside” (15). Parkes 
described this process as having both internal and ex- 
ternal orientations, as both the preservation and pro- 
tection of the ‘‘damaged self’ and the revision of a 
personal working model of the world. Parkes further 
noted that during this process the individual experi- 
ences in turn anxiety, frustration, and depression be- 
fore reaching a point where he can satisfactorily rein- 
vest in external objects. Intrapersonal adaptation, 
which was more pronounced in our experimental 
group at 6 months, presumably facilitates the next 
phase of adaptation, in which the individual begins to 
look outward and make attempts to develop new roles 
and activities. This socialization process became sig- 
nificantly different from the control group by 12 
months. In this, paradigm, it is only by progressing 
through these stages of inward-directed and outward- 
directed adaptation that a significant decrease in over- 
all disturbance and dysfunction is achieved. In this 
study the attainment of these stages of adaptation was 
accelerated by participation in the widow-to-widow 
program, which provided emotional, cognitive, and 
practical support to the individual. 
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What is perhaps most surprising about this progres- 
sion is not the nature and sequence of the stages. but 
the length of time over which it extends. Not until 2 
years after bereavement did a difference in overall dis- 
turbance between intervention and control groups be- 
come apparent. From Lindemann's original descrip- 
tion of adaptation (2) in terms of months to Caplan's 


later discussion (16) in terms of a year or more, the” 


estimate of the duration of adjustment to conjugal be- 
reavement has been steadily extended. This must af- 


fect theories of loss and the grieving process and, also, 


research on the significance of life events in the etiol- 
ogy of illness. Life event questionnaires investigating 
the last 6 months to 1 year of a respondent’s life may 
be underestimating the continuing disturbance present 
as a result of a less recent major event such as conjugal 
bereavement. 
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Predicting Which Patients Will Be Discharged Against Medical 


‘Advice: A Pilot Study 


° 
BY PETER STEINGLASS, M.D., CHARLES E. GRANTHAM, M.A., AND MARC HERTZMAN, M.D. 


p 





Studies of patients signing out against medical advice 
(AMA) from a psychiatric service have been 
retrospective and inconsistent or contradictory in their 
findings. The authors report findings from a 
prospective study in which data from a brief structured 
interview of patients at the time of admission were 
used to predict subsequent AMA behavior. They 
achieved 8096 accuracy. Critical variables centered 
around the nature of the "treatment contract’ as 
perceived by the patiert: AMA patients never intended 
to stay in the hospital for more than a few days. 





patient's signing out of a hospital against medical 

advice (AMA) is not a routine event on any medi- 
cal service. When an AMA occurs on a psychiatric in- 
patient service, it has traditionally been interpreted as 
a reflection of a profound breakdown in the therapeu- 
tic relationship between treatment staff and patient. 
The AMA event has also been viewed as having a siz- 
able impact on the morale and behavior of other pa- 
tients as well. Consequently, signing out against medi- 
cal advice has received considerable attention in the 
psychiatric literature (1). 

Our reading of this literature has led us to two gener- 
al conclusions. First, retrospective designs have been 
largely unrewarding in studying the troubling question 
of psychiatric AMAs because of the inconsistency of 
their findings (2-5). Second, AMA behavior seems to 
be influenced primarily by factors occurring either at 
the time of admission or early in the course of hospital- 
ization (6-10). This second conclusion suggests that 
AMA behavior, rather than reflecting a breakdown in 
the therapeutic relationship, reflects a breakdown or 
disagreement in the contracting process that occurs 
early in the course of hospitalization. These two con- 
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| clusions, if correct, indicate that future studies of fac- 


tors associated with AMA behavior should include, at 
the very least, an emphasis on prospective rather than 
retrospective designs and the inclusion of data about 
the initial contracting process at the time of hospital- 
ization. 

In this paper we report findings from a study of 
AMA behavior that followed both these guidelines. 
We carried out a prospective study on the psychiatric 
service of a university hospital. Systematic data were 
collected from all patients admitted to this service for a 
six-month time period. In this report we will focus on 
two aspects of the study: 1) the strategy used to devel- 
op an assessment instrument intended to have predic- 
tive validity regarding AMA behavior and 2) data in- 
dicating that this instrument was highly successful as a 
predictive discriminator of patients who will versus 
those who will not leave the hospital AMA. 


METHOD 


The basic strategy of the study was to administer 
within 48 hours of admission a series of data collection 
instruments to all patients admitted to a psychiatric in- 
patient service and to compare these data with out- 
come data obtained during the course of hospital- 
ization. For the purposes of the study, an “АМА 
event" was defined by two criteria: 1) a patient leaves 
the hospital and Z) a physician or nurse places in the 
hospital record a written statement that the patient 
was advised to remain in the hospital. 

The study was carried out on the psychiatric service 
of the George Washington University Hospital during 
July-December 1978. Of the 132 patients admitted to 
the unit during this period, 115 agreed to participate in 
the study (all subjects signed an informed consent 
form before being included in the study). We collected 
enough data on 96 of the 115 subjects to include them 
in some part of the final data analysis. 


The Psychiatric Service 


Our psychiatric service is a 33-bed unit in a general 


‘medical hospital staffed by the customary range of 


mental health professionals. The unit serves as a major 
training base for psychiatric residents and admits, on a 
voluntary basis, an urban population of patients agree- 
ing to hospitalization for a variety of psychotic condi- 
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tions and character disorders. The average length of 
stay on the unit is 17 days. Most patients are admitted’ 
to the unit through the hospital emergency room, one 
of the few 24-hour psychiatric emergency rooms in the 
District of Columbia. The unit does not knowingly ac- 
cept involuntary admissions or patients lacking finan- 
cial resources (Medicaid patients are accepted, how- 
ever). 

Each patient is assigned to an attending psychiatrist. 
The psychiatrist not only conducts some therapy—in- 
dividual, group, or both— with the patient but also su- 
pervises a resident working with the patient. Each pa- 
tient Is assigned a nurse or psychiatric technician on 
each 8-hour shift. Ordinarily, there are three to five 
nurses or technicians on duty per shift. Medical, occu- 
pational, and other therapists, social workers, and oth- 
er stüdents also work with patients five days a week. 

On average, each patient is treated in individual dy- 
namically oriented therapy at least twice a week. All 
patients are also in various group therapies at least 
once a day and generally more often. Pharmacothera- 
py is used as required (a majority of patients receive 
some form of medication); ECT is seldom used. 


AMA Profile Checklist 


Because of our interest in studying the relationship 
between the contracting process at the time of hospital 
admission and subsequent AMA behavior, data collec- 
tion initially centered around a series of structured in- 
terviews and questionnaires intended to elicit treat- 
ment goals for the hospitalization from the patient, the 
patient's family, the admitting physician, and a mem- 
ber of the nursing staff. 

After an initial period of data collection, we per- 
formed a preliminary review of data collected from 6 
patients who had signed out AMA. Two findings stood 
out: first, all AMA patients had left the hospital within 
the first seven days of admission; second, AMA pa- 
tients, in comparison with non-AMA patients, seemed 
remarkably uninvolved in the treatment community. 
Our review also suggested that a series of attitudinal 
factors were associated with AMA behavior, including 
the patient's perception that he or she had been 
coerced into accepting voluntary admission, a concern 
over lost income, a concern about being labeled 
"sick," a concern over the ‘‘unduly restricted” regi- 
men of the ward, an expressed ambivalence toward 
the therapeutic regimen, and requests for noninvolve- 
ment of family members in treatment. 

A review of available data obtained from the admit- 
ting psychiatrist, the psychiatric staff, and family 
members failed to reveal any consistent patterns asso- 
ciating AMA behavior with such variables as type of 
treatment plan suggested, assessment of level of func- 
tioning, and identity of primary therapist. 

On the basis of our initial review, we designed a 
screening instrument intended to serve as a predictor 
of AM A behavior. The instrument, which focused ex- 
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clusively on data obtained from the patient, was a 5- 
item, Likert-scaled! AMA Profile that could be filled 
out by the research associate (C.E.G.) immediately 
following a structured admission interview of the pa- 
tient, using criteria explicated in a scoring*manual. 

The five items were 1) part patient played in admis- 
sion decision, 2) patient's desire for involvement in 
therapeutic process, 3) estimate by patient of length of” 
hospital stay, 4) activities external to ward that would 
prevent patient from staying, and 5) amount of ‘‘help”’ 
patient felt he or she could receive from staff. 

For the subsequent period of data collection all pa- 
tients admitted to the psychiatric service were inter- 
viewed and scored on this profile. (A copy of the scor- 
ing manual is available from the authors on request.) 
Patients admitted before the development of the in- 
strument were retrospectively scored using hospital 
charts edited to disguise the patient’s identity. The 
success of the AMA Profile as a predictor of AMA be- 
havior could then be assessed by comparing the hospi- 
tal course of patients admitted during the six-month 
time period of data collection with the scores they 
were given on the basis of a structured interview car- 
ried out within 48 hours of admission. 

We.also administered the Rotter internal/external 
locus of control scale (11). This measure, it might be 
argued, reflects a dimension of psychological function- 
ing that one would predict might be associated with a 
predilection to sign out of the hospital AMA (i.e., in- 
ternal locus of control patients would be more likely to 
initiate such behavior). 


RESULTS 
Comparison of AMA and Non-AMA Patient Groups 


: Table 1 summarizes a comparison of our AMA and 
non-AMA patient groups along selected demographic 
and questionnaire variables that might be proposed as 
patient-related predictor variables of AMA potential 
for such a patient population. 

Three findings stand out. First, there were no dif- 
ferences between the AMA and non-AMA groups in 
any of the demographic and social class variables ex- 
amined, with the single exception that the non-AMA 
group was a more heterogeneous group in level of edu- . 
cation (see table 1). | 

Second, there was no difference between the two 
groups in the Rotter internal/external locus of control 
score. Thus our hypothesis was not borne out by our 
data. 

Third, by way of contrast, two AMA Profile vari- 
ables were significantly different for the two groups, 


'and a third AMA Profile variable showed a trend to- 


'Likert-scaling requests the respondent to circle a number that 
most reflects his or her feeling about each item in the questionnaire. ` 


“We used a 7-point scale with 1 defined as "most agree’ and 7 defined 
x А 


as ‘‘most disagree." 
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TABLE 1 
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Zharacteristics of Psychiatric Patients Who Signed Out of the Hospital Against Medical Advice (AMA) and Those Who Did Not (Non-AMA) 








AMA Patients 





Non-AMA Patients | 





Characteristic ` N Mean SD N Mean SD t Significance 
—% 
Аре (уеагѕ) 20 32.45 11.31 73 31.40 13.31 .35 n.s. 
Sex (male 1, female=2) 20: 1.55 .51 74 1.58 50 .24 n.s. 
Education (years) 20 14.15 2.74 75 13.85 7.26 29 n.s. 
Race (white=1, nonwhite=2) 20 1.60 1.23 75 1.36 56 85 ILS. 
Number of previous hospitalizations 19 1,05 1.78 74 ‚78 1.40 .61 n.s. 
Rotter score? ' 20 5.60 5.07 75 7.12 6.47 —].12 n.s. 
AMA Profile scores? 
Item 1 20 2.90 1.37 68 2.43 1.85 1.24 n.s. 
Item 2 20 2.90 1.12 66 2.50 1.21 1.37 p=.178 
Item 3 20 4.30 1.08 68 3.56 1.38 2.52 p=.016 
Item 4 19 2.05 1.96 55 1.53 2.16 98 n.s. 
Item 5 20 3.15 1.23 64 2.20 1.30 2.97 p=.005 








*A lower score indicates a more internal locus of control. 


^A higher score indicates that the patient is more likely to sign out of the hospital AMA. 


ward being different. The two groups differed signifi- 
cantly on the third item, the patient's estimate of his or 
her length of hospital stay (see table 1). AMA patients 
indicated at the time of admission that they would be 
staying in the hospital only a few days; non-AMA pa- 
tients gave a much longer estimate of their anticipated 
length of stay. The groups also differed significantly on 
item 5, the patient's perception of the amount of help 
he or she would be receiving from the hospital staff 
(see table 1). AMA patients indicated their feeling that 
the staff would be of little assistance to them in helping 
them with their chief complaint; non-AMA patients 
were more optimistic on this score. This difference be- 
tween the two groups in their perceptions of what help 
they could anticipate from the hospital staff was con- 
sistent with the trend for AMA patients to express less 
interest in becoming involved in a therapeutic process 
while on the ward (item 2 of the AMA Profile). 

AMA and non-AMA groups were also compared 
along variables having to do with hospital structure 
rather than patient characteristics. For example, we 
asked, Did the identity of the psychiatric resident or 
the treatment team to which the patient was assigned 
influence the patient's predilection to sign out AMA? 
Was the AMA rate influenced by the time of year the 
patient was admitted (the treatment unit is a teaching 
service in which all house staff begin one-year rota- 
tions on July 1)? Was the identity of the admitting phy- 
sician of any importance? Were some physicians pro- 
ducing distorted expectations of patients’ hospital 
stays by the way they described the treatment service 
at the time of admission, and was this ''false advertis- 
ing” leading to an increased incidence of AMA behav- 
ior? 

Although our sample size precluded inferential sta- 
tistical analyses of these variables, a visual inspection 
of the data indicated no differences between the AMA 
and non-AMA groups regarding identity of primary 
therapist, date of admission, or identity of the admit- 
ting physician. 


\. v 


The AMA Profile as a Predictive Instrument 


To answer the question of how accurate a predictive 
instrument the AMA Profile was as applied to the pa- 
tient sample ‘prospectively studied in this project, we 
subjected the data to a discriminate function analvsis. 
This analysis is a multivariate procedure that deals si- 
multaneously with all AMA Profile variables and pro- 
duces a mathematically derived linear function that 
maximally discriminates between the independent 
variables (in our case AMA versus non-AMA groups). 

Having determined the best coefficients and con- 
stants for the discriminant function, the procedure 
then computes a discriminant function score for each 
patient in the sample and uses this score as the basis 
for making a prediction about which group the patient 
belongs to. It is this last step we were particularly in- 
terested in. 

We carried out a series of discriminant function 
analyses (12) on our patient sample with such a predic- 
tion in mind. An initial analysis was performed on the 
entire sample for whom complete AMA Profile scores 
were available (for 20 AMA patients and 64 non-AMA 
patients). Using this discriminant function as the basis 
for classifying cases, we found that the analysis cor- 
rectly classified 80.4% of the 84 cases in the sample. 
However, most of the misclassified cases were AMA 
patients. Because of the uneven size of the two patient 
groups, the discriminant function was calculated to 
best predict patients in the larger patient group, the 
non-AMA patients. However, it is the AMA patient 
that we want to correctly identify at the time of admis- 
sion. Therefore, a second series of analyses was per- 
formed using the same dependent variables, but this 
time we used matched sample sizes of 20 AMA pa- 
tients and 20 non-AMA patients. The latter were ran- 
domly selected from our total sample of 64. Ten such 
analyses were separately performed, each time using a 
different random sample of non-AMA patients. Table 2 
summarizes the results of the classification process us- 


i388 

















PREDICTING AMA DISCHARGE Am J Psychiatry 137:11, November 1980 .. 
TABLE 2 ; 
Classification of Pátients by Discriminant Function Analysis Using AMA Profile Scores 
В 2 Overall Correct 
К АМА Patients : Non-AMA Patients Classification Rate 
Sample Correctly Classified Incorrectly Classified Correctly Classifed Incorrectly Classified ө (95) 
1 16 4 13 T 72.5 
2 ll 9 9 и 50.0 
3 16 4 12 8 70.0 „л 
4 16 4 11 9 67.5 
5 16 4 12 8 70.0 
6 16 4 13 7 72.5 
7 16 4 ]3 7 72.5 
8 16 4 12 8 70.0 
9 16 4 13 7 72.5 
10 16 4 11 9 67.5 





ing these 10 different ТЕТЕ РЕТ functions. The сог- 
rect classification rate was remarkably consistent with 
the sole exception of sample 2. As we hoped, when the 
discriminant functions were derived from AMA and 
hon-AMA groups of equal size the resultant discrimi- 
папі function did an excellent job of correctly 
classifying potential AMA patients from their AMA 
Profile scores (16 of 20 AMA patients were correctly 
classified for 9 of the 10 trials). 


DISCUSSION 


Distinguishing characteristics of the AMA patient. 
The findings of this study clearly indicate the feasibil- 
ity of developing a simple questionnaire that has pre- 
dictive validity in identifying potential AMA patients 
at the time of admission. The brief 15-minute interview 
used for this study was capable of providing data that, 
when translated into AMA Profile form, acquired 80% 
predictivé accuracy for future AMA behavior. 

The two items in the AMA Profile that proved to be 
the niost significant discriminators of AMA versus 
non-AMA patients strongly suggest that potential 
AMA patients view the hospital not so much as a treat- 
ment resource capable of providing them with help in 
dealing with critical psychological and practical prob- 
lems in their lives but, rather, as a temporary way sta- 
tion: Despite their willingness to sign into the hospital 
on a voluntary basis (often under pressure from medi- 
cal staff and/or family members), potential AMA pa- 
tients seem to enter the hospital with a profoundly { dif- 
ferent view of the treatment ‘‘contract’’ they have just 
signed than the view held by the treatment staff. The 
assumption on the part of the treatment staff that the 
patient’s willingness to sign a voluntary hospitalization 
form is a reflection of his or her interest in receiving 
treatment, as opposed to an interest in temporary hos- 
pitalization, may be erroneous. .. 

Most studies of AMA behavior have operated from 
the premise that predisposing characteristics of the pa- 
tient (e.g., personality variables, diagnosis, and age) 
increase the likelihood of AMA behavior (1). How- 


ever, consistent variables have not been identified de- 
spite an irtensé interest in the subject. The alternative 
approach we are suggestirig, an attention to the nature 
of the contracting process, does not preclude the exis- 
tence of such elemerits as personality variables as de- 
terminants of AMA behavior. Rather, we feel that asa 
starting point a more pragmatic approach might be to 
concentrate on concrete evidence about the nature of 
the treatment contract the potential AMA patient 
wishes to sign with the hospital. Our data suggest that 
for most AMA patients this contract is intended from 
the start to be short-term. Psychological treatments 
are considered irrelevant and unnecessary. The esti- 
mated length of stay is to be afew days, no more. It is 
therefore a misinterpretation to view such patients’ 

agreement to hospitalization as a request for ongoing 
psychological treatment or pharmacotherapy. 

The literature dealing with treatment dropoüts in an 
outpatient setting has emphasized that changes result- 
ing from psychotherapy often divide into a set of long- 
term changes relating to specific symptom alteration 
and changes in interpersonal relationships (13-15). 
Some authors (16, 17) have said that the high incidence 
of dropping out of therapy within the first four out- 
patient visits reflects a tendency for patients to leave 
psychotherapy following initial nonspecific symptom 
relief. If this evidence from the outpatient setting is 
extrapolated to our study, we might interpret our find- 
ings as suggestive evidence that the potential AMA pa- 
tient enters the hospital to obtain immediate non- 
specific relief of poorly articulated conflicts and symp- 
toms. The hospitalization itself provides this relief; 
independent of the more formalized features of the 
treatment program. Having received such relief, the 
patient leaves. What is interesting about our findings is 
the indication that patients have a relatively clear-cut 
conceptualization of this process and can articulate 
their views in terms of their lack of interest in the for- 
mal aspects of the treatment program. 

Corrective measures in dealing with potential AMA 
patients. One possible conclusion from this study is 
that nothing more should be done for the AMA patient 
than to allow him or her to leave without a potentially 


. 
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onerous label. This view suggests that such patients 3. Daniels RS, Margolis PM, Carson RC: Hospital discharges 


should be allowed to use the hospitalization as an in- man medical advice: I. Origin and prevention. Arch Gen Psy- 
i M A д chiatry 8:120-130, 1963 
terruption or a temporary removal from factors or 4. Greenwald AD, Bartemeier LH: Psychiatric discharges against 


events in their lives that are overwhelming their coping medical advice. Arch Gen Psychiatry 8:117-119, 1963 
resources dnd that the hospital should not insist that 5. Tuckman J, Lavell M: Psychiatric patients discharged with or 


san ie Е against medical advice. J Clin Psychol 18:117180, 1962 
they p artake of psychiatric treatment: : Р : 6. Baekeland Е, Lundwall L, Shanahan TJ: Correlates of patient 
An alternative view is that tlie ability to identify po- attrition in the outpatient treatment of alcoholism. J Nerv Ment 


tential AMA patients at the time of admission provides Dis 157:99-107, 1973 


ortunitv to institute a treatment program.for 7: Fabrick AL, Ruffin WC, Denman SD: Characteristics of pa- 
an Opp y prog tients discharged against medical advice. Ment Hygiene 52:124- 


these patients uniquely tailored to their needs. This 128. 1968 

would substantially increase the value of the hospital- — 8, Raynes AE, Patch VD: Distinguishing features of patients who 

ization for such a patient and iri the process would ef- йош ее from a psychiatric ward, Compr Psychia- 
: ie » pu: _ {гу 12:473-479, 1971 

fecti vely eliminate the AMA P roblem"" by estab 9. Scheer N, Barton GM: A comparison of patients discharged 

lishing a short-term hospitalization program for this against medical advice witli a matched control group. Am J Psy- 

group of patients rather than insisting that they follow chiatry 131:1217-1220,-1974 


the customary treatment program established for the 10. Struen MR; Solberg KD: Maximum hospital benefits versus 
entire service. against medical advice. Arch Gen Psychiatry 22:351-365, 1970 


11. Rotter JB: Generalized Expectancies for Internal versus Ex- 
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behavior should be directed toward prospective identi- Social Sciences. New York, McGraw-Hill Book Co, 1975 


13. Dodd J: A retrospective analysis of variables related to duration 
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Psychosis in a Peasant Society: Social Outcomes 


BY JOSEPH WESTERMEYER, M.D., PH.D. 





Several clinicians have theorized that somatic and 
residential treatments have an untoward effect on thé 
eventual outcome of major mental illness. To test this 
hypothesis, the author studied social coping behavior 
of mentally ill people in Laos, a predominantly 
peasant society with no psychiatrists or psychiatric 
hospitals. The Lao folk term baa(‘‘crazy’’ or insane) 
was used in determining cases. Social factors studied 
included legal problems, family contact, sociability, 
friendship, communal activities, sexuality, and work. 
Results indicated that levels of social function in this 
sample were quite limited. The author concludes that 
social disability associated with chronic psychosis 
cannot be ascribed totally to diagnostic labeling or 
institutionalization. 


ome psychiatrists and psychologists have argued 
that psychiatric treatment, - hospitalization, and 
psychotropic medication have an untoward effect ón 
the eventual outcome of psychosis (1-4). Others have 
disagreed, stating that the social concomitants of psy- 
chosis cannot be so easily labeled iatrogenic (5-10). 
Anecdotal case reports have also shed doubts on the 
strategy of letting psychosis “гип its course” (11). 
Cross-cultural studies provide a means for address- 
ing this issue by studying groups that do not have mod- 
ern psychiatric treatment resources (although they do 
have ‘‘folk’’ treatment methods). Unfortunately, an- 
thropologists have argued on both sides of the ques- 
tion (12, 13), just as have psychiatrists and psycholo- 
gists. Cross-cultural field reports, like clinical reports, 
tend to be rich in anecdote and virtually impossible to 
replicate. 
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The current study was undertaken to collect field 
data on psychotic persons. Laos was used as a site 
because 1) there were no practicing psychiatrists or 
psychiatric facilities in the country; 2) previous re- 
search had demonstrated considerable social tolerance 
for behavioral deviarice (14, 15); and 3) disabled per- 
sons could theoretically work part-time at a variety of 
tasks and live within an extended kinship group. Thus, 
if psychotic persons in fact do well without psychiatric 
care, it was anticipated that they miight do well in rural 
areas of Laos. 


METHOD 


Cases of psychosis were obtained by surveying 27 
villages for persons labeled socially as baa (‘‘crazy”’ 
or insane). This method has been suggested by Beiser 
and associates (16) as à reliable means of obtaining 
cases, based on their work in rural areas of Africa. Two 
years of general medical work in Laos (1965-1967) and 
a pilot study of 20 baa villagers (in the course of other 
résearch during 1972, 1973, and 1974) had also re- 
vealed few false positives (persons labeled baa but not 
found to be psychotic) and false negatives (persons 
found to be psychotic but not labeled baa). 

Thirty-five subjects were identified in 27 villages 10- 
cated in Vientiane Province, an area of rice paddy 
farmers. Village populations averaged about 200 
people. Research assistants known to the people of 
each area located the cases by contacting village head- 
men, elders, monks, and merchants. Research assist- 
ants also provided an entrée to the subjects and their 
families. I interviewed subjects and their collateral in- 
formants in the Lao language. The study was con- 
ducted over an 8-week period from January to March 
1975. 

A social rating scale was devised for Laos using so- 
cial rating scales developed in other populations (17- 


.22). Premorbid ànd morbid social ratings were based 


primarily on reports by informants (a mean of 6.9 in- 
formants per subject). These ratings were supple- 
mented by reports from 5 subjects who were suffi- 
ciently lucid to provide such information. Premorbid 
rating periods consisted of the year before the subject 
became baa. The morbid rating period was the year 
before the research interview, except for 6 subjects 
who had been baa for less than 1 year. These subjects 
were rated for the time since the onset of,their baa 
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condition. One variable, legal problems, was not han- 
, dled in this manner because it was an infrequent event. 
Preinorbid legal problems were assessed from age 18 
to the onset of baa (mean duration=7.5 years), and 
morbid leg&i problems were calculated from onset to 
the present time (mean duration=8.0 years). 
Reliability and validity are important considerations 
* in anamnestic studies of this kind. One study of major 
life events has indicated that reports of relatives in reg- 
ular contact with a subject over time demonstrate good 
reliability with subjects’ self-reports (23). Where er- 
rors occurred, they were in the direction of under- 
reporting rather than overreporting. Test-retest stud- 
ies on anamnestic data have shown good reliability for 
major life events, even over prolonged periods (24- 
27), but poor validity for mundane events after short 
periods. A cross-cultural study comparing North 
American and Asian reporting of significant life events 
has shown marked similarity in the subjects' ratings of 
over 40 events (28). Since the information sought from 
these Laotian subjects and informants was highly sig- 
nificant to them, it is likely that valid data were ob- 
tained. The use of several informants for each subject 
also ensured reliability. 


RESULTS 
Demographic Characteristics 


Subjects ranged in age from 15 to 68 years, with a 
mean of 35.3 years (SD=14.6 years). There were 18 
male and 17 female subjects. Although most subjects 
were in their ‘‘marriageable” years by local standards, 
only 5 were currently married and living with a spouse. 
About half of the subjects were single, and another 
fourth were divorced or separated—an atypical finding 
in rural Laos, where most adults are married and di- 
vorce is infrequent. One subject was widowed and 2 
were involved in common law relationships. The high 
illiteracy rate (4596) was not unexpected because most 
Laotians received little education until recent years. 
Twelve subjects had first- to eighth-grade educations; 
only 7 had attended high school. Most of the subjects 
were ethnic Lao. The 4 tribal subjects and 1 Chinese 
man had migrated from areas outside Vientiane Prov- 
ince. These ethnic "immigrants" had not been ex- 
pected in the sample because all communities sur- 
veyed were ethnic Lao. 


Clinical Characteristics 


A panel of four clinicians independently assigned 
psychiatric diagnoses to each subject based on a case 
report and photograph obtained by the author (these 
data are presented in reference 29). The most common 
disorder was functional psychosis (N=24). Most of 

' these cases were categorized as schizophrenia, with a 
few categorized as affective psychosis. Nine individ- 
uals were diagnosed as having organic psychoses. 
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Their etiologies included chronic alcoholism (N=4), 
trauma (N=2), meningoencephalitis (N=1), stroke 
syndrome associated with alcoholism (N=1), and 
chronic cannabis use (N=1). The 2 remaining subjects 
may have had transient psychoses in the past or have 
been in an early phase of chronic psychosis, but they 
were judged neurotic at the time of interview by the 
raters. Because of their relative youth (both were age 
16) and the relative recency of their psychotic manifes- 
tations (less than 1 year), the panel could not con- 
fidently assign a diagnosis of psychosis to these 2 sub- 
jects, who will be deemed ‘‘borderline.’’ These diag- 
nostic subgroups were not distinguishable in terms of 
social outcome data, so results for all 35 subjects are 
reported. 


Social Outcome Variables 


Legal problems. Police were not stationed in any of 
these 27 villages. However, police in nearby towns 
could be summoned by villagers in the event of serious 
disruption. As shown in an earlier paper (30), recourse 
to police, while infrequent, was especially sought 
when violence or feuding was likely. 

Two men had been arrested before the onset of their 
psychoses: one for violent behavior while drinking, 
and the other for leading a splinter religious move- 
ment. Both were arrested again for the same offenses 
following the onset of their psychoses. 

An additional 6 subjects, all men, were arrested for 
the first time following onset of their psychosis, usual- 
ly in the early weeks or months. Descriptions of their 
offenses demonsirate their relationship to psychotic 
delusions and hallucinations. 


Unemployed subject thought himself to be a high govern- 
ment official and stole a government vehicle. 


Plagued by accusatory auditory hallucinations, subject as- 
saulted his blind wife with a knife. 


Unemployed subject thought government officials wanted 
to pay him large sums of money; he was arrested for loi- 
tering around their homes and offices. 


Army private thought himself to be an officer and refused 
orders from his commander. 


In a furor precipitated by heavv cannabis use, subject de- 
stroyed part of home and assaulted several people. 


Son of a police official suddenly assaulted a policeman at a 
religious festival. 


Comparison of premorbid and morbid legal prob- 
lems showed only a marginal statistical significance 
(х2=2.9167, df=1, p<.09). 

Family contact. Extended families in Laos provide 
many social functions performed by institutions in the 
United States, including nursing care, shelter and food 
at times of crop devastation of flood, and social securi- 
ty in old age. People often live their entire lives in the 
same village and are in daily contact with many kins- 
men. р 
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Family contact for the purposes of this study con- 
sisted of visits, assistance, or conversation—i.e., any 
discernible face-to-face social transaction. In assess- 
ing family contact, definitions of frequency were as 
follows: 1) regular—family contact within last 30 days, 
2) occasional—family contact within 31 to 365 days, 
and 3) infrequent— no family contact within 365 days. 

Before the onset of their baa condition 30 subjects 
had regular family contact and 5 had occasional con- 
tact. None had infrequent contact. 

At the time of the research interview, 19 subjects 
were having regular family contact. Seven people with 
occasional contact wandered away from their homes 
for periods of time ranging from a few days to a few 
months. Nine individuals with infrequent contact were 
living out in the open without shelter, begging and for- 
aging for food. 

Since there were relatively few subjects in the occa- 
sional and infrequent contact groups, these two cate- 
gories were combined for the purpose of statistical 
analyses. Chi-square analysis showed a significant dif- 
ference between premorbid and morbid family con- 
tacts (х2=6.8027, df=1, р<.01). 

Sociability. This refers to the subject's ability to 
contact people outside of the extended family. The 
categories were as follows: 

1. Initiates contact—approaches people for conver- 
sation, invites people to visit home, or arranges enter- 
tainment for guests. 

2. Responds to contact— responds to greetings, par- 
ticipates in conversation started by others, or re- 
sponds to polite inquiries and requests. 

3. Neither initiates nor responds—ignores people 
and does not respond to greetings, conversation, or 
requests. 

Before the onset of the baa condition, 14 subjects 
had been able to initiate contact and 21 to respond. At 
the time of interview only 2 subjects were initiating 
contact (both had recurrent mental illness and were in 
lucid intervals). Four other subjects did not initiate 
contact but were able to respond. The remaining 29 
people neither initiated nor responded to casual social 
contacts. These differences in premorbid and morbid 
sociability were highly significant (x?—65.8702, df=2, 
p<.005). 

Friends. The Lao term peuan-mu (friend) refers to 
nonkin who visit often and who value one another pos- 
itively. Three different categories were selected: 4 or 
more friends, 1-3 friends, and no friends. 

Before they became psychotic, 13 subjects had 4 or 
more friends. Seventeen others had 1-3 friends. Most 
of the subjects in this group had been “‘loners’’ as chil- 
dren and teenagers and had a diagnosis of schizophre- 
nia. Five people had no friends in the years before they 
became baa. Of these, 3 were “‘loners’’ who sub- 
sequently became schizophrenic, 1 was an alcoholic 
woman who had alienated her friends, and the fifth 
was a mentally retarded man. 
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In terms of current friendships, 3 subjects had 4 or 
more friends. They were the man with unipolar psy- 
chotic depressions, a ‘‘borderline’’ woman, and а 68- 
year-old man who had become psychotic suddenly two 
weeks before the interview. Of the 6 peop with 1-3 
friends, 5 were beggar-foragers whose friendships 
were more in the nature of a benefactor-recipient rela- 
tionship. The sixth, a man with organic psychosis, had 
been village chief for 22 years, and people continued to 
visit him regularly and provide assistance. In the re- 
maining 26 cases, no current friend could be identified. 

The difference between the premorbid and current 
status for this variable was highly significant- 
(х2=22.3136, df=2, p<.005). 

Communal activities. In Laos various ceremonies, 
festivals, and holidays blur into a single national-cul- 
tural-religious unity. Being Lao implies communal ob- 
servation and/or participation in several annual festi- 
vals, such as one called the ‘‘Birth, Death, and En- 
lightenment of the Buddha," regardless of whether 
one prays or is concerned about an afterlife. Participa- 
tion in such activities provided information regarding a 
person’s relationship to the community at large. The 
three categories were as follows: | 

1. Active participation— donates rice to the monks, 
decorates the temple at festival time, belongs to com- 
mittees that sponsor festivals, or engages in secular 
parades and annual boat races. 

2. Passive observance—observes ceremonies and 
festivities (e.g., religious rituals, secular parades, boat 
races, fireworks and rocket displays, water rituals). 

3. Neither— neither observes nor participates. 

Before the onset of the baa condition, all of the sub- 
jects either participated in (N —11) or observed (N—14) 
religious activities. However, at the time of interview, 
only 2 people were participating in communal activi- 
ties—a young schizophrenic man living as a novice in a 
Buddhist temple and a young woman with episodic 
psychosis. Three other people continued to observe 
religious functions, including the man with recurrent 
depressions, a man with a periodic psychosis, and a 
"borderline" woman whose family brought her to 
temple festivals. None of the remaining 30 individuals 
had recently attended a communal activity. This dif- 


. ference in premorbid and morbid communal participa- 


tion was significant (y?=47.7712, df=2, 
p<.005). 

Sexuality. Each individual was assigned to one of 
three sexual behavior categories: 

1. Appropriate—regular intercourse if the person 
were married, courting behavior if single, or no sexual 
contact if a Buddhist monk or preadolescent. 

2. Impaired—absent or infrequent (less than month- 
ly) intercourse if married, inability to sustain a court- 
ing relationship if single over the age of 18, complete 
avoidance of the opposite sex if aged 14 to 17. 

3. No sexuality or problematic sexuality—absence 


of sexuality among those for whom some .sexuality 


highly 
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would be appropriate (such as intercourse among the 

. Married, courting among young adults), or problematic 
sexuality (such as touching of others’ genitalia in pub- 
lic, public exposure of subjects’ own genitalia). 

Prior to tfie onset of the baa condition, 16 subjects 
had appropriate sexuality for their age, sex, and mari- 
tal status. These included a 10-year-old with no overt 

"sexual behavior, a few teenagers and single young 
adults who participated in courting, and several mar- 
ried individuals with late onset of the baa condition. 
Nine had premorbid sexuality impairment of some 
kind, primarily inability to maintain courting or mar- 
riage. The remaining 10—most of whom subsequently 
developed conditions diagnosed by the panel as schiz- 
ophrenia—had been unable to even initiate courting 
behavior of any kind. There were no instances of pre- 
morbid problematic sexuality. By contrast, only 3 sub- 
jects were rated as having appropriate sexuality during 
their baa condition. One of these was a religious leader 
who had resolved his earlier sexual dilemmas by com- 
mitting himself to celibacy and a monastic existence. 
The other 2 were alcoholics who may have had sexual 
dysfunction, but no specific data could be obtained to 
support that notion. In the impaired category, there 


were 3 subjects—a functionally psychotic woman who. 


had intercourse with her husband infrequently, anoth- 
er functionally psychotic woman who also had infre- 
quent sex but who was pregnant at the time of inter- 
view, and a 16-year-old ''borderline" woman who 
danced with young men at formal festivals but strictly 
avoided them in any other context. All of the remain- 
ing 29 subjects were adults who were neither courting 
nor having intercourse. Five of them had sexual prob- 
lems—1 man had gotten into difficulty because he in- 
appropriately touched women at temple festivals, and 
4 women had exposed their pudendal genitalia in pub- 
lic. This premorbid-morbid difference was highly sig- 
nificant (y?= 17.9700, df=2, p<.005). 

Work. Among villagers in Laos, children become 
partially productive workers by the age of 7 or 8, look- 
ing after younger siblings, collecting firewood, tending 
water buffalo, and assisting their mothers or fathers in 
a myriad of other tasks. By age 12-15 the average indi- 
vidual carries out certain sex-appropriate tasks inde- 
pendently, such as gardening, rice planting, or car- 
rying water. By the age of 15 most adolescents are as 
productive economically as adults, with the infrequent 
exception of those able to continue in school. Three 
categories were designated for the work variable: 

1. Productive—independent work appropriate for 
age, sex, and social status, without direct supervision. 

` 2. Partially productive—direct supervision or as- 
sistance in carrying out ordinary chores such as gar- 
dening or housekeeping as required. 

3. Nonproductive—not capable of any productive 

` labor whatsoever, whether supervised or not. 

Before they became psychotic, 29 people were pro- 
duetive. Another -4 were only partially productive; 


* 
a . 
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they had had early onset of the baa condition during 
late childhood or early adolescence. Two schizophren- 
ic subjects who had been abnormal since childhood did 
no gainful work during the premorbid period. 

At the time of the research interviews, only 2 sub- 
jects were productively employed. One was a widow 
with a trauma-induced organic psychosis who gath- 
ered firewood from a nearby forest for barter, and the 
other was a young ''borderline" woman who did 
housework and some child care. Another 7 individ- 
uals, all of whom had been psychotic for 3 years or 
more, were partially productive but impaired for their 
age, sex, and social role. The remaining 26 subjects 
were unable to perform any productive work. This dif- 
ference in premorbid and current work was highly sig- 
nificant (y?=41.0630, df=2, p<.005). 


DISCUSSION 
Social Outcomes 


This prevalence study of social function indicated 
that severe social dysfunction was associated with 
psychosis in a peasant society. Even in an agricultural 
subsistence economy, most subjects were dependent 
on others for food and shelter. They became alienated 
from family or friends, and they ceased recreational 
and communal activities. Sexual gratification with oth- 
ers was impaired in most cases. Relatively few sub- 
jects in this sample had legal problems as a con- 
sequence of their disorder, but the frequency of such 
problems was slightly greater in the morbid than the 
premorbid state. 

These findings are in contrast to the social func- 
tioning of psychotic patients who are receiving psychi- 
atric care. Follow-up studies of psychotic persons re- 
ceiving psychiatric care in North America and Europe 
have shown that many return to economic productiv- 
ity (about half of schizophrenics do so) and make a fair 
to good social adjustment (31, 32). However, psychiat- 
ric care is not a panacea. Social impairments with less 
severe disturbances (such as depression) can persist 
for years even with psychiatric care (33). 


Labeling and Institutionalizetion 


Labeling by psychiatrists and institutionalization 
have been implicated as causes for the social disability 
that attends major mental disorder (1-4, 34). In this 
survey the baa label was appended exclusively by vil- 
lage members and the kin group; medical practitioners 
were not involved in this social process. None of these 
subjects was institutionalized, but they showed the so- 
cial disability associated with psychosis elsewhere. 
Conversely, prisoners witli prolonged institution- 
alization have not shown deterioration in cognition or 
personality (35-37). 

Several investigators have begun to study the social 
effects of labeling and psychiatric patients' responses 
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to labeling (38-41). Although work remains to be done, 
it appears that the individual's self-labeling is a more 
critical factor than social labeling. From a therapeutic 
perspective, responses to self-labeling can be non- 
productive (e.g., an excuse for deviant behavior) or 
productive (e.g., a step toward integrating the past 
psychotic experience into one's life and perspective). 


21. 


22. 
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. The Role of Cholinergic Supersensitivity in the Medical 
Symptoms Associated with Withdrawal of Antipsychotic Drugs 


BY DANIEL J. LUCHINS, M.D., WILLIAM J. FREED, PH.D., AND RICHARD JED WYATT, M.D. 





From a review of the clinical literature, the authors 
determined that the medical symptoms of neuroleptic 
withdrawal occurred more frequently with 
neuroleptics having potent anticholinergic effects than 
with those having weak anticholinergic actions. When 
antiparkinsonian agents were not simultaneously 
withdrawn, there was a striking difference between 
these two categories of neuroleptics. Experiments with 
mice showed that withdrawal of haloperidol, a 
neuroleptic with weak anticholinergic effects, 
produced subsensitivity (depression of locomotor 
activity and seizure thresholds) to the cholinergic 
effects of physostigmine. These findings support the 
theory that the medical side effects of neuroleptic 
withdrawal are due to rebound cholinergic 
hypersensitivity associated with the anticholinergic 
actions of these drugs, rather than being related to 
their dopamine-blocking activity. 


n the first two weeks after withdrawal of neuroleptic 
drugs, patients often experience symptoms includ- 
: ing nausea, vomiting, diaphoresis, restlessness, and 
insomnia (1-13). The first three of these symptoms can 
be duplicated by withdrawal of anticholinergic agents 
from patients with Parkinson's disease (14) and appear 
to be due to increased cholinergic activity. It has 
therefore been suggested that the neuroleptic with- 
drawal syndrome is caused by rebound cholinergic hy- 
persensitivity (15). 

Animal experiments have shown that withdrawal 
from chronic haloperidol treatment, reduces central 
sensitivity to cholinomimetic drugs (16, 17). Although 
this finding appears to contradict the hypothesis that 
withdrawal of neuroleptics produces cholinergic hy- 
persensitivity, haloperidol has minimal anticholinergic 
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actions, while many other neuroleptics possess strong 
anticholinergic activity (18). Thus, withdrawal of 
neuroleptics with weak anticholinergic activity might 
induce a central subsensitivity to acetylcholine. In 
contrast, withdrawal of neuroleptics with strong anti- 
cholinergic actions might produce a combination of 
central and peripheral cholinergic hypersensitivity that 
overshadows this effect. To clarify the cholinergic ef- 
fects of neuroleptic withdrawal, we examined two is- 
sues: 1) whether a neuroleptic withdrawal syndrome is 
associated primarily with the use of neuroleptics hav- 
ing strong anticholinergic activity, and 2) experimen- 
tally, whether a generalized cholinergic subsensitivity, 
rather than hypersensitivity, is observed when a 
neuroleptic with weak anticholinergic activity is with- 
drawn. 


LITERATURE REVIEW 
Method 


A computerized search using the MEDLARS II data 
bank was carried cut on the subject of Neuroleptics 
and Drug Withdrawal Syndrome. The relevant cita- 
tions were collected and their bibliographies were also 
examined for additional citations. All cases that de- 
scribed symptoms classically associated with the med- 
ical effects (1) of neuroleptic withdrawal (vomiting, 
nausea, restlessness, insomnia, headache, abdominal 
pains, and diaphoresis) were noted. These cases were 
then divided depending on 1) whether the neuroleptics 
used had potent versus weak antimuscarinic effects 
(all neuroleptics with a relative affinity for muscarinic 
receptors of less than 1 were considered weak anti- 
muscarinic agents [18]; when data on binding were not 
available, aliphatic and piperidine phenothiazines 
were placed in the potent group and piperazine pheno- 
thiazines in the weak group), and 2) whether anti- 
parkinsonian agents (benztropine, trihexyphenidyl) 
were withdrawn simultaneously with the neuroleptics. 
When information was available, cases with symptoms 
of either restlessness or insomnia were also separatelv 
noted to determine with which drugs they occurred 
and whether they occurred in conjunction with symp- 
toms that can be produced by withdrawal of anti- 
cholinergic agents from Parkinsonism patients (e.g., 
gastrointestinal disturbance and diaphoresis).- 
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TABLE 1 
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Reports of Patients Developing Medical Symptoms After Withdrawal of Neuroleptics With or Without Simultaneous Withdrawal of Anti- 


parkinsonian Drugs 








Number of Patients Developing Medical Symptoms 





Neuroleptics with Poterit Antimuscarinic Effects 


L2 
Neurcleptics with Weak Antimuscarinic Effects 





Antiparkinsonians Antiparkinsonians 
Not Withdrawn | Withdrawn 


Antiparkinsonian Antiparkinsonians Antiparkinsonians 
Data Not Known 


Antiparkinsonian 


Not Withdrawn Withdrawn Data Not Known 





Study — М ToiadSample М TotalSample N 


‚Тоїаї Sample М TotalSample N  TotalSample N Total Sample 





LaCoursieré and 

associates (1) 12 
Greenberg and 

Roth (2) 15 21 
Simpson and 

Varga (3) 3 9 
Brooks (4) 
Judah and 

associates (5) 23 
Haden (6) 7 
Melnyk and 

associates (7) 15 
Yepes and 

Winsberg (8) 2а 
Simpson and 

associates (9) 
Gallant and 

associates (10) 
Kalman and 

Warner (11) 
Subtotal 30* 54 2 10 
Total 78% 178 


aAll of the patients had symptoms of either insomnia or restlessness. 
"Five of these patients had symptoms of either insomnia or restlessness. 


24 2 10 


46 


1 7 3 1 
20 1 1 
42 0 35 
30 0 10 
20 
2 

0 19 9 14 
25 68 
' 1 1 | 
114 1 26 38 90 1 46 
40 162 


"In the subgroups in which antiparkinsonian drugs were not withdrawn there were significantly more cases of withdrawal symptoms among patients receiving 
neuroleptics with potent antimuscarinic effects than among those receiving neuroleptics with weak effects (Fisher exact probability test, р —.000004). 
"There were significantly more cases of withdrawal symptoms among the total number of patients receiving neuroleptics with potent antimuscarinic effects than 
among the total number receiving neuroleptics with weak effects (chi-square test, p=.0002). 


Results 


Table 1 presents a list of 11 reports providing infor- 
mation on 118 cases of medical symptoms following 
withdrawal of rieuroleptics with potent or weak anti- 
muscarinic effects. There were more cases of with- 
drawal symptoms (relative to the number of patients) 
among patients who had received neuroleptics with 


potent (44%) versus weak (25%) antimuscarinic effects 


(chi-square, p=.0002). This effect was even more pro- 
nounced among patients for whom antiparkinsonian 
medication was not simultaneously stopped. In this 
group there was a greater frequency of withdrawal 
symptoms among the patients receiving neuroleptics 
with potent (56%) as compared to weak (4%) anti- 
muscarinic effects (Fisher exact probability test, 
p=.000004). 

Table 1 also shows that symptoms of restlessness or 
insomnia occurred among 29 patients after withdrawal 
of either phenothiazines with potent antimuscarinic ef- 
fects or phenothiazines with weak effects and anti- 
parkinsonian medication. In 21 of the cases the rest- 
lessness and/or insomnia occurred in conjunction with 
gastrointestinal symptoms and/or diaphoresis. Brooks 
(4) believed that thosé 8 cases in which it occurred 
without such symptoms represented less severe forms 
of the withdrawal syndrome. Finally, restlessness oc- 


curred, along with these other symptoms, in 2 of 9 pa- 
tients who discontinued antiparkinsonian medication 
four weeks after they had stopped taking all neurolep- 
tics (9). 

In our literature search we also found two studies in 
which the neuroleptics were not specified and there- 
fore the antimuscarinic effects could not be deter- 
mined. Bennett and Kooi (12) reported that 8 of 25 pa- 
tients developed medical symptoms after withdrawal 
of neuroleptics; it was not known, Whether they were 
receiving antiparkinsonian drugs: Battegay (13) report- 
ed that 35 of 58 patients receiving neuroleptics without 
antiparkinsonian drugs developed medical symptoms 
when neuroleptics alone were withdrawn; 20 of 23 pa- 
tients developed medical symptoms when neuroleptics 
and antiparkinsonian drugs were withdrawn simulta- 
neously. 


ANIMAL EXPERIMENTS 
Method 


Haloperidol exposure. Animals were exposed to 
haloperidol as previously described (19). In brief, adult 
female mice weighing 25-40 g were given either halo- 
peridol (1 mg/ml) or its vehicle (1 mg/ml of lactic‘acid 
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and deionized water) in their drinking water as their 
only source of fluid for 14 days. During this period the 
mice drank approximately 10 mg/kg of haloperidol dai- 
ly. On the 14th day of haloperidol exposure the ani- 
mals receiVed an intraperitoneal injection of 10 mg/kg 
of haloperidol or its vehicle (1% lactic acid), and the 
haloperidol was discontinued. Five days later the ani- 
' mals were tested. 

Activity testing. Animals from each treatment group 
(haloperidol or its vehicle) were given an intra- 
peritoneal injection of .15 mg/kg of methylscopolamine 
to block the peripheral effects of the physostigmine. 
Physostigmine was injected intraperitoneally in one of 
three doses (.15 mg/kg, .3 mg/kg, and .6 mg/kg) 30 min- 
utes later. Fifteen minutes after the physostigmine in- 
jection the animals were placed in activity meters 
(Motron Produkter Co.) and kept there for 10 minutes. 

Seizure threshold. Animals from each treatment 
group were given an intraperitoneal injection of .5 mg/ 
kg of methylscopolamine. After 30 minutes, physostig- 
mine seizure thresholds were determined by infusing 
the tail vein with a solution of .3 mg/ml of physostig- 
mine at a rate of .2 ml/minute. The infusion was con- 
tinued until the animals developed clonic seizures. The 
time in seconds from the beginning of the infusion until 
the onset of seizures was then divided by the weight of 
the animal to determine the dosage per unit weight. 
Animals that did not develop seizures within 4 minutes 
were excluded from the analysis. \ 


- 


Results 


The effect of various doses of physostigmine on lo- 
comotor activity in mice withdrawn from haloperidol 
or its vehicle was examined by a two-way analysis of 
variance. There was a significant (F[1,30]=4.44, 
p<.05) effect of chronic haloperidol treatment as well 
as a significant (F[2,30]=9.20, p<.01) physostigmine 
effect. A post hoc comparison using the Scheffé test 
showed that there was a significant (p<.05) difference 
between the haloperidol and vehicle conditions at a 
physostigmine dosage-gf15 mg/kg (mean + SD=182.7 
+ 122.4 versus IEEE 72.4, N=6) but no significant 
difference at .3 mg/kg (74.5 + 44.6 versus 33.2 + 26.4, 
N=6) or .6 mg/kg (26.3 + 20.2 versus 14.8 + 10.5, 
N=6). 

The mean seizure threshold dosage (+ SD) of phy- 
sostigmine for the haloperidol group was 3.3 + 1.2 mg/ 
kg (N=11), and for the control group the threshold 
dosage was 2.2 + .43 (N=13). This difference was sta- 
tistically significant (Behrens-Fisher t test, p<.05). 


DISCUSSION 


Our literature survey has shown that the medical 
withdrawal symptoms related to cessation of neurolep- 
tic medication occur primarily with agents having po- 
tent antimuscarinic effects. This finding is accentuated 
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in situations in which antiparkinsonian agents are not 
simultaneously withdrawn. We could find only one 
case (1) in which the withdrawal of an antipsychotic 
with weak antimuscarinic effects produced symptoms 
without the simultaneous withdrawal of antiparkin- 
sonian medication. Unfortunately, the authors did not 
describe any details about drug, dosage, or specific 
symptoms for this case. We also found that symp- 
[toms of insomnia and restlessness occurred in the 
same drug setting as other medical symptoms and 
usually in conjunction with them. These findings sug- 
gest that the classic symptoms occurring after with- 
drawal of neuroleptics represent a syndrome that is 
secondary to cholinergic rebound. This syndrome is 
therefore probably not related to the antipsychotic ef- 
fect of these drugs, which is believed to be mediated 
by dopaminergic blockade (20). This conclusion is in 
keeping with that of others who have reviewed this 
literature (1, 15) and have suggested that the anti- 
cholinergic effects of neuroleptics and antiparkin- 
sonian agents could be involved in the production of 
withdrawal symptcms. 

‘Two recent reports (8, 11) have attempted to explain 
the nausea and-vomiting noted after neuroleptic with- 
drawal as secondary to dopaminergic supersensitivity 
in the chemoreceptor trigger zone. In both reports the 
drug regimes involved withdrawal of neuroleptic and/ 
or antiparkinsonian agents with potent antimuscarinic 
effects. Thus the hypothesis that dopaminergic super- 
sensitivity is involved may be unwarranted. Haden (6) 
noted gastrointestinal symptoms in 7 of 30 patients 
who stopped taking agents with potent antimuscarinic 
effects (10 each were receiving chlorpromazine, thio- 
ridazine, and chlorprothixene) but none in 10 patients 
who discontinued perphenazine, which has weak anti- 
muscarinic effects. Haden felt that these findings ar- 
gued against the action of these drugs on the chem- 
oreceptor trigger zone as being important in producing 
nausea and vomiting, since these symptoms occurred 
after withdrawal of drugs such as thioridazine that do 
not have significant antiemetic effects, but not after 
perphenazine, which does have strong antiemetic ef- 
fects. 

The animal studies demonstrated that the decreased 
central responsivity to cholinomimetics after with- 
drawal of haloperidol from mice is not specific to lo- 
comotor activity but is also observed for physostig- 
mine seizure thresholds. This suggests that withdrawal 
of neuroleptics with weak antimuscarinic effects pro- 
duces a generalized decrease in central sensitivity to 
cholinergic stimulation, which may be secondary to in- 
creased acetylcholine release caused by haloperidol 
(21). We therefore suggest that central cholinergic sub- 
sensitivity may be a direct concomitant of the antipsy- 
chotic action of the neuroleptics, while the clinical 
neuroleptic withdrawal syndrome is comprised of a 
combination of central and peripheral cholinergic hy- 
persensitivity resulting from anticholinergic éffects of 


1398 CHOLINERGIC SUPERSENSITIVITY 


the drugs. Although certain symptoms such as rest- 
lessness and insomnia may indicate. increased choli- 
nergic activity in the central nervous system, others 
such as gastrointestinal distress and diaphoresis ap- 
pear to be of peripheral origin. Our findings suggest 
that both categories of symptoms are seen primarily 
after withdrawal of neuroleptics with potent anti- 
muscarinic actions only. 

There is ample evidence that neuroleptics produce 
central dopaminergic supersensitivity (22), possibly in- 
cluding mesolimbic dopaminergic supersensitivity in 
man (23). It has been suggested that neuroleptic with- 


drawal might exacerbate psychosis through this mech- . 


anism (24) and that the decreased sleep and restless- 
ness observed after vithdrawal of neuroleptics reflect 
such dopaminergic supersensitivity (23). However, 
this may not be the case. First, restlessness might be 
an extrapyramidal reaction (akathisia) due to the slow- 
er excretion of neuroleptics than of antiparkinsonian 
agents. Like other extrapyramidal symptoms, it would 
be secondary to a relative decrease, not increase, of 
dopaminergic activity. Second, our literature review 
suggests that even restlessness and insomnia can bé 
part of a generalized syndrome associated with choli- 
nergic rebound. Clearly, in a setting in which neuro- 
leptics with strong antimuscarinic effects or anti- 
parkinsonian agents are withdrawn, the resulting rest- 
lessness and insomnia cannot be construed as 
evidence of dopaminergic supersensitivity. 
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A Clinic for the Impaired Elderly and Their Families 


BY BURTON V. REIFLER, M.D., M.P.H., AND CARL EISDORFER, PH.D., M.D. 
. 





The need for improving psychiatric services to the 
elderly and for recognizing the importance of the 
family in caring for the impaired elderly led to the 
establishment of the Geriatric and Family Services, an 
outpatient clinic. This clinic provides psychiatric, 
medical, social, nursing, and architectural 
evaluations and recommendations for impaired older 
persons and also provides support and practical 
advice to the family. Most of the clinic's patients 
suffer from a dementing illness; of this group most 
have dementia of the Alzheimer's type. The authors 
studied the appointment-keeping behavior of the 
patients and also surveyed the patients’ families as an 
indication of the clinic's success. Out of 50 patients 
the broken-appointment rate, as well as the drop-out 

. rate, was 296; 90% of the families who responded to 
the questionnaire indicated they would recommend 
the clinic's services to others. 


ersons older than 65 years of age, which includes 
1096 of the United States population, are at high 
risk for physical and mental problems; they occupy 
90% of the long-term care beds in the United States 
' and show the highest rate of first admissions to public 
mental hospitals (1). Despite estimates that 1206-4096 
of people 65 and older suffer from a mental disorder (2, 
3), only 4% of these patients are in psychiatric out- 
patient treatment programs (4). Community mental 
health centers have specifically been found wanting in 
providing services to the elderly (5). 
Although the epidemiology of psychiatric disorders 
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in the elderly is not well elaborated, two particularly 
salient problems are organic brain syndrome and de- 
pression. The former is diagnosed in more than 7596 of 
the geriatric patients admitted to a public psychiatric 
institution for the first time (6), while the latter ac- 
counts for 50% of the geriatric patients admitted to pri- 
vate psychiatric hospitals (7). The most common cause 
of chronic organic brain syndrome in the elderly is de- 
mentia of the Alzheimer's type, which accounts for at 
least 50% of the 10% to 20% of the elderly population 
who have evidence of the syndrome (8, 9). 

There are numerous indications that families of im- 
paired older persons could be a major resource in as- 
suring that the psychiatrically impaired older adult re- 
ceives a thorough evaluation and adheres to a treat- 
ment plan. The fact that almost 90% of the elderly 
have seen one or more relatives during the previous 
week and more than 7595 live within 30 minutes of 
their nearest child (10) reflects the strong family ties of 
most elderly Americans. Common living arrangements 
for the elderly include living with a spouse, sibling, or 
other relative (11). 

When an older member of the family develops an 
impairment, the family typically takes the responsibili- 
ty for that person's welfare. Brody (12) points out that 
8096 of the support services to older people are pro- 
vided by families. Furthermore, in a study of 280 ad- 
missions to a geriatric unit, Isaacs (13) noted that ne- 
glect by relatives played a negligible part in the need 
for admission, but he also found that the condition in 
the elderly most difficult for families to bear was the- 
long-continued presence of mental disorder. 

Lowther and Williamson (14) also pointed out the 
willingness of relatives to accept the care of their el- 
derly family members. In a review of 1500 patients dis- 
charged from a geriatric unit, there were only 12 un- 
reasonable refusals by relatives to provide home care. 
An unreasonable willingness to care for an elderly rel- 
ative was five times more common in cases where the 
staff actually questioned the ability of the insistent 
family to undertake home care. 

In assessing the available data we concluded that the 
psychiatric needs, of the elderly have not been ade- 
quately addressed, particularly if we consider the use 
made by the elderly of outpatient settings, and that the 
potential role of the family in caring for such patients 
has not been sufficiently supported. - 
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DEVELOPMENT OF THE GERIATRIC AND 
FAMILY SERVICES CLINIC 


During the course of our professional activities we 
received numerous unsolicited inquiries from family 
members of impaired elderly reflecting the issues 

: noted above. Family members would call us request- 
ing a consultation or complete evaluation for their rela- 
tive, usually a parent or spouse who showed signs of 
confusion and memory loss and who may have been 
informed by his or her physician that ‘‘nothing can be 
done.” Often placing the elderly relative in a nursing 
home appeared inevitable. In response to these in- 
quiries and requests for help, a clinic was established 
that would provide such an evaluation and con- 
currently offer counseling to family members as they 
attempted to cope with the situation. 

The clinic opened August 1, 1978, with three part- 
time staff members: a psychiatrist (the program direc- 
tor), a social worker, and an internist. A full-time re- 
search technician was added a month later to assist in 
evaluating the clinic's work. The social work position 
became full-time, and the part-time staff and clinical 
consultants grew to include another internist, three 

` family physicians, an occupational therapist, a nurse, 
two psychologists, and an architect. Trainees have in- 
cluded medical students, psychiatrist and psychologist 
geriatric fellows, and social work students. i 

During the evaluation phase of the program the el- 

derly person makes a minimum of three, but typically 
four, visits to our clinic. When feasible, a member of 
the staff visits the patient at home. On the first visit the 
. psychiatrist conducts a diagnostic interview with the 
patient, who is usually accompanied by one or two 
family members. The psychiatrist meets with them all 
together, with the patient alone, and with the family 
alone and makes observations on the dynamics of the 
family constellation. The social worker makes a home 
visit to further assess social structure and family 
stresses and to gather information on the patient's 
home environment. At the next visit a physical exami- 
nation is conducted by an internist or familv physician 
with the primary goal of identifying and treating re- 
versible causes of organic brain syndrome. The roles 
of the other clinic staff members are evolving: the ar- 
chitect assesses the congruence between the individ- 
ual’s abilities and desires and his or her actual living 
situation and the nurse and occupational therapist usu- 
ally assess the patient's activities of daily living and 
seek ways to strengthen the patient's capabilities. 

Following the patient's acceptance into the pro- 

gram, the home visit, and a physical evaluation, there 

is a staff conference to consolidate findings and devel- 
op recommendations in #1 specified areas: 1) housing 
and living situation, 2) food and nutrition, 3) self care, 

' 4) physical health, 5) household tasks, 6) emotional 


and mental factors, 7) financial matters, 8) transporta- - 


tion, 9).day-to-day routine, 10) family stress caused by 
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. the patient, and 11) patient's interference with family 


members’ work or other activities. Using the notes , 
from this conference, the staff prepares treatment rec- 
ommendations and discusses them with the patient 
and the family at the next session. The sfaff member 
may make specific suggestions to the patient and fam- 
ily before this meeting or introduce them at this time. 
The suggestions may include strategies such as start- ' 
ing medication; stopping medication; counseling for 
patient, family, or both; use of community resources; 
behavior modification; and environmental manipula- 
tion. Follow-up treatment is also offered by the clinic. 

The three case examples below illustrate typical rea- 
sons why families bring patients to the clinic, and how 
the staff is able to assist them. 


CASE REPORTS 


Case I. Ms. A, a 70-year-old woman, was referred by her 
daughter for an evaluation of Ms. A's memory loss and an- 
gry outbursts. Ms. A had had a gradual loss of memory over 
2 years and then suffered a stroke causing right-sided weak- 
ness and expressive aphasia, but she continued to live in her 
own home until her daughter learned that she had arranged 
for home repairs with an unscrupulous contractor. The . 
daughter then insisted that her mother move in with her. 

The family stresses were severe. Ms. A's daughter felt an- 
ger, resentment, and guilt concerning her mother and anger 
toward her nearby brother who refused to help. Further- 
more, her husband and her mother had never gotten along. 

'Our evaluation suggested a combined Alzheimer's and 
multi-infarct etiology for Ms. A's dementia. She was 
deficient in folic acid, but its replacement did not lead to im- 
provement. The family was particularly stressed by Ms. A's 
habit of beginning lengthy and frustrating conversations 
while her daughter and husband were watching television. 

During the next 6 months, the clinic staff suggested several 
approaches. Antipsychotic medication was used occasion- 
ally for Ms. A's belligerent outbursts, and simplé behavioral 
techniques (reinforcing desired behaviors and ignoring unde- 
sirable ones) reduced the evening television disruptions. 
Also, Ms. A's daughter and her husband attended a six-ses- 
sion structured group, which was conducted by clinic staff, 
where they could share common experiences with other fam- 
ilies in similar situations. Their need for respite was support- 
ed by this group. 

On several occasions Ms. A's daughter had become fa- 
tigued and frustrated and ready to place her mother in a nurs- 
ing home. Each time the staff offered to provide the daughter 
with whatever support she wished— either advice on how to 
select a nursing home, suggestions for coping with the imme- 
diate situation, or both. To date, Ms. A has remained in her 
daughter's home. Although the daughter reports that her 
mother's condition has continued to decline, she feels better 
able to cope and is more confident that she will know when 
she is no longer able to care for her mother. 


* 

Case 2. Ms. B, who was 73 years old, was referred by her 
son and daughter for an evaluation of her memory loss and 
belligerence. She lived alone, refusing all help except that 
which she grudgingly and thanklessly.accepted frdm her 


* 
a 
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family. They had developed a support system of visiting her 
twice daily, bringing her meals, and doing her shopping. It 
was only at their insistence that she was brought in for an 
evaluation, and she was furious at her children for wanting 
to kill те» 

Although she had Alzheimer's disease, she had no tenden- 
cy to wander, her bladder and bowel functions were not im- 
paired, and she maintained reasonable personal care. During 
the family interview we noted her son was calm and kept a 
sense of humor, but the daughter was distraught and fearful, 
partly due to fears that she was seeing her own future. 

Antipsychotic medication improved Ms. B's belligerence 
and paranoia, and her family decreased their visits to once 
daily. Staff discussions with her family provided a forum for 
practical information and supportive psychotherapy. 

At the most recent follow-up, Ms. B still lived in her own 
home and was participating in a day center program. Unfor- 
tunately, a new problem has emerged; her son's wife felt 
abandoned by him bécause of the time he spent assisting his 
mother. The staff will attempt to help resolve this conflict. 


Case 3. Mr. C, 67 years old, was referred by his wife for 
evaluation for a 4- to 5-year history of memory difficulty and 
increasing depression. On numerous evaluations he had 
been diagnosed as having Alzheimer's disease; they both 
sought consultation to help them deal more effectively with 
the situation. 

Mr. C had evidence of Alzheimer's disease with depres- 
sive features, but he also had motor abnormalities suggestive 
of Parkinson's disease; this additional diagnosis was con- 
firmed by the internist. An architectural consultant accom- 
panied other clinic staff on the horne visit and noted several 
problems with the design of their newly purchased con- 
dominium, including an awkward three-step exit from the 
back door. Mr. C called this exit the ''elevator shaft.” 

The clinic staff made three recommendations to Mr. and 
Mrs. C. First, a carbidopa-levodopa combination was pre- 
scribed for his Parkinson's disease, and he had subsequent 
improvement in movement and affect. Although Mr. C still 
had minimal tremor, his spontaneity improved in conversa- 
tion and initiation of activity. 

Second, the staff recommended architectural and environ- 
mental modifications, including improved access to the back 
yard via a railed deck with wide steps to replace the ''eleva- 
tor shaft," a more definite path from the living room to hall- 
way by moving furniture around, addition of a grab bar to the 
tub, and improved illumination from the bedroom to the 
bathroom. ` 

"Third, individual sessions were scheduled with Mr. C's 
wife to assist her in dealing with the guilt, anger, and frustra- 
tion she felt. She was advised that these were normal reac- 
tions and that she would best be able to care for her husband 
if she had the opportunity to pursue her own activities and 
interests. 

Six months after the initial visit, Mr. C had improved 
physically and mentally and his wife felt more able to contin- 
ue her work without experiencing guilt and anger. 


RESULTS 


Of 82 consecutive patients seen at this clinic in 1979, 
$8 (8376) had evidence of cognitive impairment ac- 
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cording to the scale of Kahn and associates (15), the 
Dementia Rating Scale (16), and the Mini-Mental State 
(17). Of these, 53 patients were rated as having moder- 
ate or severe cognitive impairment, but 26 were judged 
to have at least partially reversible impairment. De- 
mentia of the Alzheimer's type was diagnosed in 48 
patients. Although 18 of the 32 patients met research 
diagnostic criteria for definite or probable primary or 
secondary depression (18), 23 additional patients were 
suspected of having some element of depression based 
on less stringent clinical criteria. These findings sug- 
gest that our clinic is seeing the population for which it 
was intended, primarily older adults with dementing 
illness, often occurring with depressive features. 

The mean age for the elderly patients we saw was 77 
years; women were referred more than twice as often 
as men (56:26); approximately 5096 of the patients 
owned their own homes; and their mean income was 
$688/month (range, $225-$2000). The referring family 
member was usually a daughter (N=32), spouse 
(N=27), or son (N= 14), and approximately 50% cf the 
referring family members lived with the patient. The 
average fee billed to each patient was $543, including 
an average of $350 paid by Medicare for each patient, 
and the average out-of-pocket cost to the patient was 
$193. 

Services we provided in addition to the four-visit 
evaluation process have been monitored on 64 pa- 
tients: Additional office visits weré made by 27 pa- 
tients (42%); the maximum number of additional visits 
made by one patient was 12, and the average number 
of additional visits made for this group was 1.3. 

One crude estimate of the value of the clinic to the 
family is the appointment-keeping behavior of the pa- 
tients. During the pilot year there was a 1- to 2-month 
waiting list. In spite of this, there was only one occur- 
rence of a patient (2%) who failed to keep the initial 
appointment (less than 24 hours' notice of can- 
cellation) among the first 50 patients we interviewed, 
and only one family (2%) in the first 50 cases dropped 
out before completing the 4-session evaluation. (In this 
case the family members requested that we verify their 
belief that certain disabilities were present in the pa- 
tient, but our examination failed to confirm their be- 
lief.) 

A questionnaire was mailed to the referring family 
member 3 months after the patient completed the eval- 
uation phase of the clinic's program to determine his 
or her satisfaction with our service. Of the first 30 pa- 
tients meeting this criterion, the questionnaire was re- 
turned by 2] family members (70%). Of those family 
members who responded, 90% said they would call if 
they needed more help, 90% would recommend the 
clinic to others, and 7196 were satisfied with the over- 
all evaluation and treatment. An improvement in the 
patient's physical health was reported in 38% of the 
responses, mental functioning was improved in 2476, 
and the family's ability to handle the stress of the pa- 
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tient's problems improved in 47%. We do not know 
which specific components of the clinic's program the 
families found most helpful. 

We have begun a follow-up study to determine each 
patient's current living situation and to calculate the 
rate of institutionalization for these patients. Our only 
data thus far show that for a sample of 15 patients liv- 
ing at home at the time of the evaluation, 3 (2096) were 
living in nursing homes at the time the mailed ques- 
tionnaire was returned. 


DISCUSSION 


The broken-appointment rates and drop-out rates 
noted above are surprising in the light of reports docu- 
menting a 25% broken-appointment rate in a pediatric 
clinic (another situation where a family would be refer- 
ring a patient) and a 1026-5096 broken-appointment 
rate in other settings, including psychiatric outpatient 
clinics (19-21). When the waiting period reaches 30 
days, as ours did, patient nonattendance is as high as 
7566 (22). 

Nearly all of the families requesting appointments 
had had difficulties for 1 year or more. There may have 
been a precipitant, such as accelerated decline in cog- 
nition, a deterioration in social skills, nocturnal wan- 
dering, paranoia, depression, or chaotic personal fi- 
nances. At the time of the first visit the family mem- 
bers had usually begun to contemplate institutional 
care or guardianship; they were beset with guilt and 
were confused about their responsibilities and best 
course of action. 

Families often have realistic overt goals but unreal- 
istic hidden expectations that the clinic will provide a 
cure for their relative. Their resulting frustration fre- 
quently became a valuable point of departure for be- 
ginning the therapeutic process as the families dealt 
with their range of feelings. The structured group ses- 
sions have been particularly helpful to families and 
have been well received both times thev were offered. 
Our current plans are to conduct them at least four 
times a year. The sessions are open to all families go- 
ing through the clinic's program. At present three ses- 
sions are didactic with informal discussions—the psy- 
chiatrist discusses diagnosis and prognosis of memory 
loss, the internist talks about physical problems that 
affect mental function, and the occupational therapist 
speaks on time structuring. The remaining three ses- 
sions are led by the social worker and are intended to 
promote the family's expression of feelings and dis- 
cussion of shared problems. 

The availability of the clinic staff members to the 
patients and their families has been important in ward- 
ing off crises. In oyr judgment a 10- to 15-minute tele- 
phone consultation between our staff and the family, 
which allows ventilation and provides practical sug- 
gestions, has often been sufficient to keep the situation 
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tolerable. We encountered only one instance in 50 con- 
secutively enrolled patients where the family abused , 
our offer of telephone consultation. Е 

Funding for the Geriatric and Family Services рго- 
gram has come from a variety of public *nd private 
sources, including the sponsoring university, a local 
civic-minded savings bank, and a national private 
foundation sponsored bv retired persons. Although 
many problems remain, including the lack of Medicare 
coverage for counseling families of impaired elderly 
people, the demand for our service and the patients' 
appointment-keeping behavior suggest that such a pro- 
gram could easily be self-supporting in a private set- 
ting and nearly self-supporting in an academic setting. 

Perhaps the most important early finding of this pro- 
gram is that it dispells the myth that older persons will 
not see a psychiatrist. Although most of our patients 
clearly would not have sought the initial psychiatric 
consultation on their own (their families made the ar- 
rangements and insisted that they attend), they fre- 
quently looked forward to subsequent visits. 

The services provided by our clinic are clearly not 
applicable to all impaired older persons. There are 
many situations that are too urgent to wait 1 or 2 
months (although expansion of our program has re- 
duced the wait to 1 or 2 weeks), and many impaired 
older persons lack an interested family member or 
even family surrogate. Despite these limitations, this 
model appears to meet a need among the families of 
psychiatrically impaired elderly. It also offers a train- 


ing site where points of view from several disciplines 


are consolidated into recommendations that can be im- 
plemented by the persons most likely to influence the 
patient—his or her own family. 
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A Psychoanalytic Approach to a Therapeutic Impasse with an 
Impulsive Adolescent: Permission to Speak the Unspeakable : 


BY AXEL HOFFER, M.D., ROGER GOETTSCHE, M.D., AND FAY LINDEN, 





The authors describe an impasse in the therapy of an 
impulsive, intermittently psychotic adolescent boy and 
demonstrate the usefulness of understanding the 
impulsive behavior according to the classical 
psychoanalytic definition of “acting out.” Rather than 
being viewed as a random breaking through of 
impulses, this impulsive behavior can best be 
understood and clarified in the course of intensive 
psychotherapy as classical acting out under the 
influence of the therapy and the.transference. With 
impulsive patients of this type they have observed a 
strong tendency to abandon this basic psychoanalytic 
formulation and the use of the verbal interventions 
that follow from them. Such patients often need 
encouragement to remember and express their painful 
feelings in words instead of repeating the entire 
emotional experience in action. The authors also | 
describe the resistances within the treatment team . 
that interfered with the development and utilization of 
this basic psychoanalytic formulation. 





he treatment of the intermittently psychotic, im- 
Jue rides adolescent boy presents a difficult 
challenge. When such a patient recovers from an acute 
psychotic episode, impulsive behaviors of an aggres- 
sive, sadistic, antisocial, and/or suicidal nature often 
become the patient's major defenses against intoler- 
able affects and fantasies. Unfortunately, the patient's 
unmanageable behavior frequently leads the treating 
staff to focus exclusively on attempts to control the 
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patient's behavior. Typically, the patient's hospital 
stay is characterized by intense struggles between 
himself and the staff over restrictions, with periodic 
outbursts of violence directed toward the staff, other 
patients, property, and often himself. 

Psychotropic medication, in contrast to its ef 
fectiveness in alleviating the patient's psychotic symp- 
tomatology during the acute phase, has minimal bene- 
fit in this phase of the illness. ECT, although helpful 
with an acutely suicidal patient, is of questionable val- 
ue for a person whose mood swings are as sudden and 
extreme as his impulsive behavior. The devastating ef- 
fect of this charged situation can be seen on the pa- 
tient, his family, and, not surprisingly, on the treatment 
team as well. We have observed that the patient feels 
hopeless. and deprived of a sense of personal worth 
and growth. 

The family alternates between indulging the patient 
and ostracizing him. The therapist feels increasingly 
frustrated and helpless as schemes for behavior con- 
trol end in an interminable struggle, which proves at 
best to be an uneasy draw. This feeling of helplessness 
may lead the therapist to extend covert invitations to 
the patient to engage in further antisocial behavior, 
and thus the patient expresses the helplessness and an- 
ger felt by everyone. Finally, these feelings may lead 
the staff to wish to be rid of the patient and, con- 
sequently, the patient is subjected to poorly planned or 
inappropriate referrals. In desperation the penal au- 
thorities may be sought out to provide greater external 
controls for the patient than those that can be obtained 
in an open-door community mental health center. 

We would like to describe a treatment impasse with 
one such patient. (In order to protect the patient's 
identity, our case report is a composite report contain- 
ing altered data in all but the essential technical and 
dynamic details.) The impasse in the treatment was 
reached when the patient's impulsive and destructive 
behavior became unmanageable. Our efforts to under- 
stand and approach this treatment impasse brought to 
our attention the far-reaching consequences of viewing 
a patient's behavior as ''acting up’’ on the one hand or 
as "acting ош? on the other. We define the colloquial 
term ‘‘acting ир” as random characterologic impul- 
siveness without specific dynamic significance. “Асі- 
ing out" is defined by Freud (1) as a phenomenon in 
the analytic setting in which ‘‘. . . the patient dogs not 
remember anything of what he has ipe fre 
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pressed, but acts it out. He reproduces it not as a 
memory, but as an action; he repeats it, without of 
course, knowing that he is repeating it . . . under the 
condition of resistance." Regarding his approach to 
acting outs Freud is very clear: ‘‘The tactics to be 
adopted by the physician in this situation of acting out 
are easily justified. For him, remembering in the old 
manner—reproduction in the psychical field—is the 
aim to which he adheres... ." 

We concluded after our experience in attempting to 
overcome the treatment impasse with our patient that 
impulsive behavior in severely disturbed patients re- 
ceiving intensive individual psychotherapy can best be 
understood as acting out in the classical psycho- 
analytic sense. To permit and even encourage patients 
to bring their painful memories and affects into the 
**psychical field'' —that is, to help them put their feel- 
ings into words within the therapeutic alliance—is as 
crucial with patients of this type as it is with healthier, 
neurotic patients in psychoanalysis. 


LITERATURE REVIEW 


From a psychoanalytic point of view, the literature 
pertaining to delinquent adolescents begins with Ai- 
chorn's classic book Wayward Youth (2). He describes 
with sensitivity his attempts to understand antisocial 
behaviors as symptoms with historical, dynamic, and 
developmental implications akin to neurotic symp- 
toms. We found a sparse amount of literature describ- 
ing patients who specifically fit into our patient's cate- 
gory of an adolescent boy who showed schizophrenic 
symptomatology followed by prominent impulsive and 
antisocial delinquent-like behavior (3, 4). We observed 
in our patient and a small number of others that an 
acutely schizophrenic patient can develop delinquent 
or psychopathic-like behavior following recovery from 
the psychosis. Kanzer (5) quoted Bettelheim as saying 
that psychopathy may mark a restitutional phase of 
psychosis, and we are in full agreement with this ob- 
servation. This shift in ego defenses adds immeasur- 
ably to the complexity of finding and maintaining a 
consistent and appropriate therapeutic approach. The 
crucial role of the parents in unwittingly encouraging 
acting out behavior in the adolescent as an expression 
of unresolved parental conflicts is clearly described (6, 
7). The unconscious condoning of the asocial impulses 
is shown to allow the parent vicarious gratification of 
forbidden impulses as well as the expression of hostile 
impulses toward the child. Our study confirms these 
observations, including the importance of the parent's 
role in treating the child. 

Relevant literature on the origins, definition, inter- 
pretation, and meaning of acting out (5, 8) emphasizes 
disturbances in the oral phase of development, strong 
stimulation of sexual and aggressive drives, and a dis- 
Pm between motor activity and verbalization. 
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Acting out was originally defined as behavior in- 
duced by psychoanalytic treatment, but how does one 
conceptualize patients who are described as ‘“‘habitual- 
ly acting-out patients’’ before as well as during treat- 
ment? Anna Freud's lucid clarification (9) of the con- 
fusion introduced into the concept of acting out within 
the widening scope of psychoanalysis is of special rele- 
vance to our thesis. She states, 


Unlike the neurotic, the delinquent, the addict and the 
psychotic act out habitually, i.e., also without the releasing 
benefits of the analytic technique. With them the upsurges 
from the id which cause their impulsive behavior have to 
be understood as belonging to their pathology, not to a 
curative process. ... Instead of originating within the 
analytic situation and affecting the environment second- 
arily only, the impulsive behavior of these types begins in 
the external world from where it has to be dislodged and 
drawn into the transference. The analvsis of the delin- 
quent, according to Aichorn, starts when he steals from 
the analyst instead of from strangers. 


Our observations strongly indicate that by careful 
study one can meaningfully distinguish habitual impul- 
sive behavior from impulsivity directly related to the 
influence of psychoanalytic psychotherapy. Only after 
the patient's behavior is defined as acting out in the 
classical sense, rather than habitual random acting up, 
will it be possible to encourage the patient to extract 
the painful memories from a reenactment of the past. 


CASE REPORT 


Stephen, a 15-year-old boy, was brought to the Massachu- 
setts Mental Health Center following an attempted suicide 
by hanging while he was in jail. On admission he appeared 
gaunt and pale, and his eves stared blankly into space. He 
was tearful and complained to his doctor of feeling per- 
secuted and inadequate. Specifically, he was frightened: 
“Му sperm is gone. My genitals are dried up. I am not the 
big man I thought I was.” Several days later he described 
auditory hallucinations and claimed his father's voice said he 
would be killed. His associations were loose; there were no 
signs of organicity or a toxic state. He was fully oriented; 
results of physical and laboratory examinations were unre- 
markable. Stephen's admitting diagnosis was schizophrenic 
reaction, schizoaffective type. І 

Stephen was the oldest of seven children. His father, а 
blue-collar worker, began flaunting his extramarital affairs 
within the first week of marriage. He was a convicted rapist 
and an alcoholic who frequently beat his wife and children. 
Although Stephen's father was transient in the household, he 
returned home frequently enough to impregnate his wife 
eight times before a divorce was obtained. Stephen was ten 
years old when his parents divorced. 

Stephen's mother, an attractive and seductive woman, 
said that since the age of 3 Stephen had been like his father in 
every way: ‘Не is unaffectionate and'selfish. He is spoiled, 
always wanting to be special. At dinner he demands the best 
and biggest of everything on the table. Stephen has a cruel 
streak towards small children, also like his father. He is cruel 
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to insects and small animals, which he often tears apart.” 
Other adjectives used by his mother to describe her son were 
*cunning," "crafty," and "tricky." 

Stephen's latency was highlighted by good performance in 
school. Although Stephen remained a loner outside the fam- 
ily, he behaved at home in a taunting and mean fashion to- 
ward his younger brothers and often provoked a physical 
confrontation with them from which he, the oldest, would 
emerge the victor. Outside the home he was ambitious and 
industrious, and he managed to save substantial amounts of 
money by running two paper routes. Before the onset of his 
present illness, Stephen's school performance had not de- 
clined. 

Stephen said his present illness began when he was 14 
years old and experienced his first ejaculation. He was hav- 
- ing difficulty making friends in a new school and was also 
having frequent angry feuds with his mother, so he took his 
savings and went across the country. There he became in- 
volved with a homosexual group who, in exchange for his 
performing homosexual acts, housed and fed him until he 
was found by the police and returned home. He continued to 
fight bitterly with his mother and adopted an ideal of himself 
as a "tough guy with a chip on my shoulder.” Finally, Ste- 
phen struck his mother cne night, and she had him detained 
at a juvenile center for 2 weeks. Following Stephen's re- 
lease, his mother became increasingly angry at his ‘‘enti- 
tled," aggressive, and sadistic behavior, and she decided 
that he would be better off at a relative's farm far from home. 
Consequently, he was sent there without plans for his return. 

Although Stephen made a transient adjustment to the 
farm, he soon became disappointed and embittered. He left 
the farm and roamed the countryside stealing from small 
stores to sustain himself. Eventually he was discovered and 
sent to jail. He continued his aggressive behavior in jail and 
managed to have himself placed in solitary confinement, 
where he attempted to hang himself ‘‘because I knew they 
would send me home.” Stephen's return to his mother was 
arranged, and upon arrival she brought him to the Center for 
his first admission as described above. | 

Stephen's thought disorder, noted on admission, remitted 
after 2 weeks while he was receiving 800 mg/day orally of 
chlorpromazine. However, his course in the hospital and in 
therapy remained tumultuous in spite of his receiving an ad- 
ditional 40 mg/day orally of trifluoperazine. Stephen's pro- 
found ambivalence toward his mother was always apparent. 
His mood seemed to be dependent upon her daily visits, dur- 
ing which time the two of them could easilv have been mis- 
taken for husband and wife. She often held his hand, and 
occasionally she Jay next to him on a couch on the ward. 
This behavior was so open that he reported to a nurse during 
his-first month in the hospital, ‘‘I love my mother as a hus- 
band rather than a son." Meanwhile, he repeated his ‘‘enti- 
tled," aggressive behavior with the staff and other patients 
as if they were extensions of his own family. Almost daily he 
taunted geriatric patients for their infirmities, spat at and 
struck patients and staff, made frequent escapes from the 
hospital, stole food and money from patients, and provoked 
fights between other patients. 

During,this prolonged period, Stephen's therapy hours 
could be viewed as a battle for control and dominance. The 
therapist initially became his “jailer” and, subsequently, the 
man who came between him and his mother. Therapeutic 
efforts during the first year centered around Stephen's con- 
cept-of what one needed to do in order to be a man, and he 
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became aware of how frightened, lost, and confused he often 
felt. It was called to Stephen’s attention that he acted like his 


` father as a way of feeling like a man; we hoped that:this ` 


would provide an avenue for his developing alternative male 
role models. However, during the first 2 years pf Stephen's 
hospitalization little, if any, progress was made. 

After 3 months of treatment, Stephen developed a near- 
delusional notion that he would be hurt by another patient 
during the time his therapist was on vacation. While his doc- 
tor was away Stephen was increasingly aggressive on the 
ward, and following his doctor's return, he seemed more dis- 
tant in the therapeutic relationship. He complained that his 
doctor had betrayed him. Over a 7-month period he again 
began a slowly escalating pattern of impulsive behavior, with 
frequent escapes, sadistic and aggressive behavior on the 
ward, and a determined effort to sabotage the therapeutic 
interventions. Toward the end of this 7-month period, he 
robbed a store during one escape ''so I could get kicked out 
of the hospital.” Indeed, at this time, the therapist and ward 
staff decided that Stephen could no longer be managed on an 
open psychiatric ward. Stephen committed the robbery in a 
way that invited apprehension, so he was arrested, sent to a 
juvenile detention center (instead of the Massachusetts Men- 
tal Health Center), and, subsequently, transferred to a psy- 
chologically oriented boys' residential school. Shortly be- 
fore the end of his 30-day trial period at that school and im- 
mediately before his return to court for a final disposition, he 
drank a large amount of a dangerous substance. At this point 
another relative intervened and arranged for Stephen's hos- 
pitalization at yet another institution. There he received high . 
doses of phenothiazines and 17 ECT sessions in 5 weeks. 
After running out of funds, the family delivered Stephen 
back to the Massachusetts Mental Health Center for read- 
mission. 

Upon Stephen's return to the Center the therapist and the 
ward staff made a new commitment to stay with him and 
treat him in spite of all obstacles. Initially, as he talked more 
openly about his ambivalent and seductive relationship with 
his mother, his alliance with the staff and therapist was im- 
proved. In a family session several months after the second 
admission, the following exchange took place: 


Social worker: How do you feel toward your mother, Ste- 
phen? 


Stephen: Like I'm her husband, like I’m the man of the 
house. 


` Mother: Stephen, you don't mean that. You never act that 
way. 


His mother's denial was characteristic, but Stephen's 
statement was his first attempt at making explicit to her his 
distress in their relationship. 

When Stephen's therapist planned another vacation, Ste- 
phen repeated his pattern of increasingly aggressive behav- 
ior. Attempts at using a behavior modification approach 
were ineffective. He inevitably sabotaged any movement to- 
ward increased privileges based on his good behavior by re- 
peatedly behaving in such a way as to be restricted by the 
ward staff. ы 

During this extended period of time Stephen's feelings to- 
ward his mother and therapist were obscured by his behav- 
ior. After another dangerous overdose several monthd later, 
he related to the therapist the content of'a previously ias 
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psychotic transference: ‘‘I thought if I got rid of myself, you 
could get married to my mother and be happy." Shortly 
theteafter, without a clear immediate precipitant, Stephen 
impulsively destroyed some expensive hospital property. 

At this tyne it was clear that Stephen's treatment had 
reached an impasse. A consultation with another psychia- 
trist was arranged in the hope of finding a useful approach to 
this explosive situation. During the consultation interview 
Stephen described his aggressive and rivalrous feelings to- 
ward his mother's boyfriends and her apparent acceptance 
of him as the victor. With some encouragement from the 
consulting psychiatrist he was able, for the first time, to be- 
gin to speak explicitly about feelings of sexual excitement in 
his mother's presence, including arousal ‘‘below my belt." 

‚ What appeared to be unmitigated aggression toward his 
mother could now be seen in part as an expression of sexual 
excitement toward her as well as a defense against those 
feelings. 

Stephen's mother was also interviewed as part of this con- 
sultation and her seductive relationships with men in general 
and with Stephen in particular were discussed, although she 
vigorouslv denied the latter. The crucial ingredient in the 
consultation was that the consulting psychiatrist gave per- 
mission and encouraged the therapist and the social worker 
as well as Stephen and his mother to discuss directly the 
heretofore unspoken explicitly sexual aspects of the relation- 
ship between Stephen and his mother. What, then, were the 
consequences of this approach to the therapeutic impasse? 

As we had feared, Stephen's assaultiveness and excite- 
ment increased for the rest of the day immediately following 
this first verbalization of sexual arousal in relation to his 
mother. Indeed, following one of the two consultation inter- 
views he assaulted his therapist. Over a 2-week period, how- 
ever, Stephen's high level of excitement, aggression, 
sadism, and impulsivity diminished and these symptoms re- 
mained at low levels during the 6-month period before Ste- 
phen's therapist was to complete his residency. During this 
time the following behavioral observations were made: Ste- 
phen's assaultive episodes diminished from once a week to 
once a month. His antisocial acts disappeared, except for 
one incident of stealing money from another patient. Ste- 
phen's epsiodes of meanness declined from nearly once a 
day to none at all, and his performance and attendance at the 
Center's high school improved dramatically. 

Stephen's therapy evolved as follows. He experienced a 
gradual but definite sense cf relief as he became able to ac- 
knowledge and share with his therapist his feelings of sexual 
excitement toward his mother and the accompanying shame 
and guilt. For example, he told his therapist, ‘‘I had feelings 
in my penis when talking with my mother on the telephone.” 

Perhaps of even greater significance than verbalizing his 
sexual excitement toward his mother was the fact that he 
also began expressing homosexual longings toward his doc- 
tor, although the longings were displaced to the past. ‘‘A 
year ago I wanted to blow you,” he told the doctor. Stephen 
confided that he wanted to gain strength from the doctor in 
this way, and he recalled that at the time of admission he felt 
that he had ‘‘lost his sperm.” After unburdening himself in 
words of these painful secret wishes, for the first time he 
began looking at the therapist and ®ther people directly in 
the eye, which he had previously been unable to do. Con- 
comitant with his ability to discuss these feelings directly, he 
showed a striking improvement in his behavior during the 
[| ' 7 
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treatment hours. His affective presence was fuller. He would 
experience open anger, sadness, and at times laughter and 
joy in the therapist's presence. A therapeutic alliance had 
been established, and it was now possible for Stephen to dis- 
cuss his feelings in a setting in which he felt accepted. 

We observed Stephen's course over the 6!/2-year period 
following the intervention. During this time Stephen was 
treated in psychotherapy by two residents; each saw him for 
3 years. Although Stephen remained in the hospital for 1!/2 
years after the original resident therapist left the Center, Ste- 
phen made gradual but definite progress, including longer pe- 
riods of psychosis-free intervals and decreasing destructive 
and self-destructive threats and behavior. After his dis- 
charge Stephen experienced several acute psychotic epi- 
sodes requiring progressively briefer readmissions. These 
episodes were clearly precipitated by his therapists! vaca- 
tions and the births of more siblings. During Stephen's thera- 
py with the third resident, he did not require hospitalization 
for nearly 2 years. As we had come to anticipate, however, 
he required hospitalization in an acute psychotic state 
around the time of termination of therapy with this resident. 

Not surprisingly, Stephen's powerful symbiotic tie to his 
mother did not diminish significantly with all the years of 
treatment. Over the 6!/-year period following the inter- 
vention, Stephen was able to separate his living quarters 
from his mother's by moving to the apartment across the hall 
from her. Stephen's tie to his mcther and the hospital re- 
mained deeply ambivalent, although his aggressive side was 
far more rarely expressed through violence. 


DISCUSSION 


An important aim in analytically oriented psycho- 
therapy is for the patient to verbalize the memories 
and feelings that are acted out (1). A treatment im- 
passe led us to examine why such a basic principle of 
analytically oriented psychotherapy is frequently 
overlooked when one works with an impulsive, inter- 
mittently psychotic young man. First, we noted that 
the patient's continued violent behavior served to dis- 
tract the staff and himself and to preoccupy the staff 
with efforts to control the patient's behavior or send 
him elsewhere. 

Second, although the highly sexualized relationship 
with his mother was always blatantly obvious to the 
most casual observer, we found ourselves reluctant to 
discuss this issue directly with Stephen and his 
mother. It continually appeared to us that matters 
were bad enough without adding any further stimula- 
tion to the situation. Indeed, Stephen became acutely 
assaultive immediately after the two consultation in- 
terviews in which he was encouraged to pay attention 
to his feelings of excitement while in his mother's pres- 
ence. Thus, it seemed that encouraging Stephen to dis- 
cuss these feelings of excitement in his body was the 
last thing one would consider doing with a young man 
already so excited that he seemed to be jumping out of 
his skin. 

We attempted to gain a dynamic understanding of 


1408 


our patient's behaviors by dividing them into two cate- 
gories—the outwardly aggressive type and the in- 
wardly aggressive type. The outwardly aggressive 
type of behavior included hitting his mother, running 
off the ward, breaking into a store, stealing, and being 
assaultive and destructive in the hospital. The in- 
wardly aggressive type included self-destructive be- 
haviors such as attempted hanging and swallowing 
dangerous substances. Both types of behavior were, of 
course, multidetermined. They had in common that 
each behavior was at the same time 1) the expression 
of a sexualized aggressive impulse, often experienced 
by Stephen around the time of separations from his 
mother or therapist, 2) a cry for both a protective and 
punitive response for this impulse, and 3) an avoidance 
of memory insofar as the massive motor discharge re- 
places memory. Typically, Stephen's behavior includ- 
ed a manipulative component and a genuinely self-de- 
structive component, as expressed in his statement, ‘‘I 
know they would send me home if I tried to hang my- 
self." 

Because of Stephen's partial failure of repression, 
he experienced closeness with his mother ip a highly 
undifferentiated, threatening, sexualized, and aggres- 
sive way. These feelings were transferred quite direct- 
ly to the therapist, who was seen sometimes as father 
and sometimes as mother. In the psychotic transfer- 
ence mentioned above, one aspect of Stephen's atti- 
tude toward his therapist is dramatically expressed: ''I 
thought if I got rid of myself, you could get married to 
my mother and be happy.” This would be one solution 
to Stephen's quandary over his forbidden longings for 
his mother in the absence of his father. His therapist 
thus became the father in the transference and the 
childhood struggles and wishes were recreated and re- 
enacted. Thus, childhood longings—both sexual and 
aggressive (as well as guilt about such longings)— were 
directed toward the therapist in the transference and 
his mother, the available primary object. His mother's 
erratic and seductive behavior kept alive Stephen's 
fantasy that his infantile longings would be grati- 
fied and thereby helped to maintain his pathological 
state. : 

Separations from his mother and therapist were ex- 
perienced by Stephen with a powerful surge of the 
most intense and unacceptable longings and feelings. 
Stephen’s impulsive behavior could now be under- 
stood as acting out in the transference, which revived 
past conflicts with both parents in the present experi- 
ence with his therapist. 

In summary, we make no claim to have cured Ste- 
phen's severe and: chronic underlying psychosis by 
these verbal interventions. We do assert, however, 
that the explicit clarification of his preconscious sexual 
feelings toward hig mother helped him to overcome the 
impasse that threatened to make further therapy im- 
possible. The clarification -allowed Stephen’s ego to 
cope more effectively with these unacceptable im- 
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pulses. From a technical point of view, it should be 

noted that Stephen’s clarification involved pre-, 
conscious impulses. By contrast, premature inter- 

pretation of unconscious impulses would lead to in- 

creased resistance toward recognition and remember- 

ing, which was clearly not the case here. 

Following the consultation interview, the therapist 
continued discussing with Stephen in relative ease Ste- 
phen's explicit sexual impulses toward his mother and 
the therapist. The effect was to allay Stephen's anxiety 
and self-doubt. As the therapist's date of departure ap- 
próached, the therapist was able to accomplish a de- 
gree of working through these issues. As noted above, 
Stephen did not significantly withdraw from his 
mother. The maternal side of the transference toward 
the therapist and the hospital remained rather stable 
following the intervention. Usually, the therapist and 
the hospital were experienced by Stephen as pro- 
tective and nurturant. At times, of course, both were 
experienced as punitive and restrictive, like the cruel, 
retaliating father. 

During therapy with the next two residents Ste- 
phen’s explicit sexual clarification, which we viewed 
as having been crucial in overcoming the specific ther- 
apeutic impasse, moved into the background. The ho- 
mosexual transference, which was at times clearly 
present in this late phase of therapy, was discussed by 
the therapist as a wish for closeness; the sexual as- 
pects were de-emphasized. Stephen's affectionate 
concern for the consulting psychiatrist who first en- 
couraged Stephen to verbalize his fantasies was typi- 
calin this phase of the therapy; he felt toward this con- 
sultant as he did toward his consistently caring grand- 


father. He would ask his therapist with a warm, 


humorous smile, ‘‘How is that crazy, dirty old man 
who thought I was interested in sex with my mother?" 

Putting the unspeakable sexual feelings toward his 
mother and the therapist into words appeared to be 
useful to Stephen in two ways. Words permitted Ste- 
phen to express his wishes, thereby decreasing some- 
what his intolerable physical excitement, and he no 
longer needed to provoke punishment and protection 
through his impulsive behavior because the therapist 
encouraged expression of these wishes. We have de- 
scribed the familiar analytic process of repeating, re- 
membering, and working through (1). Or, as Dr. Sem- 
rad (10) stated, ‘‘The patient must acknowledge the 
unacceptable, intolerable feelings, bear them, and 
share them with the therapist, in order that he may put 
them in perspective for himself." 

Our thesis is that impulsive behavior in patients like 
Stephen is most usefully viewed as classical acting out 
under the influence of the therapy rather than as a ran- 
dom, meaningless, breaking through of impulses. Both 
the therapist and the patient need permission to dis- 
cuss these painful affects and fantasies in a therapy 
setting in order to overcome this type of therapeutic 
impasse. ; © j 

| | 
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Poor Premorbid Adjustment and CT Scan Abnormalities 


in Chronic Schizophrenia 


. BY DANIEL R. WEINBERGER, M.D., ELEANOR CANNON-SPOOR, M.A., STEVEN G. POTKIN, M.D., 


AND RICHARD JED WYATT, M.D. 





The authors evaluated the premorbid adjustment of 51 
chronic schizophrenic patients by retrospective chart 
analysis using a novel scale. Those patients with CT 
evidence suggestive of brain atrophy haa significantly 
worse premorbid scores, particularly.during 
childhood, than did the patients with normal scans. 
This finding provides further support for the clinical 
relevance of CT findings in chronic schizophrenic 
patients and implicates a neuropathological process 
that occurs early in development. 


ubtle manifestations of brain atrophy, specifically 
S ventricular enlargement and dilatation of cortical 
sulci, have been observed on. computed tomography 
(CT) scans (1-7) and pneumoencephalograms (8-10) of 
schizophrenic patients. What is unclear from these 
studies, however, is whether such abnormalities are 
related to the pathogenesis of the illness or to non- 
specific factors to which schizophrenic patients are 
particularly vulnerable. If the latter possibility is the 
case, it might be expected that patients with more 
lengthy illnesses would be more likely to manifest the 
abnormalities. In studies of pátients under age 50 (2, 3, 
5, 6), this has not been found. The abnormalities also 
do not appear to be the result of various treatment mo- 
dalities, including institutionalization, ECT, and neu- 
roleptic drugs (1-3, 5, 6). 
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To the extent that the CT findings may relate to the 
pathogenesis of a schizophrenic illness, they might be 
associated with a distinct manner of onset or pre- 
morbid history. For example, if patients with these 
structural brain abnormalities were found to have had 
a normal premorbid history, it would implicate an 
acute postpubertal neuropathological episode, perhaps’ 
a viral illness (11). On the other hand, if patients with 
the abnormalities appeared to be an impaired group 
from childhood, then a neuropathological process in 
early development that predisposed to schizophrenia 
could be hypothesized. In this study we examine these 


possibilities by evaluating the relationship between 


premorbid adjustment and CT abnormalities in schizo- 
phrenic patients. 


METHOD 


'* Fifty-one voluntary inpatients (12 women, 39 men; 
mean age, 29; age range, 20-50) on three NIMH re- 
search wards of St. Elizabeths Hospital, Washington, 
D.C., who fulfilled Research Diagnostic Criteria (12) 
for chronic schizophrenia comprised the study sample. 
In general, patients accepted into the research pro- 
gram had failed to respond to conventional forms of 
therapy sufficiently so that they could live independ- 
ently in the community. Each patient had undergone 


. CT scanning, and measurements from their scans were 


made of the size of the lateral ventricles and of various 
cortical fissures and sulci. These quantitative mea- 
sures have been described in detail elsewhere (2, 3). 
Twenty-one patients had abnormal scans as defined by 
a ventricular or sulgal size in excess of the range of 62 
similarly aged asymptomatic individuals who had been 
previously studied (13). Nineteen patients (6 women 
and 13 men) had enlarged ventricles (ventricular-brain 
ratio more than 10.6), and 8 patients also had dilated 


to 
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sulci. Two of the patients with dilated sulci, both of 
* whom were men, had normal ventricles. 

A novel instrument that includes selected items 
from the Phillips (14) and Gittelman-Klein (15) pre- 
morbid adjfistment scales and the Elgin prognostic 
scale (16) was used to assess premorbid adjustment.! 
The rationale for combining these various items into a 
new format was to develop a scale that would measure 
adjustment during several specified age periods in ad- 
dition to scoring overall premorbid adjustment. The 
new scale has 28 items divided among 5 subscales, 4 of 
which focus on various aspects of social and school 
functioning during the following age periods: child- 
hood (younger than age 12), early adolescence (ages 
12-15), late adolescence (ages 16-18), and adulthood. 
In addition, it has a general item scale that attempts to 
assess the highest level of premorbid adjustment 
achieved. | 

One of us (E.C.-S.) who was unaware of the CT 
scan findings completed the scale for each patient by 
reviewing the patient's chart. The research charts gen- 
erally include detailed premorbid histories that are de- 
rived from family meetings and records from referral 
sources. If the charts did not contain sufficient infor- 
mation to complete a particular item, the item was left 
unrated. To account for unratable items, the score for 
each age period was expressed as a fraction of the total 
possible score for the. ratable items. Thus the lower 
scores correspond to better adjustment. Every age pe- 
riod was not ratable in every patient due to insufficient 
historical data. To help standardize the ratings, the in- 
strument was used by the same individual in an inter- 
view format to assess premorbid adjustment of 78 en- 
listed personnel stationed at an Air Force base in 
Washington, D.C. Statistical comparisons were done 
by a two-tailed t test. 


RESULTS 


To the extent that chart reviews and personal inter- 
views are comparable. the premorbid adjustment of 
the group of 51 chronic schizophrenic patients was sig- 
nificantly worse than that of the Air Force personnel 
as measured on the subscales during childhood (mean 
Scores + SD = .33+.2 versus .23+.1, p<.001), early 
adolescence (.44+.2 versus .21+.1, p<.0001), late 
adolescence (.55+.3 versus .17+.1, р<.0001), and 
adulthood (.58+.3 versus .12+.1, p<.0001), as well as 
on the general item subscale (.44+.2 versus .09+.1, 
p<.0001). Figure 1 shows the mean scores for pre- 
morbid adjustment for the Air Force personnel and for 
the schizophrenic patients subdivided according to 
ventricular size. The patients wit] enlarged ventricles 
scored consistently worse than the other patients; the 
scores during childhood and on the general item sub- 


+ Те insrument isavailable on request from Ms. Cannon-Spoor. 


d 


WEINBERGER, CANNON-SPOOR, POTKIN, ET AL 


1411 


FIGURE 1 

Comparison of Premorbid Adjustment Mean Subscale Scores of Nor- 
mal Control Subjects, Chronic Schizophrenic Patients with Normal 
Ventricular Size, and Chronic Schizophrenic Patients with Increased 
Ventricular Size? 


C3 Normal control subjects? б 
Chronic schizophrenic patients with normal ventricula- size‘ 
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*The brackets indicate the comparison made to obtain p value given. 

"Data were available for 78 control subjects for the general item subscale 
and for all age periods except adulthood, where N=69. 

‘Data were available for 32 patients in childhood and early adolescence, 29 
in late adolescence, 10 in adulthood, anc 33 for the general item subscale. 

‘Data were available fcr 19 patients in childhood, 18 in early adolescence, 
15 in late adolescence, 6 in adulthood, aad 18 for the general item sutscale. 


scale reached statistical significance (p<.05). When all 
the patients with CT abnormalities (the 19 patients 
with enlarged ventricles plus the 2 patients with only 
sulcal dilatation) were compared with the schizophren- 
ic patients with normal scans (see figure 2), the dif- 
ferences in premorbid adjustment during early adoles- 
cence reached statistical significance as well. Of the 9 
patients with the poorest adjustment during childhood 
(those whose rating was more than .50) all had abnor- 
mal CT scans. In contrast, of the 13 patients with good 
childhood adjustment (rating less than .20), only 3 had 
abnormal scans (p<.001, Fisher exact test). 


DISCUSSION 


It is not uncommon in medicine for nonspecific find- 
ings to lack clinical significance in one clinical context 
while being meaningful in another. For example, cor- 
tical sulcal dilatation in asymptomatic elderly individ- 
uals may be clinically irrelevant while in voung pa- 
tients with systemic lupus erythematosis it is associat- 
ed with psychosis (17, 18). Ventricular enlargement 
and dilated cortical sulci in schizophrenic paients are 
certainly nonspecific findings, since they are common 
in the elderly and in many neurological disorders. 
They have also been described in patients with chronic 
severe migraine headaches (19), in alcoholics (201, in 
patients with affective disorders (5, 10), and in autistic 
children (21). However, since ventricular enlargement 
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FIGURE 2 

Comparison of Premorbid Adjustment Mean, Subscale Scores of Nor- 
mal Control Subjects, Chronic Schizophrenic Patients with Normal CT 
Scans, and Chronic Schizophrenic Patients with Abnormal CT Scans? 
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aThe brackets indicate the comparison made to obtain p value given. 

*Data were available for 78 control subjects for the general item subscale 
and for all age periods except adulthood, where N=69. 

“Data were available for 30 patients in childhood, 31 in early adolescence, 
27 in late adolescence, 10 in adulthood, and 31 for the general item subscale. 

*Data were available for 21 patients in childhood, 20 in early adolescence, 
17 in late adolescence, 6 in adulthood, and 20 for the general item subscale. 


is not itself a pathological process but the result of one, 
it is this underlying process which may be specific. 
The results of this study indicate that CT abnormal- 
ities in chronic schizophrenic patients are associated 
with poor premorbid adjustment. Even in a sample of 
generally poor premorbid patients, the CT scan cri- 
teria segregated out a significantly more impaired sub- 
group. This finding provides further support for the 
idea that these CT scan findings help define a more 
homogeneous subgroup of chronic schizophrenic pa- 
tients. In addition to poorer premorbid adjustment, pa- 
tients with these abnormalities have been shown to 
have greater neuropsychological deficits (1, 4, 6, 22), 
poorer response to neuroleptic drugs (23), more non- 
focal neurological signs (‘‘soft ѕірпѕ’’),2 more impaired 
smooth pursuit eye movements,? a different distribu- 
tion of neuroanatomical asymmetries seen on CT 
scans (24), a different frequency of human leukocyte 
antigen (HLA) A-2 (25), and higher whole blood sero- 
tonin concentration (26). Moreover, a recent study by 
Kleinman and associates (27) found that certain mani- 
festations of brain dopaminergic function may be dif- 
ferent in these patients than in clinically similar pa- 
tients with normal CT scans. Taken together, this 
body of research strongly suggests that although the 
CT scan findings are themselves nonspecific, they are 
biologically and ¢linically meaningful characteristics 


?D.R. Weinberger, R.L. Wagner, D.J. Shiling, et al: Neurological 
abnoravalities in chronic schizophrenia (submitted for publication). 
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of these schizophrenic patients and, perhaps, markers 
for etiologically homogeneous populations. А 

The relationship of poor premorbid adjustment to 
CT scan abnormalities also may have implications for 
understanding the pathogenesis of schizophrenia in 
this subgroup of patients. It suggests that in such pa- 
tients a neuropathological process that predisposes to 
or eventually causes schizophrenia in late adolescence 
occurs or begins early in development. However, al- 
though the results of this study seem to support this 
assumption, the data could also indicate that for un- 
known reasons schizophrenic patients with poor pre- 
morbid adjustment are more vulnerable to nonspecific 
factors that produce brain atrophy after the onset of 
their illness. 

Another perspective on these findings is to consider 
the degree to which the clinical implications of poor 
premorbid adjustment correspond to the clinical impli- 
cations of the CT scan findings. Like the patients with 
CT scan abnormalities, schizophrenic patients with 
poor premorbid adjustment tend to have a poor prog- 
nosis (28), to respond poorly to neuroleptic drugs (29), 
and to have nonfocal neurological signs (30). On the 
basis of these observations, Quitkin and associates 
(30) proposed that patients with poor premorbid ad- 
justment are, in fact, ‘‘brain damaged.” It appears that 
the CT. scan findings partially confirm this notion. In- 
deed, if they are linked to the pathogenesis of some 
forms of schizophrenia, poor premorbid adjustment 
may be a manifestation of the illness rather than a pre- 
disposing or prognostic factor. 
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Pharmacokinetic Study of Lorazepam Overdosage 


BY MARCIA DIVOLL ALLEN, DAVID J. GREENBLATT, M.D., YVES LACASSE, M.D., 


AND RICHARD I. SHADER, M.D. 





The authors describe three patients who attempted to 
commit suicide by ingesting overdoses of lorazepam, 
an intermediate-acting benzodiazepine that, unlike 
diazepam, has no active metabolites. All three 
patients were clinically well within 24-30 hours of 
ingestion, although high lorazepam concentrations 
persisted. The authors point out that the elimination 
half-life of lorazepam after extremely high doses have 
been ingested is approximately the same as that found 
after ingestion of usual therapeutic doses. 





he extensive prescribing of benzodiazepines in 
T clinical medicine has led to their frequent use for 
deliberate self-poisoning. Previous studies of over- 
dosage with diazepam, a long-acting benzodiazepine 
with active metabolites, suggest that diazepam by it- 
self rarely produces life-threatening intoxication, even 
when ingested doses and plasma concentrations are 
extremely high (1, 2). Furthermore, clearance of diaze- 
pam and its metabolites after massive overdosage ap- 
pears similar to that observed after therapeutic doses 
(2). We will describe three cases of lorazepam self-poi- 
soning with suicidal intent. Lorazepam is an inter- 
mediate-acting benzodiazepine that has no active me- 
tabolites. 


CASE REPORTS 


Case 1. Mr. A, a 20-year-old man, ingested an unknown 
amount of lorazepam with five beers approximately 2 hours 
before admission. His vital signs on admission were as fol- 
lows: blood pressure, 120/90 mm Hg; heart rate, 92 beats/ 
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minute; and respirations, 20 per minute and spontaneous. 
The patient was lethargic but easily roused. Laboratory find- 
ings were within normal limits. The patient was lavaged and 
received activated charcoal. He was placed under observa- 
tion with no specific therapy and discharged 24 hours later 
with no sequelae. 


Case 2. Ms. B, a 23-year-old woman, ingested an esti- 
mated 120 mg of lorazepam approximately 18 hours before 
admission. Her clinical history also implicated ingestion of 
750 mg of methotrimeprazine and an unknown amount of tri- 
hexiphenidyl. Her vital signs on admission were as follows: 
blood pressure, 140/90 mm Hg; heart rate, 96 beats/minute; 
and respirations, 20 per minute and spontaneous. The pa- 
tient was responsive to light pain. Laboratory studies and 
arterial blood gases were normal. After gastric lavage, Ms. B 
received activated charcoal and intravenous fluids. She was 
placed under observation with no specific therapy. She was 
fully alert 12 hours after admission and was discharged with 
no sequelae. ` 


Case 3. Mr. C, a 46-year-old man, ingested an estimated 
100 mg of lorazepam 1 hour before admission. His clinical 
history also implicated ingestion of an unknown amount of 
doxepin and four glasses of wine. His vital signs on admis- 
sion were as follows: blood pressure, 126/90 mm Hg; heart 
rate, 140 beats/minute; and respirations, 25 per minute and 
spontaneous. Mr. C was responsive to light pain. Laboratory 
results and arterial blood gas determinations were normal. 
Mr. C received naloxone, 5096 dextrose solution, and thi- 
amine intravenously and did not respond. He was placed un- 
der observation with no specific therapy. He was fully alert 
and responsive 24 hours after admission and was discharged 
2 days later with no sequelae. : 


METHOD 


Venous blood samples were drawn into heparinized 
tubes at multiple points in time during each patient's 
hospitalization. When the patient was alert and orient- 
ed, informed consent was obtained. Plasma was sepa- 
rated and stored at —20°C until the time of assay. 
Plasma concentrations of lorazepam were determined 
by electron-capture gas-liquid chromatography (3). 


RESULTS 
- Figure 1 shows plasma concentrations of lorazepam 


for up to 60 hours after ingestion in.all three patients. 


\ 
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FIGURE 1 
Plasma Lorazepam Concentrations in Three Patients After Lorazepam 
"Overdpsage? 
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?Values of elimination half-life (Т) were determined by least squares regres- 
sion analysis. 


Initial plasma lorazepam levels were 5 to 15 times 
higher than those associated with ingestion of usual 
therapeutic doses. Values of lorazepam elimination 
half-life were 22.3, 10.4, and 9.3 hours, respectively. 


DISCUSSION 


The use of benzodiazepines as agents of self-poison- 
ing is increasing, consistent with the increase in their 
availability and therapeutic use. Little has been report- 
ed on the consequences of overdosage with loraze- 
pam, a benzodiazepine recently introduced into clini- 
cal practice (4-6). This report describes three patients 
who attempted to commit suicide by ingesting over- 
doses of lorazepam. 

On admission all three patients were responsive, al- 
though lorazepam plasma levels were as high as 600 
ng/ml, greatly exceeding steady-state concentrations 
of lorazepam reported in normal volunteers taking 
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usual therapeutic doses (17-50 ng/ml) (7). All three pa- 


_ tients recovered rapidlv and were clinically well within 


24-30 hours of ingestion, although high lorazepam 
plasma concentrations persisted. 

The elimination half-life of lorazepam jn these indi- 
viduals fell within the range observed in healthy per- 
sons after ingestion of usual therapeutic doses (8-25 
hours) (7, 8). The longer half-life in patient 3 might be 
explained by concurrent treatment with a tricyclic 
antidepressant (9). In any case, the process of loraze- 
pam biotransformation to its pharmacologically in- 
active glucuronide metabolite does not appear to be 
saturable at high doses. 

Previous pharmacokinetic studies of diazepam over- 
dosage also indicated normal elimination of the parent 
compound and its metabolites (2). High plasma con- 
centrations of diazepam and its metabolites persisted 
long after patients were alert and clinically well. Al- 
though excessive sedation is an expected.consequence 
of overdose with a central nervous system depressant, 
sedative effects mav diminish or disappear long before 
plasma drug levels return to the therapeutic range. 
Tolerance or adaptation to central depressant effects 
may explain these observations. 
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Seizures Terminable and Interminable with ECT ` 


BY RICHARD D. WEINER, M.D., PH.D., MICHAEL R. VOLOW, M.D., DANIEL T. GIANTURCO, M.D., 


AND JESSE Q. CAVENAR, JR., M.D. 





The authors discuss the incidence, detection, 
management, and significance of prolonged seizures 
with ECT and present a case example. They suggest 
that the incidence of this phenomenon may be 
underreported and that its occurrence may be linked 
to hyperoxygenation, the use of multiple-monitored 
ECT, and preexisting states of cerebral 
hyperexcitability. Since prolonged seizures may result 
in adverse metabolic changes, prompt detection and 
intervention are essential. 





CT is acknowledged as an effective treatment in 
psychiatry, with its therapeutic potency derived 
from the induction of a series of generalized seizures in 
susceptible individuals. One of the advantages of elec- 
tricity over pharmacologic agents as a mode of induc- 
ing seizures has been that the ictal duration with ECT 
is relatively brief, usually less than a minute. At the 
same time, however, the use of modern refinements in 
ECT technique such as muscular relaxation, oxygen- 
ation, and, most recently, multiple-monitored ECT (in 
which multiple seizures, monitored electroencephalo- 
graphically, are produced during a single period of 
anesthesia) appears to have increased the incidence of 
prolonged seizures, although unilateral ECT, at least 
with sinewave stimuli, may act to decrease seizure du- 
ration. Às will be discussed later, the actual incidence 
of prolonged seizures may be somewhat greater than 
would be expected, in part due to the relatively low 
use of EEG monitoring. Despite the fact that pro- 
longed seizures represent a potential risk for the devel- 
opment of neurologic sequelae and are not associated 
with increased therapeutic benefits, this phenomenon 
has not been adequately dealt with in the psychiatric 
literature, and many practitioners are not aware of its 
significance, detection, and management. 
Accordingly, using a recent clinical case example, 
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we will attempt to outline some of the problems pre- 
sented by a prolonged seizure with ECT. In particular, 
this case demonstrates that a seizure of only 6-10 min- 
utes' duration can be associated with both metabolic 
insufficiency and delayed return to baseline neurologic 
function, even in the presence of apparently adequate 
oxygenation. We will also discuss the possible role of 
an underlying state of cerebral hyperexcitability. 


CASE REPORT 


The patient was a 26-year-old man with a diagnosis of 
schizoaffective schizophrenia, manifested by auditory hallu- 
cinations, delusions of thought control, depressed affect, and 
suicidal ideation. He had a history of polydrug abuse that 
included apparent daily intake of marijuana and intermittent 
use of alcoholic beverages, diazepam, oral amphetamines, 
cocaine, and hallucinogens. When he was admitted, his pre- 
scribed medication consisted of 1000 mg of chlorpromazine 
daily. There was no known personal or family history of epi- 
lepsy or other neurologic conditions and no family history of 
psychiatric illness. 

After 15 days of imipramine, 200 mg, in addition to chlor- 
promazine, the level of the patient's suicidal ideation had 
markedly increased, and accordingly a laboratory evaluation 
for ECT was initiated, revealing only a borderline abnormal 
EEG, with brief bursts of bilateral sharply hyper- 
synchronous 7-8 Hz theta rhythms, which were not consid- 
ered significant. 

As soon as the decision to use ECT had been made and 
informed consent for ECT obtained, imipramine and chlor- 
promazine therapy were discontinued. After 5 days the pa- 
tient received his first electroconvulsive treatment, which 
was modified by atropine (.6 mg subcutaneously, 30 minutes 
before the treatment), methohexitol (60 mg i.v.), and oxy- 
gen (10076 by Ambubag, via oral airway, beginning at the 
onset of anesthesia and continuing until resumption of spon- 
taneous respirations, except for a period of a few seconds at 
the time of stimulation). The electrical stimulation was pro- 
vided by an 800-mA bipolar pulse device (MECTA Corp.) 
with the following settings: 60 pulse pairs per second, .75- 
second pulse-width, and .75-second stimulus duration. The 
stimulus electrodes were in the standard bifrontotemporal 


: location. A single channel of bifrontal EEG was monitored. 


The initial stimulus (intensity of 6 joules) did not produce a 
seizure either behaviovally or electroencephalographically, 
and after approximately 15 seconds a second stimulus was 
applied, with the duration increased to 1.25 seconds. This 
stimulus (11 joules) produced a modified tonic-clonic con- 
vulsion, estimated by several observers.to have. lasted less 


* 
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than 60 seconds. Electroencephalographically, however, the 
‚Seizure continued long past the termination of the clonic 
"movements. After several minutes clonic movements in- 
volving the rostral half of the body appeared; they lasted ap- 
proximately 45 seconds and were presumably concurrent 
with the metabolism of the succinylcholine, since no further 
relaxant or anesthetic was given. At 5!/2 minutes, ће EEG 
seizure activity continued to be present and diazepam, 5 mg 
Lv., was given. Forty seconds later, with seizure activity 
still present in the EEG, the paper in the chart recorder ran 
out. Several minutes later, while the paper was being 
changed, movements of the patient's face and upper ex- 
tremities again occurred, but on a more disorganized basis. 

Because of concern that the motor activity might repre- 
sent recurrent seizure activity, a second dose of diazepam, 5 
mg i.v., was given. By this time, the chart recorder was 
again operating, but EEG activity was obscured by muscle 
‘and movement artifact for the next 2 minutes, following 
which a clear period of postictal suppression was present. 
Because the irregular movements persisted slightly into the 
period of postictal suppression, it is likely that they may 
have been part of a postictal delirium, rather than status epi- 
lepticus, and that the actual length of the seizure had been 6- 
10 minutes. The EEG was continuously monitored for the 
next 15 minutes and revealed an unusually prolonged period 
of postictal suppression, with activity consisting only of low 
amplitude delta rhythms. 

During this postictal period, approximately 15-20 minutes 
after seizure onset, while the patient was still unconscious 
on 10096 oxvgen but breathing spontaneously (the respira- 
tory rate was not recorded), arterial blood gases were mea- 
sured; they revealed a mild acidosis (pH 7.26), with hyper- 
capnia (рСО,=51), but no anoxia (pO,=85, О, satura- 
tion=95%). Measurement of arterial blood gases 30 minutes 
later showed a resolution of the above changes (pH =7.50, 
pCO; 35). It should be noted that no cyanosis was present 
at any time. Values for serum electrolytes, calcium, magne- 
sium, and glucose, measured during the acute postictal peri- 
od, were all normal. During this time, examination revealed 
Һурегіопіа and extensor plantar reflexes. When the patient 
regained consciousness 25-30 minutes after seizure onset, he 
was markedly confused. 

Within a few hours, a computerized tomographic brain 
scan was obtained, both with and without radionucleotide 
enhancement; it showed bilateral enlargement of the cere- 
bral ventricles, without any evidence of cortical atrophy. 
Approximately 8 hours postictally, a lumbar puncture was 
carried out, with completely normal findings. An EEG done 
one day postictally showed an increase in the amplitude, du- 
ration, and incidence of the bilaterally synchronous paroxys- 
mal bursts noted on the pre-ECT record; a second EEG 1 
day later revealed a partial resolution of these electrographic 
changes. Neurological examination 1 day postictally contin- 
ued to show evidence of symmetrical hypertonia and hyper- 
reflexia with bilateral ankle clonus. The patient was also 
noted to be profoundly amnestic for events happening even 
hours after the ECT. 

Behaviorally, the patient's affective disturbance began to 
clear somewhat over the next few dayg, and his psychotic 
ideation appeared to.diminish in intensity. At the same time, 

` however, he became uncooperative and refused further med- 
ical evaluation. He was discharged against medical advice 7 
days after ECT. 


^ і 
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DISCUSSION. 


A review of the literature has revealed onlv one pre- 
vious report of a seizure lasting longer than 5 minutes 
when ECT was given at standard intervals of 3 times 
weekly (1). In that series the use of continued oxygen- 
ation before and throughout the seizure was felt to 
have significantly increased seizure duration. How- 
ever, in the more recent technique of multiple-mon- 
itored ECT, in which two or more EEG-monitored sei- 
zures are evoked during a single period of anesthesia, 
prolonged seizures occur on a much more frequent 
basis (2-4), lasting as long as an hour (5). The only 
previous report of neurologic sequelae associated with 
prolonged seizure activity occurred with a multiple- 
monitored ECT session of four seizures, the last of 
which continued for 25 minutes and was followed by a 
28-minute period of status epilepticus (6). 

The fact that prolonged seizures have been reported 
only in the presence of EEG monitoring raises the 
question of whether this phenomenon actually occurs 
on a more frequent basis. As noted in the present case, 
seizure activity can continue long past the end of the 
convulsive motor activity. Without EEG monitoring, 
an undetected prolonged seizure might appear to be a 
prolonged postictal period of apnea or coma and would 
probably be ascribed to such factors as succinylcho- 
line deficiency, idiosyncratic reactions to the anesthet- 
ic agent, or an unusually persistent and severe postic- 
tal state (7). At the same time, however, even with 
EEG monitoring, prolonged seizures appear to be un- 
common except with multiple-monitored ECT. A re- 
cently studied series of 40 patients given ECT 3 times 
weekly had no seizures longer than 2 minutes, even 
with continuous oxygenation during the seizure (8). 

Clinical and experimental data suggest that in the 
adequately oxygenated and relaxed patient, prolonged 
seizures can be tolerated without the development of 
ischemic changes (9). However, the case we have de- 
scribed indicates that ventilation with an oral airway 
may be insufficient to compensate for the increased 
metabolic demands of a prolonged seizure. This sug- 
gests that, under such circumstances, the patient be 
intubated and the seizure terminated with intravenous 
diazepam to minimize the risk of related morbidity. 
Bridenbaugh and associates (5) have suggested lower- 
ing ventilation rate and intensity in order to allow the 
seizure to be terminated by the resulting hypoxemia 
and hypercapnia; however, if ineffective and contin- 
ued for a long time, such a procedure could actually 
add to the morbidity. Oxygenation only before and af- 
ter the seizure or the use of room air represent poten- 
tial means of minimizing the role of oxygen in pro- 
longing the seizure, but they-are not optimal,from a 
metabolic standpoint (10). 

The etiology of the prolonged seizute in the case we 
have described remains uncertain. The presence of 
preexisting paroxysmal EEG findings might Suggest a 


`, 
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latent state of CNS hyperexcitability (11). In this re- 
gard, Bagchi and associates (12) have reported that 
nonepileptics with isolated paroxysmal EEG abnor- 
malities occasionally showed increased paroxysmal 
activity after, ECT. Furthermore, Hill and Parr (13) 
have reported seizures during insulin coma treatment 
or after catatonic episodes in nonepileptic schizo- 
phrenic patients possessing such paroxysmal abnor- 
malities. The possibility that other exogenous factors, 
such as withdrawal of sedative hypnotic drugs, may 
have contributed to the prolongation of our patient's 
seizure is somewhat doubtful in view of the 20-day 
hospitalization preceding the ECT and the absence of 
clinical or EEG signs of withdrawal. However, the 
role of chlorpromazine and imipramine cannot be ruled 
out, even though they had been discontinued 5 days 
previously, since these agents, which increase cerebral 
excitability, have rather long half-lives. 

The finding, in our patient, of cerebral ventricular 
dilation is consistent with reports (14) that some 
chronic schizophrenic patients may tend to have en- 
larged cerebral ventricles. Since the morphology and 
distribution of our patient's EEG abnormality could 
suggest a deep subcortical disturbance, a possible rela- 
tionship between ventricular and EEG abnormalities 
may be worthy of future investigation. Studies have 
repeatedly shown a slightly higher incidence of various 
types of EEG abnormality in schizophrenic popu- 
lations than in normal populations (15), although the 
consistency of specific findings has been poor. In most 
studies of abnormalities in ventricular size, correlation 
with EEG data has received little intensive investiga- 
tion, although Haug (16) has reported that patients 
with definite ventricular dilation showed EEG abnor- 
malities (which were not described) almost twice as 
frequently as did those without ventricular dilation. 


10. 


11. 


12. 
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Modern Diagnosis Schizophrenia in Hospitalized Psychiatric 


"Patients 


BY RICHARD RIES, M.D., JOHN BOKAN, M.D., AND MARC A. SCHUCKIT, M.D. . 





The authors applied modern criteria to the diagnosis 
of 254 patients admitted to the psychiatric wards of an 
urban hospital. They found that only 16 (6.3%) met the 
St. Louis criteria for schizophrenia. Other studies . 
using similar criteria also reported a consistently low 
prevalence of schizophrenia in general psychiatric 
inpatient populations. However, 30 “undiagnosed” 
patients (12%) in this study narrowly missed the 
definite diagnosis of schizophrenia because of the 
presence of affective disorder andlor insufficient 
duration of symptoms. The authors discuss the clinical 
and research implications of these findings. 


he psychiatric diagnosis of schizophrenia has un- 
dergone many changes since Kraepelin defined the 
concept of dementia praecox. As a result, there has 
been variation in our definition of its etiology, preva- 
lence, characteristics, treatment, and prognosis. The 
most recent definition of schizophrenia, that of DSM- 
III, uses specified criteria in diagnosis and is similar in 
construction and content to research criteria devel- 
oped by a variety of authors, notably Feighner and as- 
sociates (1), Woodruff and associates (2), Spitzer and 
associates (3), and Taylor and Abrams (4). Studies us- 
ing these criteria have been consistent in finding that 1) 
the prevalence of schizophrenia is significantly lower 
than previously thought (4) and 2) many patients pre- 
viously diagnosed as schizophrenic fit criteria for af- 
fective disorders (4-8) and should probably be treated 
for affective disorder rather than schizophrenia. 
A primary reason for the development of rigorous 
criteria for schizophrenia is to define a homogeneous 
population of schizophrenic patients and thus be better 
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able to study and treat this disorder. There is growing 
evidence that modern or ‘‘narrow’’ diagnosis schizo- 
phrenia is a reproducible entity in that various authors 
using these criteria in retrospective chart studies (9) 
and admission studies (4, 10-12) have found a similar 
low prevalence of schizóphrenia in general psychiatric 
inpatient populations (see table 1). 

Although studies have found this low prevalence of 
schizophrenia, little has been written about the charac- 
teristics of a schizophrenic inpatient diagnosed ac- 
cording to the modern criteria. The current study was 
designed to add to the growing body of data about 
prevalence as well as to examine some characteristics 
of this more carefully defined diagnostic group. 


METHOD 


This study was conducted on both the open and 
locked psychiatric wards of an acute-treatment urban 
county hospital from June 1976 to July 1977. Every 
third admitted patient was interviewed by a trained 
technician using a branching structured interview con- 
taining more than 500 items that examined history, 
mental status, and demographic information. Inter- 
views were then examined by a psychiatrist (M.A.S.) 
and given primary, secondary, and tertiary diagnosis 
(if indicated) according to the St. Louis criteria of 
Feighner and associates (1) and Woodruff and associ- 
ates (2). Patients who did not fully meet these criteria 
were called '*undiagnosed," and a ''rule out’ diagno- 
sis was made. Later, questionnaire data were comput- 
erized and analyzed. ' 


RESULTS 
Prevalence 


Helzer and associates (11) showed that the diagnos- 
tic reliability of a structured interview is high. In ana- 
lyzing the data of 254 patients we found only 16 pa- 
tients (6.3%) who met modern criteria for a djagnosis 
of schizophrenia (see iable 2). The largest group of 
diagnosed patients were those with linipolar affective 
disorder. The undiagnosed group comprised the larg- 
est single block of patients (37.8%) (see table 2)... = 
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TABLE 1 
Studies of Prevalence of Modern Diagnosis Schizophrenia Among Psychiatric Inpatients 
Number of Prevalence 
Study Criteria Method Inpatients (percent) 
Taylor and Abrams (4) Taylor and Abrams (4) Structured interview 465 ы 6.7 
Taylor and associates (10) Taylor and Abrams (4) Structured interview 247 4.5 
Helzer and associates (11) Feighner and associates (1) Structured interview 101 5.0 
Strauss-and Gift (12) Feighner and associates (1) Strictured interview 272 3.5 
Spitzer and associates (3) Structured interview 272 1.5 
Morrison and associates (9) Feighner and associates (1) Chart review 3800 5.3 
This study Woodruff and associates (2), Structured interview 254 6.3 
derived from Feighner and 
associates (1) 
TABLE 2 
Primary Diagnosis, Sex. and Mean Age of 254 Psychiatric Inpatients 
ў Аре (уеагѕ) 
Number of Percent of Number Number of лаана 
Primary Diagnosis Patients Patients of Men Women Mean SD 
Alcoholism 17 6.7 9 8 - 37 12 
Drug abuse 28 11.0 17 11 26 5 
Unipolar affective disorder 59 23.2 13 46 40 14 
Bipolar affective disorder 12 4.7 5 7 41 14 
Schizophrenia 16 6.3 8 8 33 10 
Other 26 10.2 16 10 33 13 
Uridiagnosed 96 37.8 42 54 36 14 


Characteristics 


. Schizophrenic inpatients tended to be younger than 

those with affective disorders (see table 2). The schizo- 
phrenic patients had an equal sex distribution, but uni- 
polar affective disorder was four times more common 
in women. No schizophrenic patients lived with their 
spouse or children; 13 (81%) lived alone or with their 
parental family, and 13 (81%) were single and had nev- 
er married. No schizophrenic patients worked full- 
time, and 13 (81%) were unemployed. Only 1 schizo- 
phrenic patient reported no previous hospitalization, 
but 11 (7096) reported six or more. A follow-up study 
on these patients is in progress. 


DISCUSSION 


Our finding of a 6.3% prevalence of modern diagno- 
sis schizophrenia in psychiatric inpatients in an acute 
care urban hospital is remarkably similar to the finding 
of a 696 prevalence in Taylor and associates' combined 
stüdies (4, 10). Although Overall and Hollister (13) 
found that the criteria of Feighner and associates (1) 
and the Research Diagnostic Criteria (RDC) (4) did not 
correlate well in the diagnosis of schizophrenia for a 
given patient, our findings suggest that the criteria of 
Taylor and Abrams and the criteria of Feighner and 
associates may define similar populations because of 
the similar prevalence figures. Further research is 

needed to veriiy this. 
' The data presetited here underscore the importance 
for authors to know and specify diagnostic criteria. Al- 
though ‘the number of patients we studied is small, our 


ra 





data indicate that the patients diagnosed as schizo- 
phrenic by the criteria of Feighner and associates are 
severely impaired socially, economically, and psychi- 
atrically. To better define the modern concept of schiz- 


-ophrenia and who schizophrenic patients are, a consis- 


tent diagnostic approach must be developed because 
the number in any one study may be small. We are 
aware that a variety of definitions for schizophrenia 
are currently being used and caution that conclusions 
from studies using different diagnostic criteria should 
not be generalized. As we have suggested, some cri- 
teria may generate populations more similar than oth- 
ers; however, we hope that a consistent definition 
(possibly that of DSM-IIT) will be used for future re- 
search in the field. 

Finally, a problem with our study and other studies 
that use modern research diagnostic criteria is the un- 
diagnosed patient. Almost 40% of our patients fell into 
this category, and we suspect that over time some 
would turn out to be schizophrenic and: some would 
have other diagnoses, as Croughan and associates (14) 
found. In fact, 30 of our undiagnosed patients received 
a “тше out schizophrenia" diagnosis. This is almost 
twice the number who qualified for a definite diagnosis 
of schizophrenia. These patients were excluded from 
definite schizophrenia not because they lacked schizo- 
phrenic symptoms but because of the history or pres- 
ence of an affective disorder and/or the lack of suf- 
ficient duration of Symptoms (criteria A of Feighner 
and associates). This raises two points. First, in terms 
of research studies, not only do diagnostic criteria 
need to be specified but the time sequence and method 
of data gathering need to be considered, especially if 


\ 
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studies are to be compared. Second, clinicians need to 

‘remember that modern diagnostic criteria were origi- 
nally developed for research purposes (1) rather than 
acute Clinical management. Undiagnosed patients still 
need to be tfeated for their acute symptoms while fur- 
ther workup proceeds. 


M 


= 


REFERENCES 


. Feighner JP, Robins E, Guze SB, et al: Diagnostic criteria for 


use in psychiatric research. Arch Gen Psychiatry 26:57-53, 1972 


. Woodruff RA Jr, Goodwin DW, Guze SB: Psychiatric Diagno- 


sis. New York, Oxford University Press, 1974 


. Spitzer RL, Endicott J, Robins E: Clinical criteria for psychiat- 


ric diagnosis and DSM-III. Am J Psychiatry 132:1187-1192, 
1975 


. Taylor MA, Abrams R: The prevalence of schizophrenia: a reas- 


sessment using modern diagnostic criteria. Am J Psychiatry 
135:945-948, 1978 


. Taylor MA, Gaztanaga P, Abrams R: Manic-depressive illness 


and acute schizophrenia: a clinical, family history, and treat- 
ment-response study. Am J Psychiatry 131:678-682, 1974 


10. 


ll. 


12. 


13. 


14. 


RIES, BOKAN, AND SCHUCKIT 1421 


. Taylor MA, Abrams R: Manic-depressive illness and good prog- 


nosis schizophrenia. Am J Psychietry 132:741-742, 1975 


. McCabe MS, Fowler RC, Cadoret RJ, et al: Symptom dif- 


ferences in schizophrenia with good and poor prognosis. Am J 
Psychiatry 128:1239-1243, 1972 


. Pope HG, Lipinski JF: Diagnosis in schizophrgnia and manic- 


depressive illness. Arch Gen Psvchiatry 35:811-828, 1978 


. Morrison J, Clancy J, Crowe R, et zl: The Iowa 500: I. Diagnos- 


tic validity in mania, depression, and schizophrenia. Arch Gen 
Psychiatry 27:457-461, 1972 : 
Taylor MA, Abrams R, Gaztanaga P: Manic-depressive illness 
and schizophrenia: a partial validation of research diagnostic 
criteria utilizing neuropsychological testing. Compr Psychiatry 
16:91-96, 1975 : | 

Helzer JE, Clayton PJ, Pambakian К, et al: Reliability of psychi- 
atric diagnosis: II. The test-retest reliability of diagnostic classi- 
fication. Arch Gen Psychiatry 34:135-141, 1977 

Strauss JS, Gift TE: Choosing àn approach for diagnosing schiz- 
ophrenia. Arch Gen Psychiatry 34:1248-1253, 1977 

Overall JE, Hollister LE: Comparative evaluation of research 
diagnostic criteria for schizophrenia. Arch Gen Psychiatry 
36:1198-1205, 1979 

Croughan JL, Woodruff RA, Reich T: The management of pa- 
tients with undiagnosed psychiatric illness. Arch Gen Psychia- 
try 36:341-346, 1979 


1422 COMBINED ANTIDEPRESSANT TREATMENT 


Am J Psychiatry 137:11, November 1980 


Combined Monoamine Oxidase Inhibitor-Tricyclic 
Antidepressant Treatment: A Pilot Study 


BY KERRIN'WHITE, M.D., TOM PISTOLE, AND JEFFREY L. BOYD, PH.D. 





Thirty newly hospitalized patients with RDC major or 
minor depressive disorder were randomly assigned to 
open treatment according to fixed dosage steps with 1) 
. amitriptyline alone, up to a maximum dose of 300 mg! 
day; 2) tranylcypromine alone, up to a maximum dose 
of 40 mg/day; or 3) the combination of amitriptyline, 
up to 150 mg/day, and tranylcypromine, up to 20 mgl 
day. For 28 patients this protocol continued for 4 
weeks or until discharge. As measured by the 
Hamilton and Zung depression scales, patients in all 
three treatment groups improved equallv. The 
combination treatment produced a nonsignificantly 
higher frequency of minor side effects, none of which 
required discontinuation of treatment. The results 
indicate the feasibility and safety of further controlled 
clinical research with combined treatment, although 
caution is advised. 


ear of catastrophic side effects from monoamine 
F oxidase inhibitor (MAOT) antidepressants has dis- 
couraged clinicians from conducting controlled re- 
search with these drugs and left practitioners depen- 
dent on a folklore of uncontrolled clinical reports for 
guidelines to usage. The recent resurgence of interest 
in MAOIs has accentuated the need for more data on a 
number of issues, one of which is the safety and effica- 
cy of combining MAOIs with tricyclic antidepressants. 
To our knowledge virtually all authors (1-7) review- 
ing this area have agreed that the combination treat- 
ment, used in a specific manner, appears relatively 
safe.. Moreover, several reports (4, 8-14) have sug- 
gested that this treatment benefits a substantial num- 
ber of patients refractory to alternative treatments and 
results in an overall improvement rate of about 9096. 
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Theoretical speculations also suggest that combined 
MAOlI-tricyclic treatment might yield improvement 
more often, more rapidly, more completelv, or across 
a broader spectrum of depressive subtypes than single 
antidepressant treatment. However, these specula- 
tions lack support from controlled clinical studies. 
Davidson and associates (8) randomly assigned 19 

medication-resistant, depressed inpatients to treat- 
ment with either electroconvulsive therapy or com- 
bined treatment with amitriptyline (up to 100 mg/day) 
and phenelzine (up to 45 mg/day) for 3-5 weeks. De- ` 


‘spite the small sample size, they found ECT superior 


to the drugs; although the drugs caused no serious tox- 
icity, they caused enough side effects to lead to dosage 
restriction in four cases. Actual dosage averaged 71 
mg/day of amitriptyline and 34 mg/day of phenelzine, 
which many would consider inadequate. 

In a larger study of 135 depressed outpatients not 
specifically selected as refractory to treatment, Young 
and associates (15) randomly assigned subjects on a 
double-blind basis to one of five 6-week treatments: 1) 
phenelzine only (average dose, 45 mg/day); 2) isocar- 
boxazid only (32 mg/day); 3) trimipramine only (106 
mg/day); 4) phenelzine plus trimipramine (44 and 102 
mg/day, respectively); or 5) isocarboxazid plus trim- 
ipramine (30 and 96 mg/day). On several measures, 
trimipramine only showed superior efficacy, particu- 
larly when compared to the combined treatments. Side 
effects remained modest for all groups; combined 
treatments and MAOIs only caused more insomnia 
than trimipramine only, which caused more tremor. 
This study cast further doubt on an advantage for com- 
bined treatment while lending support for its relative 
safety. Methodologic problems limiting the conclu- 
siveness of these findings included adjunctive use of 
both diazepam and nitrazepam, possibly inadequate 
dosage of phenelzine, use of an MAOI (isocarboxazid) 
of doubtful efficacy, and the limited monitoring of ad- 
verse effects. 

Although more work in this area is needed, per- 
sistent concern over risks may deter such investiga- 
tion, particularly ifthe United States, where the Food 
and Drug Administration and pharmaceutical com- 
panies have continued to warn against use of the com- 
bination. 


* 
. 
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We designed a pilot study to evaluate relative safety 
and open the way for larger scale, better controlled 
research. We used tranylcypromine as the MAOI, 
partly because of its reputation as the most efficacious 
MAOI, ever though its reputation for adverse effects 
had led others to prefer alternative MAOIs for combi- 
nation treatment. We used a relatively unselected 
group of depressive patients, who were not necessarily 
refractory, to enhance access to subjects and to test 
the idea of broad spectrum efficacy for combined treat- 
ment on various subtypes of depression. Despite the 
limitations of our study, i.e., its small size and open 
administration of medications, it is one of the first re- 
ported comparisons of combined versus single antide- 
pressant treatment to use such basic controls as pro- 
spective design, random assignment to treatment, and 
specified diagnostic and outcome criteria. 


METHOD 


Subjects were newly admitted adult inpatients at the 
Los Angeles County-University of Southern Califor- 
nia Psychiatric Hospital. All subjects met Research 
Diagnostic Criteria (16) for major or minor depressive 
disorder, and all signed informed consent to partici- 
pate after the research protocol had been explained. 

Subjects were randomly assigned to start open treat- 
ment with either amitriptyline, 75 mg h.s., tranyl- 
cypromine, 10 mg b.i.d., or amitriptyline, 50 mg h.s., 
and tranylcypromine, 10 mg every morning. At the cli- 
nician's discretion, based on the patient's progress, 
these dosages could be increased at the end of the first 
week to amitriptyline, 150 mg h.s., tranylcypromine, 
10 mg t.i.d., or amitriptyline, 75 mg h.s., and tranyl- 
cypromine, 15 mg/day; at the end of the second week, 
dosages could be further increased to amitriptyline, 
300 mg h.s., tranylcypromine, 20 mg b.i.d., or ami- 
triptyline, 150 mg h.s., and tranylcypromine, 10 mg 
b.i.d. Treatment on this protocol continued until the 
patient improved enough to be discharged, or until 4 
weeks had elapsed. 

The treating psychiatrist (K.W.) evaluated the pa- 
tients with the Hamilton Depression Scale, the Brief 
Psychiatric Rating Scale, and the Clinical Global Im- 
pression just before the patients started treatment and 
at the end of each successive week of treatment. At 
the same intervals, subjects completed the Zung Self- 
Rating Depression Scale and the Side Effects Check- 
list, a checklist devised by us that consists of 40 symp- 
toms drawn from the Physician's Desk Reference de- 
scriptions for each drug and rated on 4-point scales of 
severity. Routine laboratory tests, including complete 
blood count, serum electrolytes, sgrum liver function 
tests, urinalyses, and ECGs, took place on a weekly 
basis. Measurement of patients' vital signs, including 
standing and lying blood pressure and pulse rate, res- 
piratory rate, and qral temperature, was done daily. 


», 
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RESULTS 


Of the 30 patients who took part in this study, 2 were 
dropped from further analysis— 1 insisted on leaving 
after only 2 days on amitriptyline, and ] (on tranyl- 
cypromine for 1 week) should have been excluded 
from the study in the initial evaluation because further 
diagnostic interviews revealed definite nonaffective 
hallucinations and delusions. Of the remaining 28 pa- 
tients, there were 12 women and 16 men, aged 19-61 
years (median, 33 years). Clinical diagnoses included 
neurotic depression (N=12); manic-depressive illness, 
unipolar type, depressed (N=10); personality dis- 
order, hysterical type, with depression (N=2); manic- 
depressive iliness, bipolar type, depressed (N= J); per- 
sonality disorder, sociopathic type, with depression 
(N=1); adjustment reaction of adult life with depres- 
sion (N=1); and chronic nonpsychotic organic brain 
syndrome (with seizure disorder) with depression 
(N=1). After random assignment, 8 received amitrip- 
tyline alone, 10 tranylcypromine alone, and 10 com- 
bined amitriptyline-tranylcypromine. 

Duration of treatment on the study, dependent on 
time until discharge became appropriate, varied from 2 
to 4 weeks and averaged 3.5 weeks. Maximum dosage 
in the three treatment groups averaged 165 mg/day for 
amitriptyline only, 30 mg/day for tranylcypromine on- 
ly, and 80 mg/day of amitriptyline and 13 mg/day of 
tranylcypromine in the combined group. 

Figures 1 and 2 show the therapeutic outcome in 
each treatment group as measured by the change in 
total Hamilton and Zung scores from baseline to the 
end of the first week and to the end of treatment. 

Analyses of covariance were performed to test for 
differences among treatments at the endpoint; baseline 
scores were treated as covariates. No statistically sig- 
nificant differences were found among the three treat- 
ments on either the Hamilton or Zung change scores. 
Overall, 82% of patients showed substantial improve- 
ment (reduction of Hamilton score by at least 15 
points): 86% (7 of 8) on amitriptyline only, 80% (8 of 
10) on tranylcypromine only, and 70% (7 of 10) on 
amitriptyline-tranylcypromine. 

The incidence of the various side effects on each of 
the three treatments was indicated by the emergence 
during successive treatment weeks of patients’ com- 
plaints of either not present or present to a less severe 
degree at pretreatment. Almost all patients indicated 
some side effects, most commonly dizziness (N=14), 
weight gain (N=13), dry mouth (N=10), and anxiety 
(N=10). The combined treatment produced only a 
slightly higher frequency of side effects (8.8 per pa- 
tient) than did the single antidepressant treatments (7.8 
per patient for amitriptyline alone; 7.2 per patient for 
tranylcypromine alone). The side effects that appeared 
to occur more often on the combinet treatment than 
on the single drugs included tinnitus (N=5), fatigue 
(N=5), weakness (N=4), and urinary hesKance 


1424. COMBINED ANTIDEPRESSANT TREATMENT 


FIGURE 1 
Hamilton Depression Scores Over the Course of Treatment for Each 
Medication Group 
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FIGURE 2 


Zung Self-Rating Depression Scores Over the Course of Treatment for 
Each Medication Group 
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(N=2). Both the combined treatment and tranylcypro- 
mine alone appeared to be associated with a higher in- 
cidence than amitriptyline of headache, paresthesias, 
urinary frequency, muscle spasms, and insomnia. 

A side effects score weighted for severity was calcu- 
lated by adding the 4-point severity scores of items on 
the side effects checklist for each week the patient was 
taking medication, subtracting the pretreatment sever- 
ity scores, and dividing the remainder by the number 
of weeks on study medications. The side effects sever- 
ity rating for each patient, which took into consid- 
eration varying durations of treatment and allowed for 
between-treatmertt comparisons, yielded an index of 
3.4 for the amitryptyline group, 4.2 for the tranyl- 
cypromine group, and 5.6 for the combined group. 
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These ratings suggest that the combined treatment re- 
sulted in slightly more severe side effects than did the _ 
single drugs; however, in no case did side effects’ ap- 
pear clinically severe enough to require discontin- 
uation of treatment. Nor did any analysisof side ef- 
fects by t tests show a statistically significant dif- 
ference between the treatment groups. 

Throughout the study, close monitoring of patients’ 
physical status, including regular vital signs, uncov- 
ered no occurrence of hypertensive or hyperthermic 
crisis in any patient. The typical patient showed a 
lower blood pressure while taking medication than be- 
fore treatment. Blood pressure measured in a hyper- 
tensive range (diastolic>95) in 1 patient who was tak- 
ing amitriptyline only and reached 160/130 in this pa- 
tient, who was slightly hypertensive (139/94) before 
treatment. Patients’ temperatures never rose to febrile 
levels; the highest recorded temperature reached 
100°F in 1 patient taking tranylcypromine. Routine lab- 
oratory tests and ECGs revealed no new abnormalities 
attributable to treatment. 


DISCUSSION 


The major implication of this preliminary study is 
that combined amitriptyline-tranylcypromine treat- 
ment, when used according to a schedule of graduated 
concurrent dosage increase, can be safely applied to a 
relatively unselected group of depressive patients. We 
found that the combined treatment was at least equally 
effective as, and at most produced slightly more minor 
side effects than, the single drugs used at higher dos- 
ages. 

This conclusion requires caution in clinical appli- 
cation. Our study contains methodologic problems 
that should be corrected in later research: 1) possible 
bias in evaluation because of open rather than blind 
treatment; 2) the lack of data on the validity and relia- 
bility of the side effects checklist used; and 3) the small 
sample size. Furthermore, the clinician considering 
use of combination treatment should be aware that our 
findings apply only to the specific drugs and dosage 
regimen we used. The indication of relative safety ex- 
cludes, for example, combinations involving the more 
noradrenergic tricyclics such as imipramine, often im- 
plicated in adverse reactions, and also excludes any 
schedule other than our approach of simultaneously 
beginning both drugs at a low dosage followed by grad- 
uated concurrent increase. Also, the combination 
treatment may pose special risks in situations (e.g., 
overdoses) that our study did not assess. 

Moreover, the clinician should realize that the three 
controlled studies reported to date have failed to pro- 
vide any evidence that combination MAOI-tricyclic 
treatment is superior to single drug treatment. The 
small size of this study may have prevented significant 
differences in efficacy between the treatments from 
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emerging but gave no suggestion that the combination 
treatment worked more often, more completely, and 
more rapidly than the single drugs. Since the drugs 
were used in higher individual dosages when given 
alone, the factor of dosage may have enhanced re- 
sponse to the single drug treatments. 

As interest in and use of MAOIs revives, it is impor- 
tant to substitute for the folklore of the past a basis in 
more scientific evidence regarding both safety and effi- 
cacy. The area of combination MAOI-tricyclic antide- 
pressant treatment requires more controlled clinical 
studies to determine the true indications for this ap- 
proach. 
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The Primal Scene: A Study of Prevalence 


BY ALVIN A ROSENFELD, M.D., CAROLE R. SMITH, PH.D., ANNE O'REILLY WENEGRAT, M.A., 
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Although primal scene experiences have been 
implicated as causal agents in innumerable 
psychopathologic states, no study of their actual 
prevalence exists. The authors conducted five 
separate studies, in which parents reported that 9%- 
4196 of their children had seen parental intercourse. If 
the times children see parental intercourse without the 
parents knowing it and the times children hear parents 
making noises during intercourse were included, the 
prevalence would be much higher. In view of the 
frequent occurrence of primal scene experiences, 
factors other than ihe viewing itself must influence 
psychopathological outcomes when they occur. 


stimates of the prevalence of children viewing pa- 
E intercourse are confusing, in part because 
the term '*primal scene” is used in diverse ways. For 
some authors ‘‘primal scene" refers to the actual 
viewing of parental coitus. To others the term includes 
hearing parental intercourse. Those authors who use 
"primal scene" most broadly even consider intra- 
psychic fantasies about parental intimacy as ''primal 
scene experiences’’ whether or not actual intercourse 
has been observed or heard (1). Actual viewing of pa- 
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rental intercourse is sometimes said to be uniformly 
detrimental to a child's future sexual adjustment. 
However, no empirical data about prevalence exist 
since no study has ever explored how common these 
experiences are. 

In contrast to the idea that great damage is in- 
variably caused, anthropologists familiar with psycho- 
analytic theory have commented that in many ‘‘primi- 
tive” societies seeing parental intercourse does not ap- 
pear to have a uniformly deleterious effect on later 
sexuality. Mead (2), for instance, found the Samoans 
to be “easy, casual, and without shame about sex- 
uality," even though as children they frequently 
viewed parental intercourse. Similarlv, Devereaux (3) 
noted that Mojave children were not “Тоо damaged" 
by primal scene, ascribing this in part to the adults' 
freedom from guilt. Of course, none of these anthropo- 
logical studies could do detailed examinations of intra- 
psychic life. 

Esman (4) reviewed the psychoana;ytic literature on 
primal scene. He found that in those cases in which a 
child interpreted the primal scene sadomasochisti- 
cally, there was frequently evidence that the father 
had in fact beat the child or mother physically. He fur- 
ther commented, 


The primal scene has been indicted as the primary 
pathogenic agent in every form of psychopathology: 
mania, depression, paranoia, hebephrenia, hysteria, com- 
pulsive neurosis, character disorder, learning disturbance, 
asthma, headache, delinquency—all have been explained 
as single or multiple exposures to the »rimal scene. One is 
moved to wonder whether we are here confronted with 
one of those situations in which a theory, by explaining 
everything, succeeds in explaining nothing. 


Some modern practitioners have begun to question 
Freud's original hypothesis, not only regarding the ef- 
fects of primal scene viewing, but also what causes 
psychological damage if the experience is in fact trau- 
matic and is interpreted sadomasochistically. Esman 
(4) stated that the sadistic conceptualization is deter- 
mined not by the child's viewing of the event itself but 
by the amount of actual overt, violent aggression the 
parents demonstrate in general family life. Further- 
more, the child's response to the prima! scene will be 
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determined in large measure by the parents' reactions, 
the cultural setting, and the ego resources of the child. 
Thus, it is not the event but the adaptive, coping mech- 
anisms and external resources available that determine 
outcome. * ' 

Given the dearth of data, we decided to ascertain the 
prevalence of primal scene in several populations. 
Such an attempt is fraught with difficulties. To study 
children directly a researcher would have to rely on 
each child's almost blind trust, honesty, and ability to 
have access to memories that may have been re- 
pressed or denied. Furthermore, questioning children 
in this way raises ethical concerns. 

Parents are easier to study. Since they are being 
asked about events that occurred during adulthood, 
they are less likely to repress them. In fact, anecdotal 
reports indicated that if children walked in while the 
parents were having intercourse, the parents often re- 
membered the occasion with great clarity. Therefore, 
we decided to explore the prevalence of primal scene 
through parental reports. Since parents can be expected 
to be aware of only some of the times their children 
have observed intercourse and may be reluctant to re- 
port these honestly, the prevalence ascertained by this 
method must be regarded as a minimum one. To avoid 
confusion, we used ‘‘primal scene’’.to include only 
those experiences in which the child was physically 
present and awake during parental intercourse. Since 
we did not interview the children we cannot say ex- 
actly what they saw. 


METHOD 


We conducted five separate studies, three at. the 
Naval Regional Medical Center in Portsmouth, Va., 
and two in Palo Alto, Calif. 

The first three groups surveyed were 1) Navy en- 


listed men bringing their children for normal school ` 


physicals, 2) Navy physicians, and 3) parents of pa- 
tients ina Navy child psychiatry clinic. All were asked 
to complete a questionnaire concerning affectional and 
sexual life in their families. It included the following 
questions about primal scene: ‘‘Has your child ever 
awakened at night and by chance come into your room 
while you were having sexual intercourse or preparing 
to have sexual intercourse?” and “Ог on a special oc- 
casion has he ever awakened while sleeping in your 
room and happened to see sexual intercourse? Partial- 
ly or fully?" From the answers (these parents usually 
wrote further comments), it was clear that almost all 
children who had experienced primal scene had 
walked in on actual intercourse, not on the preparation 
for it. Of the clinic population, 109% filled these forms 
in as a routine part of a child psychiatry evaluation. Of 
the enlisted men who were asked to complete the 
forms anonymously, 2596 did so; of the physicians, 
38906.  . 
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The low return rates in these first three studies of 
normative populations were overcome in the fourth and 
fifth studies. They were mail surveys that employed 
methods described in a prior communication (5) and 
achieved an 85% return rate. Almost all of the pzrents 
in these studies were highly educated, upper-middle- 
class, and white. All had children between 4 and 10 
years of age and filled out a redesigned questionnaire 
on family affectional and sexual life. They could identi- 
fy themselves or remain anonymous. The question- 
naire asked, ‘‘Has your child ever by chance come in- 
to your room while you were having sexual inter- 
course?" and asked parents to check one of five 
blanks on a scale of ‘‘never’’ to ‘‘regularly.’’ The next 
question was ''If ves, how old was your child and what 
was your child's reaction?” 


RESULTS 


Among the 81 enlisted men who completed the ques- 
tionnaire, 41% said their children had viewed parental 
intercourse, while 59% said they had not. Of the 26 
Navy physicians who answered this question, 2, or 
11%, said their children had viewed parental inter- 
course, while 16, or 89%, said they had not. The 
groups in these two studies differed primarily in educa- 
tional level and, consequentlv, in socioeconomic stat- 
us. Chi-square analysis revealed a significant dif- 
ference between the groups (xy?—5.51, p<.05). Of the 
38 parents of patients in the Navy child psychiatry 
clinic who completed the questionnaire, 3 (9%) said 
their children had viewed parental intercourse. Given 
the threatening nature of the situation, parents bring- 
ing their children to a psychiatric clinic were unlikely 


' to be forthcoming in providing information. Therefore, 


the reliability or significance of the low incidence in 
the clinic population is difficuit to assess. 

In the fourth study, the question was stated more 
specifically; ‘‘preparing to have intercourse" was 
dropped. Fifty-seven, or 19%, of the children were 
said to have seen their parents engaged in sexual inter- 
course, while 240, or 81%, һас not. The percentage of 
children said to: have viewed sexual intercourse re- 
mained fairly constant for each age group. There were 
no significant differences in responses about male and 
female children, or between physicians (21%) and non- 
physicians (19%). The fifth study replicated the find- 
ings of the fourth (2096). 

Forty-nine of the 57 parents in study 4 who reported 
that their children had seen parental intercourse re- 
sponded to the question concerning the child's reac- 
tion. Almost all said their children observed inter- 
course between the ages of'4 and 6. Most parents as- 
cribed no particular significance to the event, stating 
that the child had little reaction. Of these parents, 
most reported that their child did not know or compre- 
hend what was happening, that the child had ‘ttle re- 
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action. Of these parents, most reported that their child 
did not know or comprehend what was happening. 


Since the bedclothes were over us, I don't believe he had 
any idea that we were having intercourse. Asked his ques- 
tion and ran out again to do his thing. 


I don't think she had any idea what was going on. She just 
stood there quietly until I realized she was there. 


She didn't Know what was happening under the covers. 


Other parents said their children noticed but had 
“по reaction," e.g., '*child has no particular reaction’? 
or ‘‘takes it as an ordinary occurrence,” **just some- 
thing adults do— neutral reaction,” “һе seemed unin- 
terested.” 

A few parents reported that, at about age 5, their 
children were curious about what the parents were 
doing, e.g., ''She asked why we were bobbing up and 
down." By age 6, more children were reported as re- 
acting inquisitively: ‘‘He asked a few questions, e.g., 
‘Why are vour clothes on the floor?’ ‘Why is the closet 
light on? We answered his questions, and he went 
back to Беа.” І | 

Other 6-year-olds responded with amusement or 
giggling. Several parents of 6-year-olds reported that 
their children bad indicated they had some idea of the 
everit’s implication. For instance, the parent of one 
child who saw intercourse twice noted, ‘‘At 4, she did 
not understand and went out again. At 6, she calmly 
said we would have another baby and went back to 
watching TV." Another reported, Тһе next day at 
dinner she said smugly, 'I know why you want me to 
stay in my bed. You “hump” at night.’ " 

Some of the few children who saw their parents 
have intercourse after the age of 6 understood the 
events, and some were clearly embarrassed and un- 
comfortable at walking in on their parents: ‘‘[She] said 
‘Oh, no" giggled, and left the room, closing the door.”’ 
“She wanted me to know she saw— was afraid I would 
be mad. I was not."' 
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DISCUSSION 


These five studies determined the lowest possible 
prevalence of children viewing parental intercourse. 
Since the majority of parents in the last t¥o studies 
reported that their children had not viewed primal 
scene, and those who said their children had usually 
stated it happened only once, it is probable that these 
parents act in ways which prevent their children from 
walking in on their lovemaking. In this socioeconomi- 
cally homogeneous group, physicians and nonphysi- 
cians did not differ in their reports of prevalence. 
Thus, it is likely that if the differences between studies 
]:and 2 are replicated, they are related to socioeco- 
nomic or educational status. 

If the definition of ‘‘primal scene" were expanded to 
include those times that children see their parents have 
intercourse that are not known or reported by the par- 
ents and to include the number of times children hear 
their parents making noises during sexual intercourse 
one would undoubtedly come up with figures much 
higher than those in these studies. 

Thus, even the most conservative estimate of the 
prevalence of primal scene viewing indicates that it is 
not rare, which leads us to believe that factors other 
than the viewing itself must influence psychopatho- 
logical outcomes when they occur. 
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An Indochinese Refugee Psychiatric Clinic: 
Culturally Accepted Treatment Approaches 
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In 1978 the authors established a weekly psychiatric 
clinic for Indochinese refugees. During the first 20 
months, 50 patients were evaluated and treated at the 
clinic; a Vietnamese psychiatric resident and several 
native Indochinese mental health counselors bridged 
the language and cultural barriers between patients 
and clinic personnel. Most of the patients seen at the 
beginning of the program were psychotic and severely 
impaired. However, patients seen later suffered from a 
wider variety of problems. A flexible approach to 
treatment was adopted that would be compatible with 
the cultural expectations of the refugees. This resulted 
in the use of different forms of therapy and special 
emphasis on the medical approach of the physician, a 
role familiar to Indochinese patients. Gradually the 
clinic gained acceptance by members of the local 
refugee community. 


ince the collapse of the Saigon government in April 
МЭ 1975, more than 300,000 Indochinese refugees—a 
diverse group of Vietnamese, Cambodians, and Lao- 
tians—have come to the United States. Forced to 
leave their homelands because of fear of imprisonment 
and persecution, they suffered the consequences of an 
abrupt loss of jobs and possessions, and they needed 
to make an immediate adjustment to a new language 
and culture. The refugees had already endured the de- 
bilitating effects of decades of war before coming to 
this country. The dangerous escape from their home- 
land was followed by a transitional, often stressful, pe- 
riod in large refugee camps and finally by the settling- 
in process in a strange country. 
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In contrast to the nearly one million Cubans who 
have escaped to the United States since January 1959 
(1), the Indochinese refugee has faced more difficult 
problems. In addition to making a longer journey to a 
country with a very different culture, the Indochinese 
refugees had no similar minority groups already here 


` to offer them support. Also, they have often been iden- 


tified symbolically with the ambivalently viewed Viet 
Nam war. 

Some refugees left Viet Nam for the United States 
after the fall of the Saigon government; others lived 
under the communists for several years, carefully plot- 
ting their successful escapes to the United States. All 
described the loss of relatives and friends through sep- 
aration and death. All were affected by their change in 


social status and by the necessity of acquiring a new 


language and new employment. Cultural adjustments 
were very difficult because of the vast differences be- 
tween the Indochinese and American value systems, 
especially pertaining to family relationships, time con- 
cepts, expression of affect, and the value of education 
(2). 

Two careful studies among refugees in Norway and 
Australia concluded that there is a significant increase 
in psychiatric disturbances, particularly in psychoses, 
in refugee groups (3, 4). Long-term studies on the psy- 
chiatric problems among the Indochinese refugees are 
not yet complete, although there have been several 
early observations of adults (5, 6) and children (7) in 
the Vietnamese refugee camps. A recent report of 50 
Vietnamese refugee families isolated in Louisiana in- 
dicated that the refugees were adjusting very well de- 
spite specific sociological stresses (8). However, a 
thorough 2-year community study of another group of 
Vietnamese refugees, using the Cornell Medical In- 
dex, found a high and continuing level of physica? and 
mental dysfunction (9). 


THE UNIVERSITY INDOCHINESE PSYCHIATRIC 
CLINIC 


` In 1977 members of the Department of Psychiatry at 
the University of Oregon Health Sciences Center be- 
came involved in a series of program and case consul- 
tations with the Indochinese Health Care Project orga- 
nized in Portland, Ore. The project trained native 
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Vietnamese, Cambodian, and Laotian counselors to 
serve the mental health needs of Indochinese refugees. 
With the help of the project's staff in 1978 our Depart- 
ment of Psychiatry recruited a Vietnamese physician 
(K.A.T.) as a psychiatric resident. Later that year we 
established a weekly psychiatric clinic for Indochinese 
refugees, using the Vietnamese physician and the In- 
dochinese mental health counselors as collaborators to 
bridge linguistic and cultural differences. 

When we started our clinic, we were responding to 
the troublesome community experience of a few refu- 
gees who had psychiatric problems. Apart from these 
obviously disturbed people, we did not know the ex- 
tent of psychiatric problems among the refugees. Our 
original impression was similar to that of Vignes and 
Hall (8)—most refugees had made good adjustments to 
their new country. In Oregon 9096 of the refugees had 
learned English and 90% of their families had members 
who were employed. 

From its inception the clinic accepted for evaluation 
any patient who was referred, most patients were seen 
within a week. The clinic received referrals from the 
Indochinese Health Care Project, county health clin- 
ics, other university clinics, schools, social agencies, 
and private practitioners. 

The techniques employed have been described in 
reports of other treatment settings for Asian patients 
(10, 11). These techniques met the expectations of the 
patient in a culturally acceptable manner because we 
used a medical approach, which emphasized taking a 
thorough history and concentrated on the develop- 
ment of the patient's symptoms and.problems. Psy- 
chological interpretations by the physician (psychia- 
trist) were infrequent, but the relationships between 
losses or social events and symptoms were explored. 
The first goal of treatment was the reduction of the 
patient's symptoms. Patient visits were frequent and 
supportive; medications were used with the clear ex- 
pectation that they would be helpful. Our experience 
indicated that this medically oriented technique was 
congruent with the Indochinese patient's expectations 
about the behavior of physicians. 


RESULTS 


During the first 20 months of the clinic, 50 patients 
were evaluated or treated (table 1). The ethnic back- 
ground of the patients, which was predominantly Viet- 
namese, was proportional to the refugee population in 
Oregon. There were 27 men and 23 women in the pa- 
tient group; the age range was 15 to 59 years, with 


most patients in their 20s and 30s. The patients varied; 


greatly in. background— from those with prior profes- 
sional training to others who had no formal education. 
Some had been in this country for 4 years and had es- 
tablished occupations. Others had arrived as recently 
as 2 weeks prior to being evaluated. The earliest pa- 
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tients referred were very impaired and primarily psy- 
chotic; almost all were schizophrenic. These patients 
caused severe problems for service agencies. The pa- 
tients who were referred later represented broader 
problems, including depression, anxiety, méhtal retar- 
dation, adjustment reactions, and psychosomatic dis- 
orders. In the total group, 18 patients were psychotic - 
(17 were schizophrenic and 1 was manic), 21 were de- 
pressed (4 with severe impairment), and 6 suffered 
from anxiety disorders. At the time the patients were 
first seen, 31 were unable to carry on the daily tasks of 
living, which included working, studying, or maintain- 
ing their households. No alcohol or drug-related prob- 
lems were discovered, confirming our information that 
currently these problems are rare among the In- 
dochinese refugees. 

The high number of depressed patients deserves 
special comment. Depression seemed to be over- 
determined in these patients because they had been 
sensitized to multiple losses and had undergone com- 
plicated economic and social setbacks. At the time 
they were seen in our clinic they were often very dis- 
tressed, and they told their histories with great emo- 
tion. We are in the process of developing a depression 
. rating scale in the Vietnamese language to help eval- 
uate the prevalence of depression among the Vietnam- 
ese refugees (12). 

Most patients received psychotropic medicine for 
psychotic disorders or depressive symptoms. These 
patients often had frequent, brief follow-up visits. In- 
dividual psychotherapy for support, ventilation, and 


further clarification of the problems was used with 


some patients. In a few situations spouses or other 
family members were brought in for brief family or 
marital therapy. However, this was difficult because 
cultural values inhibited direct expressions of prob- 
lems in the presence of other family members. Educa- . 
tion about mental illness and support of the family of- 
ten proved extremely helpful. 

Adiustment problems of refugees to the new envi- 
ronment were best handled by the Indochinese coun- 


.selors. We consulted with Indochinese méntal health 


workers to facilitate this work. At times we also func- 
tioned as advocates for patients served by multiple 
agencies (legal, welfare, and vocational rehabilitation). 

A subjective but very important aspect of the clinic 
was to give refugees a safe, free environment in which 
to tell their stories. All had made significant decisions 
to leave their country, and all had doubts and conflicts 
about their new home. Most endured very difficult 
hardships traveling here; many witnessed brutality, 
the horrors of civil war, and piracy. Uncharacteristi- 
cally, they often described their situation with a great 
deal of emotion. They later reported being much re- 
lieved and described how they had never been able to 
discuss the situation before. 

From follow-up data (4 to 26 months) on all 50 pa- 
tients, it was clear that there were two separate groups 
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Characteristics of 50 Indochinese Refugee Patients Evaluated by a Psychiatric Clinic 








Patient Characteristics 











e Sex Diagnosis Е 
Ethnic Group? Male Female © Psychosis ^ Depression ^ Anxiety Other Severely Impaired 
Vietnamese (N=38) 22 16 17 4 5 23 
Cambodian (N «6) 2 4 1 1 0 6 
Laotian (N=6) 3 3 3 1 0 i 2 








"The ethnic background of the patients is proportioned to the entire refugee population in Oregon. At the end of 1979 there were 4,200 Vietnamese refugees, 600 


Cambodian refugees, and 1,200 Laotian refugees in the state. 


of patients: those with a psychotic diagnosis who tend- 
ed to have long-term contact with the clinic and those 
with a nonpsychotic diagnosis and short-term in- 
volvement with the clinic. 

Of the 18 psychotic patients, all visited the clinic 
more than once, and most had extensive treatment in 
the hospital (N=11) or clinic. Nine of these patients 
continued in treatment, each with greatly reduced 
symptoms; 3 patients terminated treatment when they 
moved or developed asymptomatic behavior; and 6 pa- 
tients dropped out of treatment, but if their symptoms 
recur, it seems likely—as has happened with others— 
that they will return. Accepting these severely im- 
paired patients for treatment was important in estab- 
lishing approval of the clinic by the refugee community 
at large. 

In contrast to the psychotic patients were the pa- 
tients with a nonpsychotic diagnosis (N=32); 25 (78%) 
of them kept their first return appointment. Of those 
who returned, the average number of follow-up visits 
was 5.5 Both these figures are slightly higher than for 
all nonrefugee patients who came to the University 
clinic. Although the nonpsychotic patients dropped 
out before we recommended they should, the last con- 
tact made by our clinic indicated that 21 of the 25 pa- 
tients had good to marked symptomatic improvement. 
Clearly they responded positively to the reduction of 
their symptoms and regarded continuing medical treat- 
ment or psychotherapy as unnecessary. 

We describe below two typical patients seen in the 
clinic. One represents a psychiatric disorder that de- 
veloped from his changing cultural values and family 
relationships. The second patient illustrates the cultur- 
al and language problems encountered in making a di- 
agnosis. 


CASE REPORTS 


Case 1. Mr. A was a 40-year-old married Vietnamese man 
who had been a school teacher in Viet Nam. He was referred 
by a vocational counselor for evaluation of his inability to 
find work despite his good qualificafíons. Mr. A described 
symptoms of sadness, insomnia, decreased appetite, loss of 
interest in most activities, and periodic agitation directed to- 
ward his family. When we saw him, his symptoms had been 
present fop 1 year, but they had become worse in the last 6 


months. A long-standing dermatological lesion was also ex- 
acerbated during this time.: He originally had received a 
grant for a trade course, which he completed, but 1 year later 
he still was unable to find work. His wife had begun her first 
job 6 months previously, and she was now the only wage 
earner. Mr. À was suffering from moderately severe depres- 
Sion, which was aggravated by his loss of status; status is 
very important in the Vietnamese culture, particularly as 
family relationships are changing. He was started on antide- 
pressant medicine, and as his symptoms improved, voca- 
tional counseling was added. Brief therapy helped him. un- 
derstand his status change. 


Case 2. Mr. B was a 29-year-old single Vietnamese man, 
formerly an Army officer. He vas referred because or his 
inability to learn English, despite opportunities in various 
vocational classes, and because of periodic aggressive be- 
havior. Difficulty in communication prevented us from im- 
mediately understanding his problem. He described a bomb 
blast that occurred near him severa! years previously as hav- 
ing destroyed his ability to concentrate. Mr. B was unkempt 
and somewhat unpredictable in his behavior. Further ques- 
tioning in the Vietnamese language revealed that he felt 
forces could control his mind and that a mysterious force 
from electricity encompassed his body. Findings from a neu- 
rological examination and an EEG were normal. A diagnosis 
of schizophrenia was made and Mr. B was begun on neuro- 
leptics. There was marked reduction in his symptoms, and 
he was able to return to his regular classes. 


DISCUSSION 


Despite great mental distress, it is not easy for In- 
dochinese refugees to accept a psychiatric referral. 
The Vietnamese have the traditional Asian attitude to- 
ward the mentally ill, which includes fear, rejection, 
and ridicule (13), and the presence of a mentally ill 
member in the family affects the family's social and 
economic status. Another cultural problem is the lack 
of a traditional counselor in Asian societies—one who 
listens to and advises individuals about how to cope 
with personal feelings and problems. Within these cul- 
tures the emotional aspect of one's life is private and 
shared mainly with one's fámily. Although traditional 
healers may prescribe remedies or offer advice, none 
attempt to question or relate to thé subjective experi- 
ence of the patient in the manner of Western psycho- 
therapy. Thus, some forms of psychiatric treatment 
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(questions about feelings and sensitive relationships) 
may seem threatening to the Indochinese refugee pa- 
tient. To overcome these problems it is necessary to 
provide services in a culturally and personally accept- 
able way. , 

The technique we used emphasized the medical ap- 
proach of the physician, a role familiar to Indochinese 
patients. This approach proved acceptable to them, in- 
cluding those refugees first referred— who were se- 
verely disturbed psychotic patients. We emphasized 
taking the patient's history and reducing his or her 
symptoms, which provided a relationship with some 
patients that allowed for more discussion of psycho- 
logical issues. Of particular importance was the newly 
learned ability of the refugees to open up regarding 
their losses and depressed feelings. 

With 20 months of experience, we see that our In- 
dochinese clinic has gone through several stages. Our 
first patients were severely disturbed and psychotic. 


Later we saw patients who were primarily impaired by 


depression. Now we evaluate many types of patients, 
whose range of problems is similar to that seen in the 
usual university psychiatric clinic. We now see a wider 
range of problems, we believe, because the clinic is 
currently accepted in the Indochinese community. 

We found that for an Indochinese clinic to function 
properly, it was necessary to have mental health work- 
ers present from each ethnic group. They could inter- 
pret language and cultural norms and were available 
for certain case management roles. We were very for- 
tunate to have a Vietnamese physician as a psychiatry 
resident who could also collaborate with the local refu- 
gee mental health training program. It became evident 
that our demonstrated ability and willingness to handle 
acutely psychotic individuals and to provide hospital- 
ization for them further encouraged the support of the 
Indochinese community. 
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Finally, to be successful in treating the refugee pa- 
tient, we found that the psychiatrist must be able to . 
work flexibly and broadly with a wide variety of cul- 
tural, social, and psychological human problems. The 
clinician needs to respect the cultural background of 
the patient, to recognize the patient's concurrent ad- 
justment problems, and to blend the best techniques 
and medical approaches of American psychiatry in or- 
der to be of service to the Indochinese refugee. 


REFERENCES 


1. Rumbaut RD, Rumbaut RG: The family in exile: Cuban ex- 
patriates in the United States. Am J Psychiatry 133:395-399, 
1976 ` 

2. Lack PG: The ways of Americans, through Vietnamese eyes. 
New York Times, Jan 24, 1978, p 33M 

3. Krupinski J, Stoller A, Wallace L: Psychiatric disorders in East 
European refugees now in Australia. Soc Sci Med 7:31-49, 1973 

4. Eitinger L, Grunfeld B: Psychoses among refugees in Norway. 
Acta Psychiatr Scand 42:315-328, 1966 

5. Mattson RA, Ky DD: Vietnamese refugee care— psychiatric ob- 
servations. Minn Med 61:33-36, 1978 

6. Rahe RH, Looney JG, Ward HW, et al: Psychiatric consultation 
in a Vietnamese refugee camp. Am J Psychiatry 135:185-190, 
1978 

7. Harding RK, Looney JG: Problems of Southeast Asian children 
in a refugee camp. Am J Psychiatry 134:407-411, 1977 

8. Vignes JA, Hall RCW: Adjustment of a group of Vietnamese 
people to the United States. Am J Psychiatry 136:442-444, 1979 

9. Lin KM, Tazuma L, Masuda M: Adaptional problems of Viet- 
namese refugees (health and mental status). Arch Gen Psychia- 
try 36:955-961, 1979 

10. Kinzie JD: Cross-cultural psychiatry in Malaysia. Am J Psycho- 
ther 26:220-231, 1972 

11. Kinzie JD: Lessons from cross-cultural psychotherapy. Am J 
Psychother 32:510-520, 1978 

12. Kinzie JD, Manson S, Vinh TD, et al: Depression among Viet- 
namese: rating scale. Presented at the 133rd annua] meeting of 
the American Psychiatric Association, San Francisco, Calif, 
May 5-9, 1980 

13. Yamamoto J: Therapy for Asian Americans. J Natl Med Assoc 
70:267-270, 1978 


| Am J Psychiatry 137:11, November 1980 


THOMAS B. MACKENZIE AND MICHAEL K. POPKIN 


1433 


Stress Response Syndrome Occurring After Delirium 


BY THOMAS B. MACKENZIE, M.D., AND MICHAEL K. POPKIN, M.D. 





Psychiatric treatment of delirium usually focuses.on 
behavioral management during the period of cognitive 
disturbance. Psychological sequelae have received 
less attention. The authors suggest that delirium 
represents a stressful life event that must be 
assimilated after the cognitive impairment has 
resolved. Such assimilation may be uniquely impaired 
because the patient lacks clear and correct 
information about the event. The authors propose that 
the psychiatric care of delirium include facilitation of 
the patient's efforts to obtain and assimilate 
information about the delirium after its resolution. 





elirium is one of the most common reasons for 

psychiatric consultation. Among forms of psycho- 
pathology, it is the most readily conceptualized in 
terms of the medical model. Treatment focuses on de- 
termining and then reversing the physiological abnor- 
mality and on management of behavioral disturbances. 
The latter is accomplished by providing optimal sen- 
sory stimuli, a protective environment, cues regarding 
orientation, and simple explanations in combination 
with judicious use of psychotropic drugs. This organic 
focus hzs tended to obscure the psychological dimen- 
sions of optimal care. The following case drew our at- 
tention to an additional element in the psychiatric 
management of a delirious patient. 


CASE REPORT 


Ms. A, a 50-year-old woman, had a 35-year history of 
rheumatic heart disease. She was hospitalized for mitral 
valve replacement necessitated by worsening cardiac failure 
of 2 years’ duration. Although Ms. A was hesitant about sur- 
gery, her son and her physician convinced her to proceed by 
emphasizing the improvement she could expect after the op- 
eration. 

Ms. A had characteristically dealt with her illness by mini- 
mizing it and remaining active. She described herself as a 
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private person who was cautious about relationships with 
others. Her husband, with whom she had raised one son, 
was a taciturn man whose job frequently caused him to be 
away from home. Ms. A had no personal or family history of 
psychiatric or neurological disease. 

The hospital staff had considerable difficulty maintaining 
Ms. A’s blood pressure after surgery. She required constant 
infusion of pressors and placement of an intra-aortic balloon. 
Her persistent hypotension resulted in respiratory and renal 
failure, which further complicated her postoperative course. 
She required respiratory support for 60 days, and for the ‘irst 
30 days she underwent dialysis three times a week. She re- 
ceived multiple psychoactive medications including mor- 
phine, codeine, diazepam, flurazepam hydrochloride, hy- 
droxyzine pamoate, diphenhydramine hydrochloride, and 
prochlorperazine. 

Ms. A's physician sought psychiatric consultation 4 weeks 
after surgery to justify transferring Ms. A from the intensive 
care unit (ICU) to a private room despite her reliance on a 
respirator. This was accomplished after the consultant 
agreed that the noise and activity in the ICU were contrib- 
uting to Ms. A's sleep deprivation, thus complicating her re- 
covery. 

When we first examined Ms. A, she was a frail, lethargic 
woman lying supine with a tracheostomy tube connected to a 
respirator. She exchanged eye contact, mouthed words, and 
wrote short phrases with great effort. Nurses reported that 
she had seemed intermittently confused and had failed to 
recognize her husband the previous day. We reported that 
Ms. A was delirious. 

We arranged brief daily visits to provide support and to 
monitor fluctuations in Ms. A’s mental state. Her affect 
showed abrupt transitions from smiling to tears. She demon- 
strated a moderate delay in responding to questions and 
many of her written notes revealed disorientation and per- 
plexity. She was intermittently agitated, especially near the 
end of periods without respiratory assistance. She acknowl- 
edged being frightened when taken off the respirator; we 
noted that she was particularlv apprehensive when cared for 
by nurses with whom she was not acquainted. 

Medical management led to gradual resolution of her car- 
diac, respiratory, and renal failure. She was extubated 8 
weeks after surgery. At that time bedside examination of her 
sensorium was unremarkable. Nursing staff began to notice 
that Ms. A was asking questions in a casual manner about 
her hospital course such as, ‘‘Did I know you before?" and 
“How long have I been here?" 

One of us (T.B.M.) conducted three 1-hour interviews 
düring the remainder of Ms. A's hospitalization. During 
these sessions Ms. A increasingly expressed concern about 
her recollections of the postoperative period. She revealed 
that she had initially intended to keep her concerns secret 
because she was afraid she would be considered a "'terrible 
person." However, she believed tnat staff and family had 


1434 DELIRIUM AND STRESS RESPONSE SYNDROME 


become aware of her concerns through the notes she vaguely 
recalled writing while using the respirator. Therefore, she 
agreed to discuss her recollections and concerns. Ms. A re- 
ported that her first memory after surgery was of being de- 
prived of water. She remembered thinking that the nurses 
were cruel and asked T.B.M., ‘‘How could they have done 
something like that?" She recounted that some sor: of de- 
vice resembling walrus tusks had been grown in her throat 
by the hospital staff. Ms. A's foremost concern was that she 
had written a note accusing one of her physicians of raping 
her. Although she did not believe this actually had hap- 
pened, she was troubled that she could have imagined such a 
thing. According to Ms. A, neither she nor anyone close to 
her had ever been a victim of sexual assault. : 

We did not see-Ms. A again until she was readmitted for 


control of congestive heart failure 10 months later. She re- ` 


quested that T.B.M. be reconsulted, and four I-hour ses- 
sions took place over an interval of 2 weeks. For 2 months 
after her previous discharge, Ms. A said she had been afraid 
to fall asleep because of a recurrent nightmare. She dreamed 
that she was attempting to escape from the hospital but was 
overtaken and returned by physicians whom she could not 
identify. She revealed that there had been a time during her 
initial hospitalization when she had trusted no one. She ac- 
knowledged that this had included T.B.M. and admitted she 
was ashamed of having been so distrustful. When asked to 
Bive an example of her distrust, Ms. A recalled fearing that 
her husband would passively consent to any request from 
her physicians without asking them to justify their plan. Ms. 
A worried over how much had *'escaped her mind"; she 
conceded that she had been skeptical about her own physi- 
cian's explanations that this amnesia had resulted from med- 
ications. When asked for her opinion, she answered that she 
“just didn't know." 

Psychotherapy was supportive, utilizing explanation and 
ventilation. We supplied Ms. A with information about the 
nature and etiology of her organic impairment. Discussion of 
Ms. A's distrust and guardedness led to consideration of her 
feelings about her marriage and her decision to undergo sur- 
gery. In view of the limited goals of treatment, we did not 
directly explore the explicit sexual content of Ms. A's 
thoughts. Rather, therapy focused on the ways in which sen- 
sations such as helplessness, confusion, and pain, in con- 
junction with medical-surgical procedures, could contribute 
to a sense of violation. 


DISCUSSION 


Ms. A suffered from a delirium manifested by inter- 
mittent lethargy, inattention, dysmnesia, and dis- 
orientation. It was mediated by a number of etiological 
factors: cardiac bypass, uremia, hypoxia, hypoten- 
sion, sleep deprivation, and multiple psychoactive 
medications. As Ms. A's cognitive impairment re- 
solved, it became apparent that her delirium had con- 
stituted a severely stressful life event. She attempted 
to conceal her concern; this was first evident when she 
casually sought information from ward personnel 
about her hospital course. Subsequently, Ms. A de- 
scribed frightening images of being deprived of water, 
having "'tusks'' grown in her throat, and being raped 


Am J Psychiatry 137:11, November 1980 . 


by a physician. Some of these images represented dis- 
tortion of identifiable events. For instance, water dep-.: 
rivation was undoubtedly related to the fluid restric- 
tion that had been imposed. The ''tusks" probably 
represented aspects of her respiratory or gfistrointesti- 
nal care. The derivation of her memory of being raped 
is more obscure. Whether it had direct antecedents in 
her care, such as catheterization or rectal examina- 
tion, or was a symbolic representation of her psychic 
experience remains unclear. However, Ms. A was cer- 
tainly distressed by these thoughts, although she was 
inhibited in seeking help because of her concern that 
others would consider her a ‘‘terrible person.” After 
discharge Ms. A had recurrent nightmares about being 
frustrated in her attempts to escape from the hospital. 
She ruminated over how so much could have ''es- 
caped her mind’ during her illness and reproached 
herself for mistrusting her family and physicians. 
Horowitz has observed a phasic response pattern in 
the aftermath of stressful life events (1). First comes 
an initial phase of outcry and incomprehension, fol- 
lowed by a period of denial and numbness. An oscilla- 
tory phase then emerges, characterized by fluctuation 
between the intrusion of traumatic information and at- 
tempts to ward off awareness of the stressful event and 
its implications. A phase of working through follows, 
marked by the reduction of emotional turmoil and ac- 
ceptance of the event's meaning. As Horowitz noted, 
such a sequence assumes the stressed individual has 
access to a clear, correct perception of the event (2). 
A person recovering from delirium is uniquely hand- 
icapped in terms of achieving resolution as outlined 
above. In contrast to most stress response states, 
which presume a clear sensorium at the time of the 
stressful event, the cognitive impairment character- 
istic of delirium prevents a clear and accurate per- 
ception of the delirium itself. Dysmnesia for the period 
of cognitive impairment may compound the problem. 
Delirious patients may accept fragmentary recollec- 
tions of illusions, hallucinations, delusions, hypno- 
gogic and hypnopompic phenomena, or dreams as 
reality. These patients may also equate dysmnesia 
with a loss of control and fear that they have acted out 
or been the victim of primitive impulses. Such dis- 
tortions may increase emotional turmoil to the point 
that integration of the stressful life event is impaired. 
Some individuals may either reduce their access to in- 
formation by denial and withdrawal or disguise their 
attempts to obtain information as casual inquiries. 
These responses may resemble disinterest or contin- 
ued organic impairment and hence be overlooked. 
Fragmentary acquisition of information may result, 
confirming the patient's worst fears. For instance, scold- 
ing or humorous remarks might easily reinforce the pa- 
tient’s suspicion that something embarrassing or dis- 
graceful had taken place. The patient may interpret state- 
ments such as, ‘‘You weren't yourself," to mean that 
some inexplicable change took place and may recur. 
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Once it is recognized that patients who have recov- 
„егей from delirium may have insufficient or inaccurate 
information regarding the delirium itself to permit or- 
derly resolution, the following steps should be taken. 
The patien® and his or her family should be given a 
simple explanation of the nature of organic impair- 
ment. The frequent occurrence of unusual experiences 
during such a period should be noted. It may be useful 
to point out that everyone is vulnerable to organic im- 
pairment. Assurances should be provided that the pa- 
tient is not losing his mind or suffering from an emo- 
tional illness. A general chronology of the disorder 
may be provided. Staff should be alerted to the possi- 
bility that the patient will obliquely seek information 
about the event. The patient.should be given an oppor- 
tunity to discuss concerns privately; apparently in- 
nocent and even rhetorical questions should be an- 
swered thoroughly. Discussion of specific events 
should be straightforward. Once the patient has ex- 
pressed concern, it is likely that bland reassurance will 
only offer support for his or her worst fantasies. Clari- 
fications may lead to a sufficiently clear and accurate 
understanding of the delirium to initiate resolution of 
the stress response syndrome. The therapist may then 
assess the indications for further psychotherapeutic in- 
tervention to facilitate the patient's assimilation of the 
traumatic information and its meanings, as described 
by Horowitz (1). 

We cannot say whether the etiology and duration of 
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a delirium are important to the appearance and resolu- 
tion of stress response states. As in Ms. A's case, cer- 
tain elements of the treatment may influence the na- 
ture of the disturbing recollections. Similarlv, it is not 
clear whether preparation in situations associated with 
a high incidence of delirium would help minimize the 
nature of the posttrauma stress response state. Social 
supports, such as trusted family and friends, may 
serve to lessen severe postdelirium psychological dis- 
tress. Patients such as Ms. A, with a premorbid ten- 
dency toward suspiciousness and aloofness, may be 
more inclined to withdraw and formulate a per- 
secutory explanation for the delirium's occurrence. 

We believe that many cases of delirium constitute a 
stressful life event and result in a stress response syn- 
drome. Further, a distorted perception of the stressful 
event impairs the resolution of this syndrome. It fol- 
lows that the psychiatric care of persons with delirium 
Should be extended to include 1) recognition and facili- 
tation of the patient's efforts to obtain information 
about the period of impairment and 2) psychothera- 
peutic assistance, when indicated, in assimilating the 
relevant information and its meanings. 
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Research Directions in Child Psychiatry 


BY IRVING PHILIPS, M.D. 





Current research in child psychiatry emphasizes the 
understanding of biological mechanisms of behavior 
and its aberrations but neglects the transactional 
relationships in interpersonal phenomena. This 
situation may lead to an unwarranted enthusiasm for 
biological forms of treatment. The author calls 
attention to the importance of biopsychosocial 
elements of behavior in the understanding of growth 
and development. He discusses research directions to 
incorporate all elements of the behavioral sciences in 
the study of child behavior. 





here are exciting developments in child psychia- 

try. The search for basic mechanisms is replacing 
the use of anecdotal impressions. Among the impor- 
tant investigations into basic biochemical and neu- 
rophysiological mechanisms and into classification of 
childhood psychopathology are those involving 
evoked response potentials in attention disorders (1), 
refined definitions of depression in childhood,' excre- 
tion of 3-methoxy-4-hydroxyphenylglycol in de- 
pressed children (2), the pharmacokinetics of sero- 
tonin metabolism in platelets, plasma, and urine in au- 
tistic children (3), and the breakdown products of 
norepinephrine in a variety of childhood disorders (4). 
Creative investigators are seeking biological markers 
of behavior. Child psychiatry is standing on a firmer 
base. | 


BIOLOGICAL EMPHASIS IN RESEARCH 
Clinical studies, which are under greater scrutiny 


now, are still regarded as fuzzy, imprecise, intuitive, 
subjective, and offering little chance of comparability. 
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1J. Puig-Antich and ‘associates: Schedule for Affective Disorders 
and Schizophrenia for School Age Children (KIDDIE-SADS), un- 
published. 


The nature/nurture controversy has been reawakened, 
and the pendulum is swinging toward the side of na- 
ture. There is little question that basic science studies 
in the field are fundamental to the pursuit of ever more 
precise definitions of mechanisms of behavior. What- 
ever advances and understanding are achieved, it is 
important that we not lose sight of the transactional 
relationships in the interpersonal arena. Engel, in his 
essay on a new medical model, emphasized that ‘Һе 
physician's basic professional knowledge and skills 
niust span the social, psychological and biological for 
his decision and actions on the patient's behalf in- 
volves all three" (5, р. 131). 

Biology and rating scales have assumed ascendency 
in this time of emphasis on the biopsychosocial as- 
pects of our specialty. There is relative neglect of both - 
the psychological and social components within child 
psychiatry, alfhough other disciplines are pursuing 
these lines. It was only a short time ago that the social 
aspects of deviant behavior were in the forefront, only 
to fade. Rarely today does one hear the refrain, “‘It is 
not the patient who is sick, it is society.” As child psy- 
chiatry as a specialty comes under scrutiny from all 
quarters, we are retreating to the safe haven of the bio- 
medical scientist. We compliantly underplav the psy- 
chosocial aspects of behavior and development as un- 
worthy of study. We accept the derogation of others as 
our malady and withdraw into the studv of the orga- 
nism in more and more detail. The genotype, essential 
as it may be, has its phenotypic expression influenced 
by a variety of internal and external forces by means of 
complex interactive relationships,. whether by cold, 
heat, or irradiation or by the quality of stress, attach- 
ment behavior, deprivation, or neglect. I am reminded 
of an oft-quoted remark of Seymour Kety, who noted 
that there is little question that in the near future we 
will understand the biochemistry of memory, but 
never of memories. 


HYPERKINETIC DISORDERS 


In the past decades we have been preoccupied with 
the hyperkinetic disorders of children. Epidemiologic 
studies have reported great variation in the incidence 
and prevalence of these disorders. The incidence of 
hyperkinetic disorders reported in various studies 
ranges from 5% to 20% of school-age children in the 
United States (6). Reports from England suggest 
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markedly different rates. In the Isle of Wight study, 
Rutter and associates (7) found only .1% of the chil- 
' dren afflicted with hyperactive attention disorders. 
Since the 1930s, investigators have reported the ef- 
fectiveness of amphetamines and, later, methyl- 
phenidate in treating these children. The widespread 
use of these drugs continues? despite the fact that they 
have shown little effectiveness in improving learning 
(8) and that the findings in outcome studies of this pop- 
ulation in adolescence and young adulthood are dis- 
couraging (9, 10). 

The pursuit of basic mechanisms underlying this 
enigmatic disorder continues, as well it should. How- 
ever, there is a pill and it may be effective, so physi- 
cians pursue the traditions of medicine—disease (ill- 
defined), a treatment (mechanisms poorly under- 
stood), and a response (questionable). Can there be 
that many disordered children with attention deficits? 
Are the English data poorly considered? Are the in- 
dications for treatment well-defined? Too many physi- 
cians proceed as if the hyperkinetic disorder had well- 
defined etiologies, expression, and outcome and as if 


there were similar findings among investigators . 


throughout the world. At the same time, there is in- 
sufficient research on the expression of these dis- 
orders, the influence of external events, and the inter- 
active elements of the stress factors involved. We re- 
spond to a set of clinical symptoms as if a defect is 
evident and the pharmacokinetics are understood. 


DEPRESSION 


Similarly, there has been increasing interest in the 
study of childhood depression. At the 1979 annual 
meeting of the American Academy of Child Psychiatry 
approximately 10% of the papers dealt with this topic; 
a few years ago there were few papers on the subject. 
In this area, too, we are confronted with the biomedi- 
cal and psychosocial dichotomy. With some clari- 
fication of the genetics of manic-depressive illness, the 
formulation of the catecholamine hypothesis, the dif- 
ference between endogenous and reactive depression, 
and the apparent effectiveness of antidepressant medi- 
cation in adults, there is an awakening to seek similar 
biological antecedents of depression in children. Some 
studies describe a clearly delineated condition with af- 
fective, cognitive, motivational, and vasovegetative 
phenomena (11) similar to those of adult depressions; 
others describe more diffuse conditions such as 
masked depression or depressive equivalents,. with 
symptoms ranging from encopresis to hyperactivity 
(12, 13). The incidence of the condition is reported to 

s 

?If we examine the scientific journals in pediatrics or child psychi- 
atry we find pages of advertisements extolling the virtues of pills in 
making happier, brighter, and even more popular youngsters. The 
pages of advertisements alone suggest the market for the drug. 
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be as high as 30% among children who come to psychi- 
atric clinics (14). 

There has been relatively little fccus on the ex- 
pression of a childhood depressive disorder related to 
the developmental and cognitive abili:ies of the child 
(15). In the Isle of Wight study only 2 o£2,000 children 
were reported to have a depressive syr.drome (7). For- 
tunately (or unfortunately) there is a drug to treat this 
condition, although its cardiotoxic effects limit its use- 
fulness. The ingenuity of our commercial pharmaceuti- 
cal chemists will eliminate that side effect. With a 
bandwagon of interest to attract ever greater numbers, 
who will hop on? Many children will be considered de- 
pressed and will be treated, aithough with somewhat 
limited benefit. Is childhood depression a well-defined 
syndrome with a well-defined etiology and outcome, 
and are there similar findings among irvestigators? 

As we seek a definition, we use more and more rat- 
ing scales, each idiosyncratic to the investigator who 
extols its virtues. We do not need more rating scales 
but, rather, a precise definition that is understandable 
by a variety of investigators. 


THERAPEUTIC ENTHUSIASM 


The hyperkinetic disorders and childhood depres- 
sion are two examples of current resezrch into basic 
mechanisms that do not sufficiently emphasize the 
psychosocial aspects of the disorder and therefore lim- 


it understanding of the condition. Such imprecision 


may lead to a therapeutic enthusiasm unwarranted by 
the data. Baldessarini (16) has pointed out that as we 
developed the, phenothiazines. the diagnosis of schizo- 
phrenia was made more frequently. Whzn lithium be- 
came available and effective for the treazment of man- 
ic-depressive illness, the disorder was reported more 
frequently than before in both childrea and adults. 
Suddenly we are reading reports of an increased in- 
cidence of manic-depressive disease in children (17), 
although it was rarely reported in the literature before 
the advent of lithium. Similarly, after a report describ- 
ing the efficacy of haloperidol in the treatment of Gilles 
de la Tourette disease (18) (fewer than 200 cases had 
been reported in about the last 200 years), suddenly 
more than 500 new cases were reported іг а New York 
City study alone during the past decade (19). 


THE NEED TO QUANTIFY TRANSACTIONAL 
RELATIONSHIPS 


It is difficult, but nevertheless essential, to quantify 
the transactional relationships, to enumerate clearly 
and concisely whàt we see in everyday clinical pur- 
suits. It is equally important to develop more precise 
methods that quantify observations of pétients about 
influences that affect remission and integration — ob- 
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servations that lend themselves to enumeration and 
duplication. In a previous publication a colleague and I 
defined the steps in which this may be done. We rec- 
ommended, 


1) That each clinical research group undertake a pains- 
taking study of its own clinical criteria of primary charac- 
teristics of childhood disorder. . . . Agreement among the 
group as to the name to be used and the specific clinical 
phenomena to which the name refers are essential for in- 
terobserver reliability. These agreements need to be 
thrashed out among the members of the group on the basis 
of observations of each patient by each or by several 
members of the group, perhaps aided by audio-visual re- 
cordings for repeated detailed review by all participants. 

As technology improves equipment, electronic appa- 
ratus will be cheaper and more widely utilized. Transis- 
torized television cameras will allow the taking of pictures 
of the behavior of children in their everyday routine. Clin- 
ical investigators may then view, study and discuss the 
same clinical data and be more likely to arrive at an agree- 
ment on what is being described by specific terms and de- 
velop valid and reliable naming. 


2) That clinical differences between patients need simi- 
lar clear definition, specification of criteria and agreed up- 
on naming of the symptoms. Here one thinks of such mat- 
ters as the age, sex, . . . established age of onset of partic- 
ular symptoms, their exacerbations, remissions, severity, 
etc., their relation to other events, the presence or ab- 
sence of particular skills, traits, interests, the nature of 
relations towards self and others, somatic symptoms of 
identifiable diseases, and so on. | 


3) That elaboration from all this be undertaken of cri- 
teria of subgroups with similar congeries of character- 
istics. These subgroups may, and probably would, overlap 
depending upon the presence of some common attributes 
and the absence of others. 


4) That enumeration of the various subgroups be per- 
formed for their frequency and for subsequent com- 
parisons of the numbers of each subgroup responding, and 
not responding, to therapeutic maneuvers. Such data may 
be stored in computers for retrieval by various groups of 
investigators... . 


5) That conferences be held between regional and even- ' 


tually national, or even international, groups of such clini- 
cal research teams for review of the gathered data and for 
elaboration of agreements as to names, criteria, therapeu- 
tic outcomes, estimates of prognoses, and for the delinea- 
tion of areas requiring further study. (20, pp. 288-289) 


In our pursuit of the precise (this is not to be con- 
strued as an effort to negate any scientific investiga- 
tion), we must not negate the interactional aspects of 
the biopsychosocial expression of any disorder. Al- 
though disease or defect may be one major contrib. 
uting stress, the child's psychological disorder is prob- 
ably not an inevitable concomitant of his or her biol- 
ogy but, rather, a function of the same kind of 
processes that give rise to emotional disorders in chil- 
dren who have no definable disease. 


t 
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DISCUSSION 


Engel emphasized that while reductionism is a pow- 
erful tool for understanding, it also creates profound 
misunderstanding when inversely applied® ‘‘Reduc- 
tionism is particularly harmful when it neglects the im- 
pact of nonbiological circumstances upon biological 
processes” (5, р. 134). Any scientific statement con- 
siders all aspects of the field. Mastery of the psycho- 
social as well as mastery of the biophysiological com- 
prise the behavioral sciences of child psychiatry. The 
neglect of either does a disservice to the basic under- 
standing of the basic mechanisms of behavior and the 
expression of behavior in its social context. Child psy- 
chiatry is in a unique position to participate in the un- 
derstanding of growth and development because of its 
scientific perspective through medical training, its de- 
velopmental perspective through an understanding of 
the unfolding of innate patterns and social cultural in- 
fluence, and its psychological perspective in the under- 
standing of mental health and its deviations. Child psy- 
chiatrists must be vigilant not to neglect those aspects 
which they have been trained to observe best. The 
best use of clinical skills employs every scientific ad- 
vance to elaborate and make vividly apparent the in- 
fluence of brain and behavior as well as behavior and 
function. 
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Documenting a Shortage of Psychiatrists: The Repair Shop Model 


BY DAVID J. KNESPER, M.D. 





The author presents a model for documenting a 
shortage of psychiatrists. The model employs 
efficiency, work load, and work time to determine 
numbers of psychiatrists needed for a hospital setting. 
Survey data collected from 900 psychiatrists were used 
to quantify these variables and to identify possible 
determinants of variation. Differences in residency 
training were associated with differences in efficiency. 
As presented, the model is incomplete and cannot be 
used to explicitly define manpower requirements. The 
author's discussion expands the model and focuses on 
the complexity of documenting a true shortage or 
surplus of psychiatrists. 





n order to document a shortage or surplus of psychi- 
І atrists, it is necessary to assume a model that quan- 
tifies the associations between psychiatrists' work and 
consumer utilization of mental health services. À num- 
ber of models do this (1), but they are generally used to 
make projections of future manpower needs and are 
not very useful for describing current requirements 
(2). This report is based on a model that is often ne- 
glected by research psychiatrists but appears to be 
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used frequently in one form or another by policy- 
makers concerned with allocating existing manpower 
resources to professional work settings. I call it the 
“repair shop model." For our purposes, the model in 
its simple form has the following five general proper- 
ties: 1) there are multiple shcps, and each shop has a 
fixed number of workbenches (e.g., 100 beds); 2) only 
one type of similarly broken unit needs repair (e.g., 
mentally ill individuals with exactly the same prob- 
lem); 3) all workbenches are always occupied by a bro- 
ken unit (e.g., 10€ patients or 100% occupancy); 4) 
there are always a limited number of repair personnel 
(e.g., psychiatrists), who work at different degrees of 
efficiency during a workweek of 40 or more hours; and 
5) personnel spend only a portion of their workweek 
doing repairs (e.g., no full-time service providers), and 
when a unit is repaired (e.g.. patient is cured), it is 
immediately replaced by another broken unit. 

Given this model and the examples from, mental 
health, a question that the model can help answer is, 
How many psychiairists are needed per 100 beds dur- 
ing a regular workweek? The answer is given by the 
following equation, which considers efficiency, work 
load, and work time: number of psychiatrists per 100 
patients per week=[a hours effort per patient per 
workweek (median efficiency)] [100 patients (work- 
load)] divided by [£ service hours per workweek per 
one psychiatrist (median service time)]. 

The above equation has two unknowns: efficiency 
(a) and service hours (B). A survey research study was 
conducted to quantify these unknowns. The resuits 
from this study yield the number of psychiatrists 
needed per 100 patients for a hospital setting. The 
numbers vary according to the educational back- 
ground of the psychiatrists and the work setting. As 
used in this paper, the repair shop model is of heuristic 
value and does not explicitly define manpower require- 
ments. Therefore, the discussion will expand the mod- 
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el and focus on the complexity of actually document- 
ing a shortage of psychiatrists. 


METHOD 


During 1977 all psychiatrists graduating between 
1961 and 1976 from 10 university and 17 state mental 
hospital residency training programs located in the 
state of Michigan and four similar states received a 23- 
item mail-return questionnaire. The states were cho- 
sen on the basis of several criteria, including a relative 
comparability in both total population and urban/rural 
distributions and the existence of established ‘state- 
supported university and state mental hospital resi- 
dency programs characterized in an earlier study (3). 
The questionnaire had been carefully designed, re- 
viewed, pretested, and revised. This report considers 
the following questionnaire items: 1) the unduplicated 
number of inpatients and outpatients in direct treat- 
ment (face-to-face contact with patients—excluding 
consultation, supervision, and/or teaching), 2) the 
number of hours spent in different categories of profes- 
sional activity (e.g., direct treatment, teaching, and 
administration), 3) primary professional practice set- 
ting (e.g., private practice, medical school, or public 
mental hospital), and 4) the respondent’s medical and 
psychiatric residency background. 

The Michigan Interactive Data Analysis System 
(MIDAS) was used to tabulate and analyze the results. 
Before analysis, the entire data set was checked for 
inadvertent coding errors and internal consistency. 


RESULTS 
Response and Respondent Population 


Questionnaires were returned by 1,376 respondents 
(63%). Of these, 209 did not satisfy the criteria for in- 
clusion in the survey and were therefore removed from 
the data set, as were 267 questionnaires from respond- 
ents who were classified as primarily child psychia- 
trists. Therefore, this paper reports results obtained 
from 900 graduates of general psychiatric residency 
programs. 

When the 900 respondents were subdivided accord- 
ing to educational background, there were 182 foreign 
medical graduates (FMGs) from state mental hospi- 
tals, 65 FMGs from universities, 165 U.S. medical 
graduates (USMGs) from state mental hospitals, and 
483 USMGs from universities; 5 respondents could not 
be classified on both dimensions. The respondents 
were principally employed in a private practice (53%), 
public practice (37%), or university (10%) setting. 
Slightly more FMGs than USMGs were in public prac- 
tice settings, but otherwise the distribution of medical 
backgrounds according to practice settings was quite 
similar. Most respondents reported doing both in- 
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patient and outpatient work; therefore, subsequent re- 
sults probably have most utility for hospital settings 
that permit such a combination of duties. 


Hours per Patient per Week e 


In order to derive effort, the unknown a (hours ef- 
fort per patient per workweek), from the previously 
mentioned equation, the following respondent-sup- 
plied data were used: total direct-treatment hours per 
week was divided by total direct-treatment patients 
per week for each respondent. The ratio that resulted 
was defined as ‘‘effort’’ or hours per patient per week. 
The most remarkable differences in effort were found 
when residency training was considered. USMGs from 
state mental hospitals had a median effort of .49 hours 
per patient per week while USMGs from universities 
had a median effort of .84 hours per patient per week. 
Findings for FMGs from state mental hospitals and 
universities were similar to the USMG groups, and all 
values remained fairly constant regardless of year of 
graduation. These findings suggest that differences in 
residency training are associated with differences in 
subsequent patient practices. 


Hours in Direct Treatment 


In order to estimate service hours (the unknown f), 
data taken directly from the questionnaire were used. 
Both medical background and residency training were: 
associated with median differences in service hours. 
Median hours in direct treatment were as follows: 30 
for the USMG-state mental hospital group, 35 for the. 
USMG-university group, 40 for the FMG-state mental 
hospital group, and 25 for the FMG-university group. 
Regardless of educational background, respondents 
worked a median of about 50 hours per week. Thus, 
educational background helps account for the distribu- 
tion of hours in direct treatment as well as hours in 
such other professional activities as administration 
and teaching. FMGs spent the vast majority of their 
time delivering service if they had trained in a state 
mental hospital but divided their time among service, 
administration, and teaching if they had trained in a 
university. USMGs divided their time between service 
and administration if they had trained in a state mental 
hospital and among service, teaching, and administra- 
tion if they had trained in a university. Very few re- 
spondents reported spending a major portion of their 
time in research. 


Number of Psychiatrists Needed 


The equation mentioned earlier and the data collect- 
ed permit rough calculations of the number of psychia- 
trists needed to care for 100 patients in a hospital set- 
ting under present patterns of utilization of services 
and facilities. From the above findings, the number 
needed depends on the psychiatrist's style of effort or 
treatment (hours per patient per week) and the amount 
of work time devoted to service (hours in direct treat- 
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ment), which are associated with educational back- 


.ground and probably with other unmeasured variables. 


Considering educational background, the number of 
psychiatrists needed per 100 patients would be a mini- 
mum of 1.38 [(.53 x 100) 40] if FMGs from state men- 
tal hospitals were used and a maximum of 2.48 [(.62 x 
100) -25] if FMGs from universities were used. Similar 
arithmetic finds that 1.63 USMGs trained in state men- 
tal hospitals and 2.40 trained in universities would be 
required per 100 patients. Rather than being definitive, 
these findings suggest there is a range of acceptable 
values that depends on such factors as who is em- 
ployed, where the person was trained, and how the 
employed person spends his or her time. 


Shortages and Surpluses According to Setting 


The above calculations can be used to identify pos- 
sible shortages or surpluses of psychiatrists in hospital 
settings offering inpatient and outpatient care. The 
shortage of psychiatrists in state mental hospitals ap- 
pears probable: 15 states average 1 psychiatrist or few- 
er and 32 states average 2 psychiatrists or fewer per 
100 state mental hospital inpatients; only 7 states aver- 
age 4 or more psychiatrists per 100 inpatients (4). 
There are data to suggest possible surpluses: general 
hospital psychiatric units average 8.5 psychiatrists per 
100 inpatients, and private mental hospitals average 
9.3 psychiatrists per 100 inpatients (5). 

These findings suggest what was suspected all along, 
namely, that there is an interaction between practice 
setting and effort. Within certain limits state mental 
hospital or university graduates adopted the style of 
effort imposed by the way patients are distributed 
among practice settings. Neurotic and other similar 
disorders that receive more hours of psychiatric care 
per episode of illness are more common in private set- 
tings than in public settings, where psychotic disorders 
are more common. Thus, compared with similar re- 
spondents working in a private hospital, FMG or 


.USMG respondents trained in a university reported 


much less effort per patient when working in a state 
mental hospital. Similar patterns were found for re- 
spondents trained in state mental hospitals. These 
findings help document an apparent shortage of psy- 
chiatrists in state mental hospitals and a possible sur- 
plus in other settings. The previous statement may re- 
quire modification when similarity of setting and the 
use of allied health personnel are considered. 


DISCUSSION 


A repair shop bas an obvious manpower shortage 


when all available personnel are assigned to only nec- · 


essary and essential tasks and are working at maxi- 
mum efficiency, and when there is an increasing back- 
log of valued units in need of repair. The critical ques- 
tion that policymakers are asking is, Does mental 


a 
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health manpower conform to this analogy at the pres- 
ent time? Nobody knows the answer because descrip- 
tive data are unavailable. Left to their own devices, 
government and other policymakers are quick to as- 
sume a managed (mismanaged?) system and to find in- 
stances of apparently improper management practices. 
For example, private practice psychiatry may have 
sufficient manpower and possibly a surplus if, as many 
policymakers suggest, the work of private practition- 
ers is inefficient (6-7). In contrast, public practice psy- 
chiatry appears to have a manpower shortage and 
many patients who are seriously ill but without needed 
treatment (8). Policymakers define this and similar sit- 
uations in terms of maldistribution subject to distribu- 
tion-changing public policy. 

Although referring to psychiatric practice as a repair 
shop may offend the sensibilities of some readers, 
many policymakers think in these terms, and the anal- 
ogy is not as outrageous as it first appears. Psychia- 
trists may have a predetermined. and relatively stable 
number of hours during which they see inpatients and/ 
or outpatients. Further, as this paper reports, efficien- 
cy varies; psychiatrists in some settings see a few pa- 
tients in the same number of hours in which psychia- 
trists in other settings see large numbers of patients. 
Obviously, to make the repair shop analogy realistic a 


` number of additional variables need to be introduced 


to account for variations. When this is done, a com- 
plex repair shop model results. 

What complicates the model, and what therefore 
makes the shortage of psychiatrists difficult to docu- 
ment, is that psychiatrists do very different things dur- 
ing equivalent amounts of time spent in direct patient 
contact. This produces the variability in effort or effi- 
ciency. The mixture of patient types, treatment modal- 
ities, allied health personnel, and treatment outcomes 
undoubtedly varies enormously among practitioners 
and treatment settings. The number of individuals with 
a true need for mental health services (workload) is 
unknown, and whatever the number, it varies accord- 
ing to the definition of mental illness. In addition, such 
health economic factors as manpower supply and con- 
sumer demand cause variations (9). Unfortunately. 
there are no data about how the psvchiatric profession 
differentially distributes its efforts across these and 
other relevant dimensions. In the absence of data, pol- 
icymakers suspect that for similar patient problems, 
treatments differing in efficiency and cost are used but 
treatment outcomes are essentially alike. Private prac- 
tice settings are considered inefficient because labor- 
intensive and unnecessarily elegant repairs may be at- 
tempted in situations where reduced labor, directed to- 
ward achieving less ambitious goals, would produce 
acceptable outcomes. If data: were available, such sus- 
picions could be properly evaluated, mechanisms that 
cause variations in efficiency identified, and rational 
interventions used to wisely alter manpower out- 
comes. х 
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This report identifies one possible determinant of 
variations in efficiency. Differences in residency train- 
ing were associated with differences in efficiency. 
Thus, regardless of foreign or U.S. medical education 
or practice ir a public or private setting, psychiatrists 
trained in a state mental hospital were more efficient 
than their university-trained counterparts. The empha- 
sis on biological treatments, the patient population, 
and the patient overload conditions under which many 
state mental hospital physicians are trained may ac- 
count for this finding. Whatever the finding’s origin, 
efficiency is only meaningful in terms of treatment out- 
come because some forms of seeming efficiency may 
turn out to be actually inefficient when outcome is con- 
sidered. Consequently, it becomes increasingly impor- 
tant for psychiatry to investigate clinical accomplish- 
ments in outcome terms and combine these investiga- 
tions with studies of manpower requirements. 

Ignoring outcome, the data presented imply that pol- 
icymakers have a choice between two different styles 
of training and treatment, with different treatments of- 
ten used for similar patient problems. Because no one 
has documented that differences in residency training 
are associated with differences in patient outcome, 
policymakers may opt for subsidizing training empha- 
sizing efficient treatments that are, at the same time, 
associated with desirable, if imperfect, clinical out- 
comes. Certainly, as this study suggests, such efficient 
treatments could reduce manpower requirements for 
psychiatrists. E 

Some methodologies for estimating manpower re- 
quirements forecast future needs rather than eval- 
uating present manpower allocations. Projective meth- 
odologies may be an unproductive exercise in fore- 
casting research, while utilization methodologies such 
as the repair shop model describe present manpower 
distributions with normative data in ways helpful for 
identifying policy options and making policy deci- 
sions. Readers interested in more sophisticated pre- 
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sentations of utilization methodologies are referred to 
the works of Navarro (10), Fries (11), and Bartholo-- 
mew and Forbes (12). 

*Guesstimates'" and projections of manpower re- 
quirements will be found progressively less acceptable 
to policymakers. The profession, as well as govern- 
ment authorities, must begin to use more logical meth- 
ods to describe and justify the present distribution of 
psychiatric manpower resources. À complex version 
of the repair shop model may be one such logical meth- 
od for determining present requirements. 
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From Supervisee to Supervisor: An Unexplored Aspect of the 


Psychiatrist’s Education 


BY ROGER В. GRANET, M.D.. THOMAS P. KALMAN, M.D., AND MICHAEL H. SACKS, M.D. Е 





The authors describe several problems that are unique 
to the beginning supervisor of psychiatry residents. 
These difficulties can be divided into four general 
areas: inexperience, competition, identity, and — 
administration. The authors provide examples to 
illustrate the types of situations that the new 
supervisor may encounter and make 
recommendations for dealing effectively with them. 





ndividual supervision of residents' clinical work is 

the traditional method of teaching in psychiatry, 
where it occupies a more dominant position than in 
most other medical specialties. A great deal has been 
written about the purpose, function, techniques, and 
problems of supervision, but virtually all of this mate- 
rial has dealt with the process from the perspective of 
the mature supervisor (1-9). Little attention has been 
directed toward the neophyte who has recently ad- 
vanced from the role of supervisee to that of supervi- 
sor, even though this transition has a powerful poten- 
tial for stimulating both professional and personal 
growth. This paper is an attempt to address this ne- 
glected area. Two of the authors (R.B.G. and T.P.K.) 
are writing from the perspective of having made the 
transition over the past 2 years; the third author 
(M.H.S.) is writing from the perspective of having ob- 
served neophyte supervisors for more than 10 years. 


REVIEW OF THE LITERATURE 


In discussing the social context of psychoanalytic 
supervision, Emsch (10) has listed the components in- 
volved; they include the supervisor, student, patient, 
and the student's analyst. This model is representative 
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of the trend in the analytic literature to view supervi- 
sors as finished products; thev are regularly portrayed 
as already fully educated, analyzed, and supervised. 
Potential pitfalls for the supervisor include disciple 
hunting, rivalry with the supervisee's analyst or thera- 
pist, and, finally, using supervision to resolve adminis- 
trative or intellectual conflicts (11). Schneider (12) em-- 
phasized the last problem in a discussion of the dan- 
gers of using patients to act out professional 
difficulties. Similarly, supervisors may use students 
manipulatively to resolve conflicts with colleagues. 
Searles (13) pointed out the danger of the supervisor's 
intellectual competitiveness with the student. He also 
described the special supervisory problem of allowing 
the growth and ultimate separation of the supervisee. 
Supervisors must be capable of dealing with the reality 
that as their pupils grow, they will be needed less. . 
In elaborating on an analysis of the beginning super- 
visor's anxiety, Kaplan focused on the need to fit in 
with a series of supervisory styles.! Schuster and asso- 
ciates, in turn, observed, "Hopefully, the supervisor 
has been able to achieve his own ‘integrity,’ in order to 
be usefully adopted as a role model, the primary and 
essential ingredient of supervision” (1, pp. 73-74). 


COMMON DIFFICULTIES OF THE NEW 
SUPERVISOR ' 


The problems of a beginning supervisor can be con- 
veniently divided into four general areas: inexperi- 
ence, competition, identity, and administration. These 
categories are intended not as strict nosological cri- 
teria but rather as a guiding descriptive framework 
from which to approach the difficulties of the begin- 
ning supervisor. There also may be considerable over- 
lap between these categories, and the boundaries be- 
tween them often are not absclute. 


Inexperience 


Problems of inexperience include not onlv the reali- 
ties of little prior teaching experience but also in- 
adequate clinical and theoreiical knowledge. After the 


Е.А. Kaplan: Psychotherapy supervision: the role of the supervi- 
sor (panel discussion). presented at the 124th annual meeting of the 
American Psychiatric Association, Washington, D.C., May 3-7, 
1971. 


1444 FROM SUPERVISEE TO SUPERVISOR 


completion of a four-year residency in psychiatry, new 
supervisors are just beginning to develop a firm clinical 
foundation for themselves. Understandably, there will 
be much that they have not yet mastered, and diffi- 
culty in accepting this will result in problems. 

An example of this situation occurred during a su- 
pervisory situation with a resident who had already be- 
gun her psychoanalytic training. When she focused the 
discussion on the dynamics of a paranoid patient, the 
neophyte supervisor shifted the topic to biological 
management and lectured the supervisee on the side 
effects of psychotropic medication. The shift involved 
the supervisor’s feelings of inadequacy about the psy- 
chodynamic material, which were intensified by the 
resident’s own advanced work (analytic training) in 
dynamic psychiatry. It was not until after the session 
that the supervisor realized that the resident’s focus on 
the dynamic material was an effort to avoid her own 
anxiety regarding the patient’s potential violence. The 
supervisor’s inexperience and anxiety prevented him 
from recognizing the resident’s needs and interfered 
with the understanding of the patient. 


Competition 


The second problem area, competition between su- 
pervisor and resident, often goes hand in hand with 
problems of inexperience. The closeness in age be- 
tween the new supervisor and resident often fuels 
comparisons, identifications, and rivalries that may 
trigger anxiety in the supervisor about his or her own 
worth, causing the supervisor to question, ‘‘Did J learn 
and assimilate anything during my own training?" This 
may lead to unconscious strategies such as giving too 
many facts, overquoting the literature, and focusing on 
areas of special knowledge when they are not relevant. 

An example of this situation occurred during a su- 
pervisory session in which an outstanding resident had 
completed a presentation that included an organic psy- 
chosis as part of the differential diagnosis. The new 
supervisor had just published an article in this area and 
began a 15-minute discourse on the article, neglecting 
the more pertinent particular needs of the resident. It 
was only afterward that the supervisor realized that he 
had set aside the educational needs of the resident in 
favor of acting out his insecurities, his need to estab- 
lish his credibility, and his competitive feelings toward 
the resident. 

Another example of a neophyte supervisor’s com- 
petitive feelings toward a resident emerged during the 
collaborative writing of a paper by a first-year resident 
and his first-year supervisor. The two had agreed to try 
to publish a case report of a patient whom the resident 
had treated and who manifested an interesting psycho- 
pharmacological problem. They agreed at the outset 
that the resident would be first author and the supervi- 
sor second authoy, but after they had exchanged sever- 
al drafts the supervisor realized that they were having 
difficulty arriving at a final manuscript. It then 
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emerged that the supervisor had not really been able to 
accept the resident's significant contribution and had, 
become overly critical of stylistic differences. Al- 
though there was complete agreement between the 
two authors on the content of the pap@r, they ex- 
changed rephrased drafts in a struggle by each to have 
the paper written in his own hand. Resolution came 
about only when the supervisor was able to “Іеї go” as 
he realized that the differences (quite literally over 
punctuation and sentence structure) were related to 
his inappropriate competitive feelings toward the resi- 
dent. 


Identity 


Identity problems for the neophyte supervisor can 
be summarized by the question, Is he or she an ‘‘old 
resident" or a ‘‘young professor’’? This conflict un- 
derscores a major dilemma of supervision itself, name- 
ly, what is the function of a supervisor? Is the supervi- 
sor a supporter or teacher, therapist or educator, 
friend or role model? Confusion about roles may be 
manifested in the supervisor's being overly supportive 
to the supervisee, neglecting both the real needs of the 
resident and the clinical needs of the patient. The con- 
verse may also occur, i.e., the supervisor may become 
overly analytic in order to prove himself or herself in 
the new professional role. 

An example of this difficulty occurred during a resi- 
dent's presentation of the case of an assaultive patient. 
The resident expressed a realistically appropriate de- 
gree of anxiety about his patient, but the supervisor 
found himself assuming the role of therapist and tried 
to focus on possible neurotic determinants of the resi- 
dent's anxiety. The supervisor thus neglected the 
more crucial and appropriate issue of management of 
the assaültive patient. If the supervisor had spent more 
time discussing patient management, he could have 
imparted new knowledge to the supervisee, providing 
a needed sense of direction and mastery. Instead, the 
focus on the resident's anxiety was infantilizing, sup- 
ported the resident's sense of inadequacy, and did not 
help his faltering self-esteem. The situation called for 
the supervisor to act as an educator, and his failure to 
assume this appropriate role led to the mishandling of 
the supervision. | 

The difficulties related to identity may also emerge 
in the new supervisor's relationships with former 
teachers. The new supervisor may be unable to relate 
comfortably to former teachers as peers. This situation 
may lead to an inappropriate identification with the 
resident being supervised, resulting in a maladaptive 
supervisory identity and hence poor teaching. Identi- 
fication with the resident may temporarily facilitate the 
interpersonal relagonship for the young supervisor 
who is uncomfortable with this new position of author- 
ity, but it must be recognized that this is a maladaptive 
identification and is inappropriate to the teacher-stu- 
dent role. Я , ] 
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Administration 


` The final problem area involves the supervisor's ad- 
ministrative responsibilities. This is a particularly 
tenuous area for the young supervisor who is strug- 
gling with the issues of inexperience, competition, and 
identity. An example of this occurred at the conclusion 
of the supervisory semester when the training director 
requested a formal evaluation of a resident. Although 
tlie neophyte supervisor had found the resident to 
have signiticant difficulties, he felt that with appropri- 
ate direction the resident would develop into a talented 
and responsible psychiatrist. It was apparent that the 
young supervisor's perception was very different from 
that of senior supervisors, and he feared that his judg- 
ment might reflect his immatürity and result in the loss 
of his seniors' respect for him. This supervisor felt 
considerable pressure to modify his own evaluation, 
since it was discrepant with the evaluations done by 
others. 

New supervisors’ uncertainties about their superi- 
ors' view of them and their wishes for approval are 
important causes of anxiety for many. Concerns about 
their evaluation as supervisors and the effect that the 
evaluation may have on promotion can be strong influ- 
ences. These pressures may lead inexperienced super- 
visors to avoid conflict-laden situations that would 
normally involve their taking a more active administra- 
tive role. An example of this occurred when a resident 
indicated a wish to work with a psychotic patient with- 
out the use of medication. The supervisor actually felt 
that this was justified both as a reasonable treatment 
for the patient and as a significant step in the growth of 
the resident, who was now more able to tolerate the 
psychotic behavior of his patients. However, the su- 
pervisor's administrative chief strongly opposed psy- 
chotherapy with psychotic patients and belittled those 
who used such techniques. The new supervisor avoid- 
ed this potential conflict by insisting that the resident 
obtain the necessary administrative approval before 
proceeding with the therapy. The supervisor thus 
avoided any responsibility for the treatment decision 
because of his own reluctance to cross swords with an 
administrative superior. This inappropriately left the 
resident to resolve the conflict himself and also pro- 
vided a less than desirable role model for him to fol- 
low. 


CONCLUSIONS, 


In this paper we have focused on the problems faced 
by the neophyte supervisor as he or she undertakes 
this new professional role. It should not be forgotten 
that there аге a number of unique Joys and gratifica- 
tions available to the beginning supervisor. Teaching 

| provides an opportunity for further personal learning 
while providing for the learning of others; in addition, 
supervision enables the supervisor to participate in the 
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growth and expansion of his or her profession by 
bringing others into it. Finally, the supervisory experi- 
ence provides a nidus for professional and personal 
growth, reinforcing the concept that being a psychia- 
trist is a continuous educational process. - 

There are several ways by which the new supervi- 
sor’s experience and transition can be facilitated. One 
is by formal education and training in supervision, 
such as through the supervisory conference (as orga- 
nized at the University of Rochester, N.Y., in 1970). 
This approach entails a meeting of superviscrs, who 
listen to audio tapes of residents' therapy sessions and 
then discuss the different approaches that could be 
taken toward effective supervision and therapy. Facul- 
ty members are then able to reflect on their differing 
styles and approaches to supervision (1, pp. 166-325). 

Another approach is that found at the Payne 
Whitney Clinic of Cornell University Medical College, 
which uses videotapes to record actual supervisory 
hours. The tapes are then available for ‘‘supervision of 
the supervision." Other supervisors can view the 
tapes and discuss the process in addition to suggesting 
alternatives that might improve the supervision. At 
times, the supervisee may join the conference and pro- 
vide his or her own perspective. An additional use is 
the viewing of the taped supervisory session by senior 
residents and junior faculty psychiatrists, who them- 
selves are beginning to supervise others in training. 
These tapes can thus be used for the supervision of the 
supervisor in the same way that tapes of resident-con- 
ducted interviews are used for the education of the 
resident in clinical skills. 

An additional way for neophyte supervisors to ad- 
just to their new responsibilities is to continue to re- 
ceive supervision on their own patients. This will in- 
crease their knowledge and expertise while allowing 
them to continue the experience of being supervised 
by a senior colleague. Another method for enhancing 
the role of supervisor is to have joint discussions with 
other supervisors about the individual supervisees. 
This allows for a sharing of supervisory experiences 
and facilitates the identification of problem areas. 

Beginning supervisors and the special problems they 
face have been neglected topics of study and dis- 
cussion. We feel that we have made potentially helpful 
suggestions for dealing with common difficulties of 
new supervisors. Clearly, however, further investiga- 
tion into this half of the supervisory dyad is called for. 
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Importance of Akinesia: Plasma Chlorpromazine and Prolactin 


Levels 


BY THEODORE VAN PUTTEN, M.D., PHILIP R.A. MAY, M.D., AND JEFFERY N. WILKINS, M.D. 


Akinesia, a common side effect of antipsychotic drugs, 
often goes unrecognized by physician and patient. 
Akinetic apathy and lack of spontaneity can be 
mistaken for the negative symptoms of schizophrenia 
and add to the well-known social and emotional 
disability of schizophrenic patients on maintenance 
therapy. The authors attempted to identify a measure 
that might distinguish between akinesia and the 
negative symptoms of schizophrenia but found no 
relationship between plasma and saliva 
chlorpromazine levels or prolactin levels and akinesia. 
The fact that all of the akinetic but only 3196 of the 
nonakinetic patients rated themselves as drowsy 12 
hours after their bedtime dose indicates that 
drowsiness is a fairly accurate correlate of akinesic. 





kinesia, even in a mild form, is socially disabling. 
Defined by Rifkin and associates as a "behavioral 
state of diminished spontaneity characterized by few 
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gestures, unspontaneous speech, and, particularly, 
apathy and difficulty with initiating usual activities" 
(1, p. 672), this side effect of antipsychotic drugs is 
often not recognized. Akinesia is mistaken for the neg- 
ative symptoms of schizophrenia, adding to the well- 
known social and emotional disability of schizophrenic 
patients on maintenance therapy. Most important, the 
onus of detection is on the physician, for the patient 
seldom complains. Indeed, even when asked if he feels 
"slowed up” or *'sluggish," the patient often denies 
any difficulty whatever, seemingly locked in some 
peaceful apathetic remoteness. These are bold asser- 
tions, born more of clinical experience than of con- 
trolled investigation, but there is some controlled evi- 
dence that akinesia has far-reaching consequences. 

Falloon and associates (2) compared the social out- 
come of schizophrenic patients maintained on either 
pimozide or fluphenazine decanoate. At | year those 
on pimozide were rated as having a significantly more 
favorable outcome on aspects of sociability, use of lei- 
sure time, warmth of personal relationships, house- 
hold tasks, and child rearing. These improvements 
could not be related to superior antipsychotic effect 
but seemed to be related to the fact that the patients on 
pimozide experienced less extrapyramidal rigidity. 
The authors speculated that akinetic ‘‘flatness of ex- 
pression" and ‘‘psychomotor retardation" were re- 
sponsible for the poorer social adjustment of the pa- 
tients taking depot fluphenazine. Argyle (3) has sug- 
gested that nonverbal signals have a far greater impact 
than verbal ones on assertiveness and friendship, thus 
implicating a relationship between lack of spontaneity 
and social adjustment. : А 
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Finally, in our own work, when we compared aki- 
‘netic patients with a similar group without akinesia, 
we rated the former significantly worse on such mea- 
sures as somatic concern, anxiety, depressive mood, 
and bluntedsaffect, leading to a speculation that some 
postpsychotic depression is really akinetic depression 
(4). 

It is difficult to differentiate schizophrenic apathy 
and blunting from extrapyramidal side effects. Never- 
theless, we fear that some—perhaps many—schizo- 
phrenic patients are victims of akinesia, In a recent 
survey of community board and care facilities, the resi- 
dents with schizophrenia were maintained on a mean 
(+ SD) of 760+540 mg/day of chlorpromazine equiva- 
lent, and 59% appeared to be at least mildly akinetic 
(5). (It is possible that akinetic apathy and lack of initi- 
ative may even be welcome because these side effects 
promote organizational efficiency.) 

We thought it would be helpful to have a measure 
that could distinguish between akinesia and the nega- 
tive symptoms of schizophrenia or the psychomotor 
retardation of depression. Constriction of handwriting 
(micrographia) has turned out not to be a reliable cor- 
relate of akinesia (6). We have therefore attempted to 
determine whether patients with akinesia have higher 
plasma levels of antipsychotic drug (chlorpromazine) 
or of prolactin. 


METHOD 


The subjects were 43 schizophrenic patients newly 
admitted (or readmitted) to Brentwood Veterans Ad- 
ministration Medical Center who had given informed 
consent; most were in young middle age (mean 
аве=32.3+9.9 years) and had a chronic disorder 
(mean duration=6.4+6.93 years) and a fair prognosis. 
They were rated on four different sets of diagnostic 
criteria for schizophrenia (7-11), and all 43 were con- 
sidered to be definitely schizophrenic. 

When this was clinically permissible, a 2- to 7-day 
washout period was provided; most patients, how- 
ever, had no: taken medication recently and could be 
presumed to be drug free on admission. We treated all 
43 patients with a bedtime dose of chlorpromazine (6.6 
mg/kg per dav) for 28 days. Prophylactic antiparkinson 
drugs were not administered. 

Chlorpromazine was measured in plasma and saliva 
by gas chromatography-mass spectography with N, N- 
bisperdeutercmethyl chlorpromazine @H,-chlorpro- 
mazine) as an internal standard. Details of the collec- 
tion and assay methods have been given elsewhere 
(12). Plasma prolactin levels, determined at the same 
time as and from the same blood samples used to de- 
termine chlorpromazine levels, were measured with a 
homologous radioimmunoassay technique (13). 

One of us (T.V.P.), blind to the patient’s plasma 
chlerpromazine and prolactin levels, continuously ob- 


* 
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served each patient for 28 days and rated the presence 
of akinesia on an extrapyramidal svmptom scale, 
which has been described elsewhere (4). 

Drowsiness was rated weekly at 9:00 a.m. by 1) the 
patient's self-rating, scored on a 7-point scale from 0 
(not at all) through 3 (mild) to 6 (severe, actually 
asleep), and 2) laboratory staff on a 10-point scale from 
0 (no drowsiness or sedative effect) through 5 (very 
drowsy, both eyes open, no nodding) to 9 (cannot be 
roused). 


RESULTS 


Of the 43 patients, 10 developed akinesia by day 26 
of treatment (SD=13) and 29 did not; 4 developed a 
dystonic reaction early in the study and were main- 
tained on an antiparkinson drug and excluded from 
further analyses. 

Graphic representations of plasma and saliva chler- 
promazine levels revealed nearly complete overlap be- 
tween the akinetic and nonakinetic groups. The groups 
did not differ substantially in age or chlorpromazine 
dosage. In fact, the patients who developed akinesia 
received a lower dose of chlorpromazine (mean=495 
mg/day) than the nonakinetic patients (mean=553 mg/ 
day). Plasma prolactin ievels also did not differ. 

The patients who became akinetic were drowsier 
on both objective and subjective ratings. All of the 
akinetic patients rated themselves as drowsy (mean 
rating=2.9+1.6) in the morning 12 hours after their 
bedtime dose, compared with only 3196 of the non- 
akinetic patients (mean rating— 1.71.0). Objective 
ratings were similar to the subjective ratings: the 
akinetic group had a mean rating of 3.1+1.6, and the 
nonakinetic group had a mean rating of 1.4::0.7. 


DISCUSSION 


Our results lead us to conclude that plasma chlor- 
promazine or prolactin or saliva chlorpromazine levels 
are of no help in identifying akinesia and in distinguish- 
ing schizophrenic blunted affect, apathy, and motor re- 
tardation from akinetic lack of spontaneity. When 
blood was drawn 12 hours after the bedtime dose, pa- 
tients who developed a definite mild akinesia had simi- 
lar chlorpromazine and prolactin levels to those who 
did not. We doubt that the akinetic patients have high- 
er levels of active chlorpromazine metabolites, al- 
though we cannot prove it. 

We found that a simple and fairly accurate correlate 
of akinesia is drowsiness. If a patient rated himself as 
mildly drowsy 12 hours after his bedtime chlarproma- 
zine dose, we calculated that the chances are 6396 that 
he is akinetic and only 4% that he is not. If a patient in 
our sample denied any feelings of drowsiness, there 
was no chance of his being akinetic. 1 
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laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
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Cerebral Blood Flow in Depression ` 


BY ROY J. MATHEW, M.D., D.P.M., JOHN STIRLING MEYER, M.D., DAVID J. FRANCIS, 
KAREN M. SEMCHUK, B.S.N., KARL MORTEL, M.A., AND JAMES L. CLAGHORN, M.D. 


Until 1975 quantitative measurement of the regional 
blood supply to the brain was difficult to determine be- 
cause of the traumatic nature of the procedures avail- 
able (1). Today, regional cerebral blood flow can be 
measured in a safe and reliable manner using the Xe 
inhalation technique (2, 3). 

In this technique 3? Xe, a chemically inert and freely 
diffusible tracer gas, is mixed with ambient air and in- 
haled through a sterilized, close-fitting face mask. Af- 
ter a 1-minute interval of inhalation, the desaturation 
activity of the isotope is monitored for 10 minutes by a 
system of 16 collimated probes mounted in a helmet 
and applied to the scalp and by the measurement of 
end-tidal °Xe activity. Values for regional cerebral 
blood flow are calculated by two compartmental analy- 
ses of the recorded curves by a minicomputer during 
the 10-minute desaturation interval. The analysis is 
based on a modification of the Fick principle and suit- 
able computer programming. End-tidal Xe curves, 
recorded from the face mask, are used for correction 
of xenon recirculation to the brain. ?Xe emits gamma 
activity derived from the brain so that the desaturation 
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curves of gamma activity are used for regional cerebral 
blood flow measurement. Previous reports (1-4) have 
demonstrated that the noninvasive ™Xe inhalation 
method is highly reproducible and in good agreement 
with results obtained by the Xe intracarotid injec- 
tion method of Ingvar and Lasson. 

The !Хе inhalation method has several advantages 
over the intracarotid method. First, it is noninvasive. 
The inhalation technique measures blood flow through 
both the cerebral hemispheres simultaneously and the 
brain stem, whereas the injection method measures 
blood flow through only one hemisphere at a time and 
it does not measure brain stem blood flow. Although 
positron emission tomography quantifies brain metab- 
olism in three dimensions, the technique described 
above provides a two-dimensional measurement of 
brain blood flow. A comprehensive account of the pro- 
cedural details and instrumentation of this system has 
been described elsewhere (1-4). 

Little is known about human cerebral blood flew 
during depressed states. A recent study reported ab- 
normal rheoencephalographic measurements in circu- 
lar depressions with a return to more normal measure- 
ments following ECT (5). Rheoencephalographic mea- 
surements are based on impedance between scalp 
electrodes and are a complex index influenced by 
changes in pulse, scalp flow, cerebrospinal fluid, and 
cortical flow changes (1). This study examined region- 
al cerebral blood flow by using the Xe inhalation 
technique in a group of untreated depressed patients. 


Method 


Thirteen patients {4 men and 9 women; mean age 
(+SD)=30.07+7.33 years) with a diagnosis of major 


1450 CLINICAL AND RESEARCH REPORTS 


depressive disorder according to Research Diagnostic 
Criteria (6) were selected from the inpatient and out- 
patient clinics of the Texas Research Institute of Men- 
tal Sciences. We obtained informed consent, and we 
then excluded patients with physical illnesses by con- 
. ducting a physical examination and routine laboratory 
tests. All subjects underwent a medication washout 
period of 2 weeks, at the end of which their regional 
cerebral blood flow was measured using the !?Xe in- 
halation technique. 

Immediately before the blood flow measurement, 
the patients underwent a detailed psychiatric examina- 
tion by a Board-certified psychiatrist; their degree of 
depression was quantified using the Hamilton Rating 
Scale for Depression (7). Regional cerebral blood flow 
measurements were made under standard laboratory 
steady-state conditions (3). A control group consisted 
of 13 healthy volunteers matched for age, sex, and 
handedness who had undergone regional cerebral 
blood flow measurements under the same conditions. 


Results 


The depressed group of patients obtained a mean 
score (+SD) of 25+11.24 on the Hamilton Rating 
Scale for Depression. The gray matter flow values (Fg) 
for the two groups were compared. using Student's t 
test. The depressed group was found to have signifi- 
cantly lower Fg values for the left hemisphere com- 
pared to the age-matched nondepressed normal con- 
trols (depressed group mean (+SD) for left hemisphere 
Fg=75.52+11.71 ml/100 g brain wt per minute; control 
group mean for left hemisphere Fg=88.66+16.94 ml/ 
100 g brain wt per minute; t=2.27, p<.03). A similar 
trend was observed for the right hemisphere; however, 
the difference failed to reach statistical significance 
(depressed group mean for right hemisphere Fg= 
75.26::15.09 ml/100 g brain wt per minute; control 
group mean for right hemisphere Fg-86.18:- 14.48; 
t=1.84, p<.07). 

The regional cerebral blood flow Fg values of the 
depressed group were also correlated against the Ham- 
ilton depression scores. The left and right hemispheric 
Fg values of these patients showed highly significant 
inverse correlations with the depth of depression (left 
hemisphere, r=—.63, p<.009; right hemisphere, 
г=—.62, р<.01). 


Discussion 


The present report indicates that in severe depres- 
sion unassociated with organic brain disease there is 
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a bilateral hemispheric reduction of cerebral blood 
flow similar to the reduction seen in conditions associ- . 
ated with the loss of brain tissue, such as in Alzhei- 
mer's disease, multi-infarct dementia, and aging (8). 


.Symptoms of cognitive dysfunction, such 2% attention, 


concentration, and memory defects suggestive of mild 
diffuse organic dysfunction of the brain, are frequent 
accompaniments of depression. Serious impairments 
of these functions due to depression in the elderly may 
mimic organic dementia and are termed the pseudo- 
dementias (9). Regional cerebral blood flow has been 
shown to reflect levels of neural activity, and areas of 
increased neural metabolism have been associated 
with regional cerebral vasodilation (10). The present 
finding of decreased regional cerebral blood flow in de- 


‘pression seems to suggest neural hypoactivity in view 


of the fact that depression is a reversible illness 
unassociated with brain tissue loss. It must be pointed 
out that the association between cognitive dysfunction 
in depression and reduced brain blood flow reported 
here is speculative and that it needs replication with a 
larger sample of subjects and psychometric testing. It 
is difficult to compare the findings reported here with 
the data based on rheoencephalographic measure- 
ments because these measurements are influenced by 
several factors other than brain blood flow. 
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A Case Report of Cimetidine-Induced Depressive Syndrome 


BY' MILES K. CROWDER, M.D., AND J. KIRBY PATE, M.D. 


Cimetidine, a histamine H, receptor antagonist, is 
being prescribed increasingly to decrease gastric acid 
secretion in a variety of gastrointestinal disorders, par- 
ticularly duodenal ulcer and Zollinger-Ellison syn- 
drome (1). It is estimated that more than 11 million 
patients have been treated with cimetidine since its in- 
troduction in 1976 (2). Neuropsychiatric toxicity asso- 
ciated with cimetidine, with such manifestations as 
mental confusion, coma, visual hallucinations, lethar- 
gy, delirium, and agitation, has been noted in numer- 
ous case reports (3-9). The present report describes a 
patient in whom depression was probably induced by 
cimetidine. 


Case Report 


Mr. A, a 48-year-old man, was admitted to our hospital ` 


with a chief complaint of depression. He had noted mild sub- 
jective symptoms of depression 1 year previously and had 
experienced a definite increase in these symptoms 7 months 
before this admission. He reported sadness, feelings of 
worthlessness, diurnal variation in his mood, hypersomnia, 
loss of interest in usual activities, and a general sense of dis- 
appointment about his life. During the few weeks before his 
admission he had been unable to work and had contemplated 
suicide. 

Mr. A’s medical history was remarkable for recurrent pep- 
tic ulcer disease, dating from early adulthood, which had 
been treated successfully with 300 mg of cimetidine q.i.d. for 
the previous 7 months. 

Because of the temporal relationship between the onset of 
Mr. A's severe depressive features and the initiation of ci- 
metidine therapy 7 months before his admission, the cimeti- 
dine was discontinued on the 2nd hospital day. By the 10th 
hospital day (the 9th day Mr. A received no medication) his 
depressive symptoms had improved so dramatically that he 
no longer qualified for an antidepressant drug study. On the 
13th hospital day 300 mg of cimetidine q.i.d. was reinsti- 
tuted. A reevaluation of Mr. A on his 16th hospital day re- 
vealed that his depressive symptoms had returned, and a 
Hamilton Rating Scale for Depression score of 24 was ob- 
. tained. Cimetidine was again discontinued, and again his de- 
pressive symptoms quickly remitted. His Hamilton Rating 
Scale for Depression score on the 23rd hospital day had de- 
creased to 12. 
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Discussion 


Neuropsychiatric side effects related to cimetidine 
are rare, and when they do occur, they usually mani- 
fest themselves as an organic brain syndrome. To our 
knowledge there is only one previously reported case 
of depression related to cimetidine use; this occurred 
in an 81-year-old man whose depressive symptoms re- 
mitted rapidly after discontinuation of the drug (10). In 
that report Jefferson noted that neuropsychiatric com- 
plications are more likely to occur in the presence of 
advanced age, impaired renal function, associated se- 
rious medical problems, and a higher dose of cimeti- 
dine than that recommended. 

To our knowledge this is the second documented 
case of clinical depression related to the use of cimeti- 
dine. It is especially remarkable for two reasons. It oc- 
curred in a middle-aged man who was medically weil 
(with the exception of his peptic ulcer disease) and 
who lacked any of the predisposing characteristics 
cited by Jefferson. Also, there was a striking temporal 
relationship between his ingestion of the drug and the 
severity of his depressive symptoms, as well as his 
fluctuating Hamilton Depressive Scale scores. 

Given the initial enthusiasm concerning the thera- 
peutic efficacy of cimetidine, the drug is likely to be 
increasingly prescribed, with a resulting increase in 
the frequency of neuropsychiatric complications. It 
appears that both the organic brain syndrome and the 
less frequent depressive syndrome related to cimeti- 
dine are readily reversed by discontinuing the drug. 
Therefore, it is vitally important that psychiatrists, in- 
ternists, and family practitioners be aware of the pos- 
sible neuropsychiatric complications of this promising 
medication. 
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Prolongéd Confusional State and EEG Seizure Activity Following Concurrent ECT and 


Lithium Use 


BY RICHARD D. WEINER, M.D., PH.D., ALAN D. WHANGER, M.D., C. WILLIAM ERWIN, M.D., 


AND WILLÍAM P. WILSON, M.D. 


In the recent APA survey on electroconvulsive ther- 
apy (ECT), only 2096 of the psychiatrist respondents 
felt that lithium carbonate and ECT were incompatible 
(1). At the same time, however, there is growing evi- 
dence (2-6) that this combination may be associated 
with the development of a severe acute organic brain 
syndrome, even in patients who tolerate either treat- 
ment well when it is given separately. Although only 
Ray (3) and Small and associates (6) have reported tlie 
occurrence of seizure activity as a part of such a syn- 
drome (3, 6), the common presentation of waxing and 
waning disorientation and confüsion is similar to cer- 
tain types of seizure manifestations. Therefore, we 
present here à case in which the patient's EEG showed 
evidence of status epilepticus while at the same time 
the patient was in a fluctuating confusional state. 


Case Report 


Ms. A was a 33-year-old woman with a 14-year history of 
intermittent psychotic depressions; rapidly fluctuating 
mocds, occasional auditory hallucinations, and several sui- 
cide attempts. In the past her symptoms had been difficult to 
manage, and she had had only fair response to a wide variety 
of antidepressants and antipsychotic medications, hospital- 
izations, and ECT. About 2 years previously and at another 
facility she had received her last course of ECT, and then 
she was placed on lithium carbonate, tranylcypromine, and 
perphenazine. Lithium апа ECT were never given con- 
currently. While taking 900 mg/day of lithium, Ms. A had a 
steady-state lithium level around 0.8 mEg/liter. During her 
current episode, which lasted several months, she had re- 
ceived no psychotropic medication. Ms. A had no personal 
or family history of epilepsy or other neurologic disease, and 
at the time of this admission and before her ECT treatment 
her waking and light sleep EEG was normal. 

Because of Ms. A's persistent and severe level of psychot- 
ic and suicidal ideation, as well as her treatmerit history, it 
was decided to treat her with ECT and a course of bifronto- 
temporal treatments given three times a week was begun. 
The ECT treatments were modified by atropine, succinyl- 
choline, and thiopental sodium for injection; the electrical 
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stimulus was provided by a MECTA ECT device (using a 
bidirectional pulse stimulus). The sessions were monitored 
electroencephalographically with 80- to 90-second seizures 
produced at each treatment. 

Ms. A responded well clinically to ECT; her depressive 
symptoms were relieved and by the fifth ECT treatment only 
mild confusion and memory impairment were noted. In or- 
der to facilitate Ms. A's early discharge from the hospital, 
lithium carbonate was begun the day after her fifth ECT 
treatment; the initial dose was 300 mg administered twice 
daily. The next day, approximately 6 hours after the second 
dose of lithium, it was noted that Ms. A's confusion was 
increasing; she became disoriented and, at times, unrespon- 
sive to questions. Át no time were motor manifestations of 
convulsive activity present. The following morning, before 
her fourth lithium dose, Ms. A's lithium level was 0.37 mEq/ 
liter. Later the same day the lithium was discontinued. Ms. 
A's behavioral changes continued to persist, however, and 2 
days later an EEG recording revealed diffuse regular and ir- 
regular slowing that was punctuated by prolonged runs of 
bilaterally synchronous, high amplitude, triangular shaped 
waves at dbout three per second. During this recording her 
background EEG activity was markedly diminished, and she 
was unresponsive to questioning. The following day while 
Ms. A was under EEG monitoring, it was determined that 
both her extreme confusional state and the paroxysmal EEG 
activity were responsive to two brief 5-mg injections of 
diazepam i.v. given 10 minutes apart. Following these injec- 
tions, Ms. A was maintained on oral diazepam. This was re- 
placed by valproic acid when a repeat EEG administered 1 
week later continued to show abortive paroxysmal activity 
manifested by brief runs of diffuse, bilaterally svnchronous 
notched delta activity at 2 to 3 Hz. Ms. A was given an EEG 
every 1-2 weeks, which revealed a slow return to pre- 
treatment EEG activity by 9 weeks, following the fifth and 
final ECT treatment. Lithium carbonate was reinstituted 6 
weeks after completion of the sessions, and she had no ap- 
parent further episodes of confusion or deterioration. 


Discussion 


This case report documents the occurrence of a pro- 
longed confusional state and electrographic seizure ac- 
tivity in a patient taking lithium carbonate during the 
latter portion of a course of ECT. In 1975, Ray (3) re- 
ported the case of a patient being maintained on lith- 
ium who developed absence seizures 4 days after the 
third ECT treatment; the patient's serum blood level | 
was only 0.46 mEg/liter. More recently Small and as- 
sociates (6) reported the occurrence of a right temporal 
lobe epileptic focus in a patient receiving a combina- 
tion of lithium and right unilateral nondominant ECT. 
The clinical presentation of patients with generalized 
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seizures restricted to absence manifestations, e.g., al- 
terations of orientation, coghition, and consciousness, 
is quite similar to that given in some of the reports of 
acute organic brain syndrome associated with lithium 
neurotoxicity. Such side effects can occur with or 
without concurrent use of ECT or psychopharmaco- 
logic agents, and they do not appear to be related to 
serim blood levels. Because the EEG may often be a 
definitive procedure in uncovering the presence of un- 
derlying epileptiform activity, its use is crucial in the 
evaluation of such patients. 

The mechanism of epileptogenicity of the ECT/lith- 
ium combination is unclear. The occurrence of sponta- 
neous seizures following ECT itself has become ex- 
ceedingly rare since the widespread use of anesthesia 
modification. Indeed, electrically induced generalized 
seizures may exert an anticonvulsive effect upon epi- 
lepsy in humans (7) and interrupt the ‘‘kindling’’ phe- 
nomenon in animals. Because CNS norepinephrine ac- 
tivity appears to correlate inversely with seizure sus- 
ceptibility, it is tempting to relate such anticonvulsive 
action of ECT to its known potentiating effects upon 
CNS norepinephrine release, concentration, and turn- 
over. The presence of such a relationship, however, is 
confounded by a reported inverse effect of repeated 
electrically induced seizures upon the density of CNS 
B-adrenergic receptors and the activity of norepineph- 
rine-stimulated cyclic AMP (8). Yet, because lithium 
acts both to decrease CNS norepinephrine release and 
to inhibit the actions of anticonvulsant drugs (9), a pos- 
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sible role for norepinephrine mechanisms in the epi- 
leptogenicity of the lithium/ECT combination may be 
worthy of further consideration. Presumably such a 
shift in CNS norepinephrine balance might unmask the 
potentially epileptogenic effects of decreased GABA- 
minergic transmission, which is also known to be asso- 
ciated with ECT (10). 
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Thiazide-Induced Hypercalcemia in a Manic-Depressive Patient 


BY G. DAVIS GAMMON, M.D., M.S., AND JOHN P. DOCHERTY, M.D. 


A variety of neurological and psychiatric distur- 
bances may be seen secondary to the overt classical 
disorders of calcium metabolism; these disturbances 
usually resolve when the primary disorder is corrected 
(1, 2). Carman and associates (3, 4) have also sug- 
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gested a pathogenic role for even subtle derangements 
of calcium homeostasis in the periodic psychoses. 
Similarly, Alexander and associates (5) have reported 
a relationship between relatively minor shifts in serum 
calcium апа  meuroleptic-induced extrapyramidal 
symptoms. We describe a case that supports the hy- 
pothesis that mild derangements in calcium metabo- 
lism may play a crucial role in the pathogenesis of 
bipolar affective illness. This case illustrates the practi- 
cal importance of ascertaining and monitoring serum 
calcium levels in lithium-reiractory manic-depressive 
patients and suggests another potentially deleterious 
consequence of the combined use of lithium and thia- 
zide diuretics. ў 
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Case Report 


Mr. A, a 60-year-old man with a 7-year history of a psychi- 
atric disorder of late onset meeting Research Diagnostic Cri- 
teria (6) for manic-depressive illness, was admitted for the 
second time with lithium intoxication. He was the youngest 
of eight children. His father, an older brother, and a paternal 
cousin were reported also to have suffered from manic-de- 
pressive illness. Mr. A had been married 34 years. He had 
fathered and successfully reared two children who were cur- 
rently bappily married. Mr. A had always been moody, with 
somewhat prominent highs and lows, but he had functioned 
successfully socially and vocationally until the onset of the 
illness. The disorder was characterized by profound epi- 
sodes of depression with apathy, withdrawal, psychomotor 
retardation, dysphoria, and marked neurovegetative symp- 
toms, which alternated with elated states in which he demon- 
strated irritability, social gracelessness, poor judgment in fi- 
nancial matters, and antisocial behavior. Initially these epi- 
sodes were relatively mild, lasting 4-8 weeks, and were 
separated with interpolar periods of 3 to 12 months. 

The onset of Mr. A's illness occurred several years after 
he started receiving thiazide therapy (500 mg/day of chloro- 
thiazide) for essential hypertension. At first he had an ex- 
cellent response to lithium carbonate. He experienced nearly 
complete remission of his symptoms until approximately 3 
years before this admission, when he became progressively 
resistant to lithium therapy. His symptoms recurred despite 
continued lithium therapy at ever higher doses. The sympto- 
matic intervals were briefer—several weeks to a month— 
and more severe; before his admission the interpolar periods 
decreased to intervals as short as several weeks. Mr. A's 
increasingly severe and frequent symptomatic episodes ne- 
cessitated his retirement from a job he had held many years, 
which plunged his domestic life into chaos. His medications 
just prior to admission were 900 mg/day of lithium carbon- 
ate, 50 mg/day of hydrochlorothiazide, and 300 mg/day of 
hydralazine. 

A laboratory examination at admission disclosed that Mr. 
A had a serum lithium level of 2.3 mEg/liter, and repeated 
determinations showed his calcium levels were mildly ele- 
vated. We undertook a review of his medical history to as- 
certain the onset of frank hypercalcemia in relation to the 
emergence of lithium refractoriness, and we investigated his 
calcium metabolism. Before the onset of his manic-depres- 
sive illness and thiazide therapy the only serum calcium level 
that had been obtained in more than 20 years was 9.1 mg/dl. 
Two calcium levels obtained subsequently when the patient 
was becoming lithium refractory were mildly abnormal (10.6 
mg/dl taken 2!/; years before admission and 10.8 mg/dl taken 
1'/2 years before admission). During this admission Mr. A's 
serum calcium levels varied between 10.6 mg/dl and 11.1 mg/ 
dl, and his serum inorganic phosphorous levels were be- 
tween 2.1 mg/dl and 2.8 mg/dl. The serum creatinine was 1.4 
mg/dl and the creatinine clearance was 35 ml/minute. A 24- 
hour urine collection showed that his excretion of calcium 
was 900 mg and his excretion of phosphorous was 273 mg. 
His thyroid function studies were normal; serum protein 
electrophoresis revealed nó abnormal calcium-binding pro- 
tein. Hand X rays showed no changes pathognomonic of hy- 
perparathyroidism, Nephrogenous cAMP was 3.1 nmol/100 
ml glomerular filtration rate, and immunoreactive para- 
thyroid hormone-like substance was 0.92 wlEq/ml, with a si- 
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multaneous serum calcium of 10.7 mg/dl. These data sup- 
ported the diagnosis of low-grade hyperparathyroidism that 
had probably been subclinical until exacerbated by thidzide 
therapy. The provocative effect of thiazides on disorders of 
calcium metabolism is well known (7). e 

Because of the potential role of thiazide therapy in aggra- 
vating the disorder, the thiazide was discontinued and pro- 
pranolol was instituted for the control of Mr. A's hyper- 
tension. His serum calcium and phosphorous gradually be- 
came normal at 10.1 mg/dl and 3.5 mg/dl, respectively. 
Nephrogenous cAMP was 0.7 nmol/100 ml glomerular filtra- 
tion rate. 

Coincident with restoration of normal calcium homeo- 
stasis, Mr. A recovered from a severe depressive episode 
and appeared to enter an interpolar period in which dys- 
phoria and a mildly depressed mood were the only psychiat- 
ric stigmata. He was discharged over 2 years ago and was 
prescribed 10 mg of oral propranol q.i.d. for control of his 
hypertension. Since then, he has been free of the symptoms 
of manic-depressive illness. 


Discussion 


This case represents the late onset of bipolar af 
fective illness in a seemingly genetically predisposed 
individual. The onset of manic-depressive illness late 
in life usually occurs secondary to some significant 
metabolic derangement or neurological injury. Low- 
grade hypercalcemia secondary to mild hyper- 
parathyroidism appears a likely etiological agent in 
this case. The aberration in calcium metabolism ap- 
pears to have been aggravated by the thiazide therapy, 
and normal homeostasis was restored after its discon- 
tinuation. Although the patient's apparent recovery 
may have only reflected a natural vicissitude of the ill- 
ness, the remission of the illness may have resulted 
from resolution of the hypercalcemia. This seems 
likely because the resolution of the symptoms was 
coincident with rectification of calcium homeostasis. 
Furthermore, the remission has persisted well beyond 
any previous interpolar period. 

Carman and associates have shown that small but 
significant increases in total serum calcium immediate- 
ly precede or coincide with the switch into mania or an 
excited psychotic state in patients who suffered from 
periodic psychoses (3). Moreover, the experimental 
perturbation of serum calcium may significantly alter 
the frequency and severity of psychotic episodes in pa- 
tients with such illnesses (4). This case lends support 
to their observations of the importance of subtle de- 
rangements in calcium homeostasis in manic-depres- 
sive illness. It also supports the notion that inter- 
vention through a variable of possible importance in 
the switch process may be useful in the treatment of 
such disorders. Interventions against minor increases 
in serum calcium might be accomplished in a number 
of ways, such as the removal of provocative agents 
like thiazides (7), the use of vitamin D antagonists, the 
use of beta-blockers (8) to suppress parathyroid hor- 
mone output, or the use of synthetic salmon calcitonin 
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(4) to increase bone sequestration of calcium. Treat- 
. ments aimed at the switch mechanism are intriguing 
but largely untried. 

Pragmatically, this case emphasizes the possible 
harmful effécts of concomitant thiazide therapy on pa- 
tients undergoing lithium treatment. At the least, as 
this case suggests, serum calcium must be carefully 
monitored in such patients, and the treating psychia- 
trist should be aware that vulnerability to lithium in- 
toxication and the development of treatment refracto- 
riness may be due to small shifts in the patient’s level 
of serum calcium. 
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Preliminary Data on Ethosuximide and the Episodic Dyscontrol Syndrome 


BY PAUL А. ANDRULONIS, M.D., JOHN DONNELLY, M.D., BERNARD C. GLUECK, M.D., 
CHARLES F. STROEBEL, M.D., PH.D., AND BONNIE L. SZAREK, R.N. 


Over the past 2 years investigators at the Institute of 
Living have been conducting a formal study of the effi- 
cacy of ethosuximide in the treatment of patients with 
episodic dyscontrol syndrome. Detailed descriptions 
(1) of such patients include acts of violence, drug or 
alcohol abuse, traffic violations, arrests, job or school 
failures, suicide attempts, and resistance to conven- 
tional psychiatric interventions. As children, these pa- 
tients often suffered from head trauma, hyperactivity, 
and learning disabilities. They have a family history of 
alcoholism, sociopathy, and violence. Their EEGs 
have nonspecific temporal and frontal lobe abnormal- 
ities, 14/second and 6/second positive spiking in the 
temporal lobes (2), and sharp or slow wave activity in 
the posterior quadrant. Soft neurological sign exami- 
nations are usually positive. 

Other investigators (3-5) have postulated a role for 
the temporal lobe-limbic system in the etiology of vio- 
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lence. DSM-III has a new classification for such dis- 
orders of impulse control, namely, intermittent ex- 
plosive disorders. Patients who fit this diagnosis im- 
pulsively and precipitously exhibit violence under 
little or no stress toward themselves, other persons, or 
property. Increasing tension often precedes the dys- 
control act. The explosive episodes are repetitive, 
short in duration (minutes to hours), and end abruptly. 
Afterward these patients experience partial amnesia, 
guilt, and relief of tension. 

The focal point of this study is the possible relation- 
ship between this syndrome and an underlying dis- 
order of the CNS. The hypothesis is that these patients 
display acts of violence that are triggered by complex 
partial ictal events resulting from recurrent excessive 
disorderly discharges from the temporal lobes to the 
limbic system. Ethosuximide, an anticonvulsant for 
petit mal epilepsy, may inhibit such discharges. This 
medication also is associated with positive changes in 
school and social behavior among children with learn- 
ing disabilities and atypical EEGs (6). Ethosuximide is 
a particularly attractive medication because of its 
safety, known therapeutic blood level, and few side 
effects. . { ` 


Method 


In the ongoing controlled, double-blind, crossover 
study each patient is assigned to active medication for 
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one or two 8-week periods and to a placebo for one or 
two 8-week periods, for a total of 24 weeks. An inves- 
. tigator who is not blind to each patient's medication 
schedule monitors the patient's ethosuximide blood 
level. The instruments used by investigators who are 
blind to the study to evaluate the patient's clinical 
change are the Minnesota Multiphasic Personality In- 
ventory (MMPI), the Minnesota-Hartford Personality 
` Assay (MHPA), computerized daily nursing notes (7), 
nursing special behavior reports, standard clinical and 
computer analyzed EEGs (8, 9), and soft neurological 
sign examinations. 

To date 12 patients have been involved in the cur- 
rent research study; 7 have completed the full study 
protocol. Because. of the serious psychopathology of 
the study population the number of research can- 
didates has been limited, and the study is progressing 
more slowly than originally anticipated. However, the 
preliminary data from this study, together with the ret- 
rospective examination of clinical observations made 
on 70 patients exhibiting episodic dyscontrol treated 
with ethosuximide before this study, tend to support 
our hypothesis as stated above. Although sufficient 
data to warrant statistical analysis have not yet been 
accumulated, observations to date are encouraging 
and merit this preliminary report and; we think, the 
continuation of this study. Below we present an illus- 
trative case history. | 


Case Report 


Susan was 14 years old with a diagnosis of episodic dyscon- 
trol syndrome characterized by self-mutilation, assault- 
iveness, property damage, and multiple suicide attempts. A 
standard EEG taken at the time of her admission showed 
slow wave activity in the posterior quadrant and 6-10 Hz 
positive spiking over the right temporal lobe during sleep. 
Her admission computer-analyzed EEG had marked slowing 
over all areas, especially in the temporal leads. As she be- 
came drowsy, very high-voltage slow activity in the 4-8 Hz 
range appeared. 

The medication schedule for Susan was ethosuximide, pla- 
cebo, and then ethosuximide. During the first period she had 
four dvscontrol episodes, including two of self-mutilation, 
before a therapeutic ethosuximide blood level was reached. 
When the medication was at a therapeutic blood level (1250 
mg/day, 73.6 mg/liter), she had two episodes of verbal 
threats. Susan did not require thioridazine for dyscontrol 
during this period. In the second or placebo period, Susan 
had 11 dyscontrol episodes requiring 34 doses of thioridazine 
as necessary. During the third period Susan refused nine 
doses of ethosuximide, and she had eight dyscontrol epi- 
sodes when the ethosuximide fell below the therapeutic 
blood level. She required seven doses of thioridazine during 
this period. However, when the ethosuximide was restored 
to the therapeutic blood level, Susan had no dyscontrol epi- 
sodes and further thioridazine was not needed. Investigators 
who were blind to the drug treatment program made all the 
observations of Susan. | 

The MHPA results from both of Susan's active medication 
periods ‘showed that she manifested much less hostility, self- 
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criticism, defective superego integration, and paranoid 
thinking than during the placebo period. The computerized . 
daily nursing notes reflected that Susan had less antisocial 
behavior and more acceptable behavior during her active pe- 
riods. The MMPI showed substantially lower Фф scores dur- 
ing the active medication periods in all scales except the 
Masculine-Feminine and Ego Strength scales. Her neurolog- 
ical soft signs showed no significant change. A second com- 
puter analyzed EEG, recorded while she was taking active 
medication at a therapeutic blood level, showed a striking 
increase in alpha activity and a disappearance of the slow 
wave activity that was present when she was admitted to the 
study. In addition, there was a notable increase in the 
amount of synchronization occurring in all leads, especially 
the occipitals. 


Discussion 


The preliminary data tend to support the hypothesis 
that ethosuximide, when used in the treatment of pa- 
tients exhibiting episodic dyscontrol, has the potential 
for producing an excellent clinical response with few 
side effects. Many of these patients suffering from epi- 
sodic dyscontrol form a subcategory of the borderline 
syndrome. They are differentiated from other border- 
line states by the presence of dyscontrol episodes, ab- 
normal EEGs, and a history suggestive of organicity. 
Our present study is being pursued to 1) verify the ini- 
tial findings, 2) establish operational criteria for the 
DSM-III classification of intermittent explosive dis- 
order, 3) validate the diagnostic role of the computer 
analyzed EEG in this syndrome, and 4) develop a med- 
ication prediction profile. We are also collecting data 
to identify the relationships between variables dif- 
ferentiating subcategories of the borderline syndrome, 
including episodic dyscontrol. 
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Hypomania and Tricyclic Antidepressant Choice 


BY THOMAS E. STEELE, M.D., AND C. INGA TAYLOR, M.D. 


i 
e 


Evidence indicates that unipolar depression is clini- - 


cally, biochemically, and therapeutically heterogene- 
ous (1-4). Because some patients are more likely to 
respond to imipramine and others to amitriptyline, 
with little or no overlap between the two groups in 
most studies (1-3), the practitioner needs methods that 
require neither trial-and-error nor sophisticated bio- 
chemical assays to select the appropriate tricyclic anti- 
depressant. 

Recent work (5), as well as Kraepelin's earlier ob- 
servations, suggests that full-blown manic-depressive 
illness is the extreme on a continuum that includes 
varying degrees of cyclothymia. Others (4) note that 
some unipolar depressives who to date have not expe- 
rienced mood elevations resemble depressives with 
frank bipolar histories. Thus, the heterogeneous uni- 
polar group probably contains two more homogeneous 
groups: the ''pseudounipolars" (6), who represent 
milder degrees of cyclothymia and who are at greater 
risk to become frankly manic or hypomanic in the fu- 
ture, and the ‘‘true”’ unipolars, who have not and will 
not experience mood elevations. 

Although contrary results have been reported, the 
preponderance of evidence suggests that depressed 
patients with low urinary 3-methoxy-4-hydroxyphenyl 
glycol (MHPG) are imipramine responders and that 
patients with normal or elevated MHPG are amitripty- 
line responders (1-3). Furthermore, depressed manic- 
depressives tend to have low MHPG (2, 7), although 
again this is not conclusive (8). Given this evidence 
and the breadth of the cyclothymic spectrum—from 

‘mild mood swings to frank bipolar illness— we rea- 
soned that imipramine would be the tricyclic antide- 
pressant of choice for depressed patients whose his- 
tories suggest periods of hypomania (whether in obvi- 
ous or attenuated form). Conversely, amitriptyline 
would be the drug of choice for patients with histories 
devoid of subtle or obvious hypomanic behaviors. We 
report here an open pilot investigation designed to de- 
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termine whether a history of hypomania can aid in se- 
lecting the appropriate tricyclic antidepressant. 


Method 


Our subjects included 55 patients who were admit- 
ted consecutively to a Veterans Administration psy- 
chiatric outpatient clinic and who met the following 
criteria: primary affective disorder by the criteria of 
Feighner and associates (9), dysphoria and neurovege- 
tative disturbances severe enough to warrant antide- 
pressant medication, and no history of mania. Thus, 
the sample (54 men and 1 wornan; age range, 27-69 
years) represented patients with unipolar depressions 
of moderate and marked severity. Because these pa- 
tients were currently depressed, the assessment of 
each patient's history for hypomanic symptoms had to 
be retrospective. We chose the following three types 
of systems as indicative of a cyclothymic diathesis: 1) 
a period of increased energy and decreased need for 
sleep, with or without an increased sense of well- 
being; 2) behaviors such as impulsive traveling and 
spending of money, or making excessive long-distance 
telephone calls; and 3) episodes of irritability that were 
not concomitants of a depressive episode. Patients 
with a record of one or more of these three types of 
hypomanic symptoms (N=33) were treated with 
imipramine and patients without any of these symp- 
toms (N=22) were treated with amitriptyline; final 
doses of both drugs ranged from 100-350 mg/day and 
the modal dose range was 150-200 mg/day. Upper 
dose limits were determined by therapeutic response 
or unacceptable side effects. Although a planned drug 
crossover was not performed during the study period, 
19 of the 55 patients had previously received adequate 
but unsuccessful treatment with the other tricyclic 
antidepressant. 

We assessed each patient’s improvement on a four- 
point global change-of-state scale emphasizing af- 
fective and neurovegetative symptoms; only patients 
who showed moderate or marked improvement were 
considered positive responders to the drug. We used 
two-tailed t tests to analyze the data. 


Results 


Of the 33 patients who had a history of one or more 
hypomanic symptoms, 29 responded positively to 
imipramine; of the 22 patients who were negative for 
all three hypomanic symptoms, 20 responded positive- 
ly to amitriptyline. Thus, the combined success rate 
was 89%. 

Among the 49 patients who responded positively to 
imipramine or amitriptyline, the mean number (+SE) 
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of positive responses to the three hypomanic history 
items was 2.20.1 for the imipramine group (N=29) 
and zero for the positive responders to amitriptyline 
(N=20) (p«.001). 

The imipramine-responsive group was significantly 
younger than the amitriptyline-responsive group 
(p<.001); however, the age ranges for the two groups 
showed broad overlap. Current age (mean+SE) for the 
former was 42.3+1.9 years (range=27-61 years) and 
for the latter it was 57.4+1.4 years (range=45-69 
years). The age of onset of the patients’ first depres- 
sive episode for the imipramine group was 33.2+1.9 
years (range=20-54 years); for the amitriptyline group 
it was 49.6+2.2 years (range=28-65 years) (p<.001). 

There were no significant differences in agitation or 
retardation between the two groups. Of the 29 patients 
who responded to imipramine, 5 were agitated and 14 
were retarded; of those patients who responded to 
amitriptyline, 4 were agitated and 12 were retarded. 

Do patients who respond positively to one of these 
drugs represent spontaneous remissions, or are they 
patients who might have responded equally well to ei- 
ther drug? These two possibilities seem unlikely be- 
cause 13 of the 29 patients who responded positively to 
imipramine had previously had adequate but unsuc- 
cessful treatment with amitriptyline and 6 of the 20 pa- 
tients who responded positively to amitriptyline had 
previously had adequate but unsuccessful treatment 
with imipramine. Of the 6 patients who did not re- 
spond (4 of whom had one or more hypomanic symp- 
toms), 1 patient did not respond to imipramine, 2 pa- 
tients did not respond to amitriptyline, and 3 patients 
did not respond to either drug. 


Discussion 


This preliminary study suggests that the presence or 
absence of a history of hypomanic symptoms may aid 
us in choosing the appropriate tricyclic antidepressant. 
Many apparently unipolar depressed patients probably 
represent a forme fruste of bipolar disorder, given the 
broad-spectrum nature of that illness and the ease of 
overlooking the more subtle evidence of mood fluctua- 
tions (5). A failure to appreciate this heterogeneity 
may explain the lower response rates generally ob- 
served when a single tricyclic antidepressant is given 
to unselected unipolar patients. Because patients with 
unipolar depression represent a chemically hetero- 
geneous group (1-3, 7), a differential drug response is 
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to be expected. If one accepts the evidence that bipo- 
lar illness is associated with low MHPG and imipra-, 
mine responsiveness (2, 7), the younger age of our pa- 
tients who responded to imipramine is to be expected. 
Bipolar illness usually begins at a youngtr age (10), 
and one study (11) found increasing age to be related to 
amitriptyline responsiveness. Age alone, however, is 
not a sufficient guideline: although the mean ages were 
significantly different for the two groups, the age 
ranges showed considerable overlap. This was true not 
only for current age, which is an artifact of the mo- 
ment, but also for age at onset of first depression, 
which may reflect more enduring biological character- 
istics. A history of subtle or obvious hypomania, if 
carefully obtained, also represents an enduring charac- 
teristic that is not influenced by transient changes in 
state. Given the controversial reports regarding 
MHPG and a patient’s responsiveness to imipramine it 
would be most useful if controlled investigations 
would validate our suggestion that the results of a 
carefully obtained clinical interview can point the ther- 
apist to the appropriate tricyclic antidepressant. 
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Effects of Thioridazine on the Cognitive Functioning of a Hypotonic Schizophrenic Boy 


BY MOHAMED INAYATULLA, M.A., AND SHEILA CANTOR, M.D. 


The uneven performance of schizophrenic children 
on tests of cognitive functioning has been described 
previously (1-2). Less is known regarding the effects 
of psychotropic medications upon cognitive function- 
ing in schizophrenic children. Phenothiazines bind to 
cholinergic and dopaminergic receptors. Because 
there is evidence (3, 4) that both these neurotransmit- 
ter systems are involved in cognitive functioning, it 
would be anticipated that cognitive functioning would 
be affected by the chronic ingestion of these agents. 
Nonetheless, medication is prescribed in the hope that 
the benefits obtained from decreasing psychotic symp- 
tomatology will outweigh the deficits inherent in the 
adverse side effects. 


Case Report 


An 11-year-old hypotonic schizophrenic boy was referred 
to one of us (S.C.) for assessing the appropriateness of in- 
cluding him in a day hospital program. He is the subject of 
our study. The boy had been diagnosed as being ‘‘on the 
autistic continuum” at age 3 years, 2 months, and he had 
been observed by physicians for 8:/ years. At no time did he 
have evidence of neurological deterioration or focal neuro- 
logical signs, despite an EEG at 10 years, 2 months that re- 
vealed ‘‘ехсеѕѕіуе slow wave activity in the left posterior 
temporo-parietal areas." The child, in fact, resembled in 
every way the hypotonic schizophrenic children described 
elsewhere in detail (5 and unpublished data being prepared 
by Pearce and associates), and he met DSM-III criteria for 
Schizophrenia (manifesting illogicality and incoherence in 
the presence of flat affect). 

One of us (M.I.) administered the WISC-R to the boy on 
three separate occasions, and table 1 describes the results of 
this testing. 

The first test was administered when the child was 10 
years, 2 months old. He had received low doses of chlor- 
promazine beginning at age 3'/2, methylphenidate for a few 
months between the ages of 3!/; arid 4'/2 years (administered 
erraticallv by his parents), and constant low doses of thio- 
ridazine beginning at age 9. The psychotropic medications 
had been prescribed for hyperactivity, excessive anxiety, 
easy distractibility, and poor frustration tolerance and tem- 
per tantrums. His performance was superior on the block 
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design portion. From the time he was 7 years old. it was 
surmised that he might have a superior ability in block de- 
sign, as well as a markedly impaired verbal capacity. 

The second test was administered when the boy was 11 
years, 6 months old. At that time he had been taking 200 mg/ 
day of thioridazine for 16 months. We began a gracual de- 
crease in the psychotropic medication, and weekly psycho- 
therapy sessions were initiated (with S.C.). While taking 
thioridazine, he had mildly decreased muscle tone and 
muscle power. His most striking symptoms were poverty of 
speech, poverty of content of speech, very flat affect with 
expressionless facies, and anxiety that escalated easily and 
was expressed by withdrawal and tearfulness. He had no 
evidence of delusional thinking or hallucinatory activity. His 
superior performance on the block design portion of the test 
was maintained (but did not improve), and he demonstrated 
superior ability on the object assembly subtest as well. 

The third test was administered when the child was 11 
years, 10 months old. He had not taken any medication for 3 
months; his medication had been withdrawn with little diffi- 
culty over an 8-week period. Specifically, he had no sleep 
disturbance or dramatic exacerbation of psychotic symp- 
toms. Clinically, however, he exhibited many changes. His 
affect remained severelv restricted, but his facies were no 
longer expressionless, and he had a minimai affective range; 
episodes of giggling were common and at times obviously 
involuntary; he had a marked increase in grimacing; his 
speech had increased dramatically but with much evidence 
of disorganized thinking (illogicality, derailment, incoher- 
ence, and occasional clang associations); hyperacusis was 
noted; and bodily delusions appeared and visual hallucina- 
tions were suspected. Significant changes were also noted in 
his motor ability. Specifically, his muscle tone and power 
were now moderately decreased; his reflexes were difficult 
to obtain, particularly in the upper limbs; and he was unable 
to sit unsupported for prolonged periods of time. He now 
expressed increased anxiety by an increase in grimacing and 
mannerisms rather than by withdrawal and tearfulness. He 
related much more warmly to his therapist, family, and 
teachers. His cognitive rigidity decreased, and he was much 
more willing to attempt new tasks and risk failure. He report- 
ed that he felt good." He performed significantly better on 
the block design and similarities subtests than in the first 
testing, which confirmed our previcus impressions that he 
had an exceptional capacity in some areas of functioning. 


Discussion 


A child's developing years are critical in achieving 
normal cognitive development (4), and psychosis in 
childhood undoubtedly interferes with normal cogni- 
tive development. Therefore, it is essential (hat those 
who care for psychotic children develop means to im- 
prove the cognitive development of such children and 
avoid therapeutic interventions that may further inhib- 
it such development. | 
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TABLE 1 
WISC-R Scores for a Hypotonic Schizophrenic Boy 





Boy's Age at Time of Testing 








10 years, 11 years, 11 years, 
Subtest * 2months? ^ 6months? 10 months* 
Verbal. 
Information 3 3 3 
Similarities 1 5 
Arithmetic 6 6 
Vocabulary 4 1 1 
Comprehension 1 1. 
Digit span 6 5 
Performance 
Picture completion 10 11 13 
Picture arrangement 6 6 6 
Block design 14 14 19 
Object assembly 8 13 14 
Coding 1 3. 2 
Verbal 52 58 
Performance 85 95 105 
Full scale 72 79 





Test administered during initial psychiatric assessment; boy had received 
various psychotropic drugs beginning at age 3:/. 

"Test administered after boy had received 200 mg/day of thioridazine for 16 
months. 

"Test administered 3 months after all medication had been withdrawn. 


There is evidence that many psychotic children are 
visually unimpaired (unpublished data being prepared 
by Pearce and associátes and Dueck and associates) 
and, in fact, depend upon their visual apparatus to 
compensate for deficits in other systems (unpublished 
data being prepared by Ireland and Cantor). It seems 
likely that by helping stich children develop their 
strengths (as reflected by their performance on the 
block design and object assembly subtests of the 
WISC-R) therapists will enhance the likelihood that 
these children will be able to function independently 
during their adult years. Therapeutic agents that inter- 
fere with the ability of these children to use these 
strengths should be avoided. 
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Despite the fact that the boy had an increase in 
thought disorder after his psychotropic medication 
was discontinued, he is functioning better without 
medication than he did with medication. His family, 
teachers, and therapist agree that when he i€not taking 
medication he relates better, feels better, and has im- 
proved educability. Although his improvement in re- 
lating and subjective well-being could also reflect the 
benefits of psychotherapy, it is doubtful that his 
changes in cognitive functioning (represented by high 
scores on WISC-R) could be attributed to the minimal 
psychotherapeutic intervention he received—once a 
week for 3 months. 

Controlled studies of the effects of psychotropic 
medication on cognitive functioning are needed, par- 
ticularly in psychotic and functionally retarded chil- 
dren. There is evidence that with careful and intensive 
therapeutic intervention childhood psychosis need not 
have a bleak prognosis (7). However, the iatrogenic 
inhibition of cognitive functioning should be avoided. 
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Seizures During Tricyclic Therapy 
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BY MICHAEL R. LOWRY, M.D., AND FREDERICK J. DUNNER, M.D. 


. 


It was noted in several reports (1-5) of early clinical 
trials of imipramine that seizures occurred as an infre- 
quent side effect in up to 4% of the patients studied (4). 
Betts and associates (6) and Dallos and Heathfield (7) 
subsequently analyzed the histories of 16 patients who 
had seizures during antidepressant therapy (13 pa- 
tients received amitriptyline, 2 patients received 
imipramine, and 1 patient received protriptyline). 
Thirteen of these patients were noted to be pre- 
disposed to the development of seizures by one or 
more of the following factors: a personal history of sei- 
zures, a family history of convulsive disorder (associ- 
ated with epileptiform EEGs in 3 of these 4 patients), 
cerebrovascular disease, alcoholism, barbiturate with- 
drawal, prior ECTs, intramuscular administration of 
amitriptyline, and a combination of amitriptyline with 
chlorpromazine. Betts and associates (6) recommend- 
ed that all patients taking such drugs be cautioned 
against driving for a few weeks after starting medica- 
tion or after increasing the dosage and that patients 
with a presumed low convulsive threshold be closely 
supervised (preferably in a hospital) while taking tri- 
cyclics. As an alternative, Dallos and Heathfield (7) 
suggested that when risk factors such as the above are 
present, anticonvulsant medication should be adminis- 
tered simultaneously with antidepressants. 
` More recently Toone and Fenton (8) studied 41 pa- 
tients who had seizures that were thought to be due to 
treatment with psychotropic drugs or withdrawal from 
sedatives; 10 patients had received amitriptyline and 7 
had received imipramine. Patients with epilepsy or 
suspected organic brain disease were excluded from 
the study. Toone and Fenton were unable to demon- 
strate the importance of either a family history of con- 
vulsive disorder or a history of ECTs, but they found 
that the occurrence of seizures was associated with a 
history of postnatal brain damage and with an in- 
creased ingestion of psychotropic drugs the week be- 
fore a seizure. 

Although a number of factors are thus presumed to 
predispose patients to seizures during tricyclic treat- 
ment, to our knowledge no systematic study of these 
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factors and their association with seizures has been 
conducted among a large number of patients under- 
going antidepressant therapy. We made such a study 
using 400 patient records from the Iowa Psychiatric 
Hospital; our findings are reported below. 


Method 


The consecutive records of patients 15 years or old- 
er who were treated at Iowa Psychiatric Hospital since 
1959 and who had an inpatient discharge or an out- 
patient summary diagnosis of depression were re- 
viewed. We included patients who had received 
imipramine or amitriptyline for at least 1 week (or less, 
if they had had seizures in the first week of treatment) 
and divided them into two groups, those who received 
imipramine and those who received amitriptyline. 
Those factors presumed to predispose patients to sei- 
zures during tricyclic therapy were extracted from the 
patients' records (see table 1). Data were collected re- 
garding each patient's most recent course of tricyclic 
medication. A total of 400 records was analyzed. 


Results 


The imipramine and amitriptyline groups were very 
similar with respect to age, sex, patient status, maxi- 
mum dose of tricyclic prescribed, and length of follow- 
up available in the records (from first course of antide- 
pressant medication at this hospital to last clinic visit). 
There were 353 (88%) inpatients and 47 (12%) out- 
patients, ranging in age from 15 to 84 years (mean+ 
SD=50.6+ 14.6); 145 (36%) patients were men, and 255 
(64%) patients were women. The patients were pre- 
scribed maximum doses of tricyclic medication rang- 
ing from 40 to 300 mg/day, with an average maximum 
dose of 150.9+ 50.3 mg/day. Length of follow-up time 
varied from 1 to 221 months, with a mean of 28.5+42.7 
months. 

Those factors presumed io predispose patients to 
seizures during tricyclic therapy are summarized in 
table 1. Five patients had seizures during childhood 
only, three in association with febrile episodes. Anoth- 
er patient had seizures immediately after a concussion; 
2 patients had seizures during periods of withdrawal 
from sedative drugs, 1 patient had a seizure after an 
insulin overdose, 1 patient had seizures during eclamp- 
sia of pregnancy, and 2 had seizures at the time of 
strokes. Only 2 patients had histories of idiopathic 
grand mal convulsive disorder in adulthoog. 

Four patients out of the 400 had seizures during tri- 
cyclic treatment. All 4 of the patients were taking ami- 
triptyline at the time. Two of thesb patients were the 
epileptic patients noted above and 2 were women with- 
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TABLE 1 
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Number and Histories of Patients Who Had Seizures During Tricyclic Antidepressant Treatment 








Patients Treated with Tricyclics (N 400) 





Factor Predisposing Patient to Seizure 


Amitriptyline (N=200) 


Imipramine (N=200) 





Convulsive disorder 


In patient 6 

In family 8 
Abnormal EEG 26 
Postnatal brain damage 1 
Head trauma 12 
Cerebrovascular disease 4 
Prior ECT 89 
ECT during index drug treatment? 23 
Phenothiazine during index drug treatment 40 





* All patients who had seizures were in the amitriptyline group. 


Patients Who Had Seizures (N=4)? 


кю 
Dr mee CU AN 


Difference between drug zroups is significant, p<.01 (chi-square with Yates’ correction). 


out a personal history of convulsions or epilepsy but 
with strong family histories of epilepsy. 

One of the epileptic patients, a 58-year-old man, had 
a history of intermittent convulsions and abnormal 
(nonfocal, nonspecific) EEGs despite maintenance 
therapy with phenytoin and phenobarbital. He had a 
seizure after 2 weeks of taking amitriptyline; the sei- 
zure occurred the day after amitriptyline was in- 
creased from 25 mg/day to 50 mg/day. The amitripty- 
line treatment was then reduced to 25 mg/day, but he 
had another seizure 1 week later. He was shortly 
thereafter discharged, and no follow-up information 
was available to us. The other epileptic patient, a 53- 
year-old man, had not had a seizure in 9 months before 
his hospitalization and had had a normal EEG before 
starting amitriptyline. He had a seizure after 6 weeks 
of amitriptyline treatment—3 weeks after a reduction 
in dosage to 50 mg/day. The amitriptyline treatment 
was stopped and phenytoin treatment started, and his 
seizures were satisfactorily controlled for the next 8 
years. 

One of the women, age 40, suffered a generalized 
seizure on the third day of treatment while taking 150 
mg/day of amitriptyline in combination with 6 mg/day 
of trifluoperazine. The latter drug was stopped, and 
she had no further seizures during 4 more weeks in the 
hospital, although a subsequent EEG revealed non- 
focal sharp and spike activity. The second woman, age 
50, had a history of chronic minor head trauma and 
paroxysmal bursts of generalized spike and slow activ- 
ity on an EEG at the time her amitriptyline treatment 
was begun. She had 2 seizures after 2 weeks of drug 
therapy—1 week after reaching 200 mg/day and 1 day 
after the discontinuation of Fiorinal (2 tablets every 4 
hours p.r.n. for headache). Phenytoin was added to 
her regimen, and she had no further seizures during 2 
weeks of жш hospitalization. : 


Discussion 


Two of the four patients who had seizures during 
tricyclic treatment were known epileptic patients. 
'Their seizures may have been unrelated to drug treat- 
ment. The other two patients who had seizures also 
had strong family histories of epilepsy and abnormal, 
epileptiform EEGs. All of these factors have been as- 
sociated with tricyclic-induced seizures in previous 
studies (1, 3, 6, 7). These factors probably explain the 
difference in the number of seizures found between the 
amitriptyline and the imipramine drug groups. 

This study suggests that the overall incidence of sei- 
zures during tricyclic treatment is approximately 196 
and among nonepileptic patients is perhaps !/296, 
which is an estimate consistent with the impression of 
Kiloh and associates (9). 
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Reversal of Dexamethasone Nonsuppression with Sleep Deprivation 


‘in Primary Depression 


BY HENRY А. NASRALLAH, M.D., SAM KUPERMAN, M.D., AND WILLIAM CORYELL, M.D. 


Under normal conditions, the administration of 1 mg 
of dexamethasone results in the suppression of plasma 
cortisol for the next 24 hours (1). This reflects the re- 
sponsiveness of the hypothalamic-pituitary-adrenal 
axis to exogenously administered steroid. About 40% 
of depressed patients show abnormal resistance to 
dexamethasone suppression, although individuals with 
other psychiatric disorders have almost uniformly sup- 
pressed normally with dexamethasone (2, 3). Several 
investigations have considered abnormal dexametha- 
sone suppression as evidence for disruption in the cir- 
cadian rhythm of the hypothalamic-pituitary- adrenal 
axis (4, 5). 

Sleep deprivation has been shown by numerous 
studies (6) to exert a transient antidepressant effect in 
up to two-thirds of depressed patients, particularly in 
patients with severe ‘‘endogenous’’ depression. Sleep 
deprivation is mainly a research tool in the United 
States, but it is widely used in Europe as a therapeutic 
modality (7) and as a predictor of response to tricyclic 
antidepressants (7). The mechanism for the antide- 
pressant action of sleep deprivation remains unknown, 
but it has been postulated that it is related to correc- 
tion of disturbed diurnal rhythm (8), which may be part 
of the pathophysiology of primary depression. 

Taken together, the above findings suggest that 
dexamethasone nonsuppression in depression and the 
antidepressant effects of sleep deprivation may be re- 
lated to a common physiological mechanism. This pos- 
sibility led us to study the effects of repeated sleep 
deprivation treatments on the hypothalamic-pituitary- 
adrenal axis in a patient with endogenous depression. 


Case Report . 


Mr. A was a 47-year-old divorced farmer, who was 
brought to the hospital by his children because of his inabili- 
ty to function. Retardation was a prominent feature of his 
clinical condition. He would stand in one spot, bow his head, 
and hardly move or interact at all. He had initial and terminal 
insomnia, decreased energy, increased weight loss, and im- 
paired concentration and memory. He felt he did not deserve 
to be a veteran, and that whatever he did would end up in 
failure. He no longer cared about anything, and although he 
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was not suicidal, he felt that it was “а over," he was going 
to die, and he should be shot. 

Mr. A's psychiatric history included depressive episodes 
separated by complete remission at ages 21, 27, 29, 31, and 
46; he had no history of mania or hypomania. His symptoms 
usually included psychomotor retardation, hypersomnia, 
and thoughts that all his livestock and children were sick and 
that he was going to die. At one time, he also reported the 
voices of his parents telling him he was ‘‘done for." His 
medical history included slight hypertension, gout, obesity, 
and adult onset diabetes 1 year before this admission. Mr. A 
had no family history of psychia:ric illness, except for a sis- 
ter who was hospitalized for an unknown nervous condition. 

Mr. A consented to participate in a study comparing a 
course of overnight sleep deprivation (given three times a 
week for 2 weeks) ta a course of ECT. Dexamethasone sup- 
pression tests were done at baseline, then after every two 
sleep deprivation treatments, and after the second, fourth, 
and seventh ECT treatments. At 11:00 p.m. 1 mg of dexa- 
methasone was given orally and at 8:00 a.m. the next morn- 
ing blood was drawn to determine Mr. A's cortisol level (ra- 
dioimmunoassay). T^e first three ECT treatments were uni- 
lateral and the last five were bilateral. The Hamilton 
Depression Rating Scale was done at baseline and every 
week thereafter. Mr. A also campicted a self-rating (visual 
analogue) mood scale every day." 

The results are summarized in table 1. Mr. A’s baseline 
8:00 a.m. cortisol level was 16.2 ug/dl, and his baseline post- 
dexamethasone 8:00 a.m. cortisol level was 7.1 ug/dl. (At 
our center nonsuppression is defined as a plasma cortisol 
level exceeding 5.0 ug/dl at 8:00 a.m. 9 hours after 1 mg of 
dexamethasone is ingested.) 

After the first two sleep deprivation treatments, Mr. A 
showed relatively mild clinical improvement with increased 
response to questions, better eye contact, and increased mo- 
bility and participation in ward activities. His daily self-rat- 
ings and the nurses' notes also reflected this improvement. 
Although he continued to look depressed and to express self- 
deprecatory ideas, his dexamethasone nonsuppression re- 
verted to normal suppression (1.4 ug/d]) the day after the 
first two nights of sleep deprivation. 

Mr. A showed less clinical improvement after the third 
sleep deprivation treatment and borderline dexamethasone 
suppression (4.8 ug/dI) 3 days later. He seemed to worsen 
after the fourth session of sleep deprivation and reverted to 
nonsuppression with dexamethasone (11.3 g/dl) 2 days af- 
terward. Although he continued to worsen after the fifth and 
sixth sessions of sleep deprivation his postdexamethasone 
cortisol level 1 day after the sixth session was barely non- 
suppressed (5.2 g/dl). 

After the first two unilateral ECT treatmefits, Mr. A 
showed the highest degree of dexamethasone nonsuppres- 


'The patient's daily selt ratrogs 0 on the visual analogue are avail- 
able on request from Dr. Nasrallah 
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TABLE 1 
Postdexamethasone Cortisol Levels in a Depressed Patient Before, 
During, and After Sleep Deprivation and ECT 








Hospital Postdexamethasone Hamilton 
Day Treatment Cortisol Level (ug/dI)* Score? 
2 16.2* 
3 7.3 
4 36 
`$ Sleep deprivation 
8 Sleep deprivation 
9 1.4 
10 Sleep deprivation 28 
15 Sleep deprivation 4.8 ` 
17 31 
18 113 ` 
19 Sleep deprivation 
21 Sleep deprivation , 
23 Unilateral ECT 5.2 
25 Unilateral ECT 21 
27 20.7 
28 Unilateral ECT 
32 Bilateral ECT | 
34 ; 2.1 
35 Bilateral ECT 
37 Bilateral ECT 8 
39 Bilateral ECT 
41 1.0 
42 Bilateral ECT | 
44 5 





“All samples taken at 8:00 a.m. 

^Hamilton Depression Rating Scale scores reflect resolution of the depres- 
sion. 

*Patient did not receive dexamethasone the night before. 


sion (20.7 yg/dl); he was clinically unimproved and still 
very depressed. However, he reverted to normal suppres- 
sion (2.1 ug/dl) after two more ECTs (one unilateral and 
one bilateral), which also coincided with the onset of signifi- 
cant improvement in his depression as reflected by the Ham- 
ilton Depression Rating Scale. 

Mr. A continued to improve considerably and was fully 
recovered after the ECT course. His postdexamethasone 
cortisol level was normally suppressed (1.0 g/dl) at that 
time. 


Discussion 


Our findings suggest that sleep deprivation treat- 
ment produced mild, transient antidepressant effects 
and a concomitant correction of dexamethasone non- 
suppression in a patient with primary or endogenous 
depression. To our knowledge this is the first demon- 
stration of the restoration of normal dexamethasone 
suppression with sleep deprivation. 

It is noteworthy that in Mr. A, dexamethasone sup- 
pression was achieved without the onset of significant 
clinical improvement in his depressive state. It has 
been shown that dexamethasone suppression is re- 
stored only after the clinical depression responds to 
treatment (2). Thus, it may be that although clinical 


\ 
i 


Am J Psychiatry 137:11, November 1980 


improvement of endogenous depression is usually as- 
sociated with the correction of dexamethasone non- 
suppression, the reverse may not necessarily apply. 
Sleep deprivation is postulated to exert an antide- 
pressant effect by- correcting a disturbance of diurnal 
rhythm (8) in depression but other factors may also be 
involved. Because cortisol secretion in depression is 
also related to a diurnal rhythm disturbance (4), it is 
possible to suspect that the correction of dexametha- 
sone nonsuppression with sleep deprivation in our pa- 
tient may be associated with the normalization of a dis- 
turbed diurnal rhythm (without a simultaneous signifi- 
cant improvement in the depressive symptoms as 
measured by the Hamilton Depression Rating Scale). 
The corrective effect of sleep deprivation on dexa- 
methasone nonsuppression was, however, not sus- 
tained beyond the fourth sleep deprivation treatment. 
With ECT, unlike sleep deprivation, the onset of sig- 
nificant improvement in Mr. A's depression was tem- 
porally associated with the correction of dexametha- 
sone nonsuppression, as was reported by others (9). 
Our finding that sleep deprivation can affect the hy- 
pothalamic-pituitary-adrenal axis and reverse dexa- 
methasone nonsuppression of cortisol without a con- 
comitant and significant improvement in depression 
(as with tricyclic antidepressant and ECT) may offer 
an important and useful link in understanding the neu- 
roendocrine correlates of the antidepressant response. 
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, Paranoid Schizophrenia and Platelet MAO Activity 


BY MIRON BARON, 
° 


Monoamine oxidase (МАО), a crucial enzyme in the 
degradation of biogenic amines, is implicated in the 
etiology of several psychiatric disorders. Although 
most reports show reduced platelet MAO activity in 
chronic schizophrenia, the extent of reduction varies 
greatly across studies. Diagnostic heterogeneity may 
explain the variability in research results (1). Illness 
subtyping may also prove useful in dissecting biologi- 
cal forms of schizophrenia (2). Specifically, some in- 
vestigators (1, 2) have claimed that paranoid schizo- 
phrenia is biologically different from other schizophre- 
nias; their claims are based on the fact that abnormally 
low platelet MAO levels are found in chronic schizo- 
phrenic patients who are diagnosed as paranoid or as 
having secondary paranoid features. However, other 
investigators (3-5) have failed to replicate these find- 
ings. 

The relationship of MAO activity to schizophrénie 
subcategories has not been studied extensively and the 
data reported have not been based on uniform diagnos- 
tic and assay procedures. As a result, we decided to 
reexamine this issue by correlating several diagnostic 
scales of the paranoid dimension with platelet MAO 
activity in a new sample of schizophrenic patients. 


Method 


We chose 24 men with chronic schizophrenia and 22 
age- and sex-matched control subjects. Diagnostic as- 
sessments were based on the Schedule for Affective 
Disorders and Schizophrenia (SADS) (6) and the Re- 
search Diagnostic Criteria (RDC) (6). The patients rep- 
resented consecutive admissions to a clinical research 
ward at New York State Psychiatric Institute. They 
had never been treated with tricyclics, MAO inhib- 

‘itors, or lithium. Baseline blood samples were ob- 
tained from all patients after a 2-week washout period. 
Drug-free control subjects were recruited from local 
college students after an interview to exclude those 
with psychopathology. We also excluded subjects who 
had a history of alcoholism, drug abuse, and neurologi- 
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cal or medical disorders. The schizophrenic patients 
were classified as paranoid or nonparanoid using the 
subtyping criteria of RDC (N=12 and №12, respec- 
tively) and the criteria of Tsuang and Winokur (7) 
(N=10 and N= 14, respectively). The paranoid dimen- 
sion was further quantified by the MMPI paranoia 
scale and a 7-point severity scale of persecutory delu- 
sions and hallucinations derived from the SADS. 

The method of Murphy and associates (8) was used 
for measuring MAO activity. We obtained 18-ml blood 
samples by venipuncture and collected them in Bec- 
ton-Dickenson #4798 tubes cortaining 2 ml of acid- 
citrate-dextrose solution. Platelez-rich plasma was pre- 
pared by a 10-minute centrifugation at 1000 rpm. Ali- 
quots of platelet-rich plasma were removed for platelet 
counting on a Coulter Counter and for MAO assay us- 
ing “C-benzylamine as substrate. MAO was assayed 
using duplicate samples. Samples were collected con- 
currently from all subjects and determined at random. 
Product formation was measured by liquid scintillation 
of spectrometry. All determinations were made by in- 
vestigators who were blind to the patient’s diagnosis. 
We used two-tailed t tests to analyze the date. 


Results 


Platelet MAO activity was significantly lower in the 
chronic schizophrenic patients than in the control sub- 
jects (mean+SE=7.16+0.72 and 9.17+0.57 nmol/10° 
platelets per hour, respectively; p<.05). Using the 
subtyping criteria of the RDC and Tsuang and Wino- 
kur, we found no significant difference between the 
paranoid and nonparanoid subtypes. We also found an 
inverse correlation between MAO activity end the 
MMPI paranoia scale (r=—.38), as well as the SADS- 
based measure of persecütory delusions (г= —.31) and 
hallucinations (r=—.30), although neither result 
reached statistical significance. 


Discussion 


Because patients with schizophrenia are likely to be 
genetically and biologically heterogeneous, reliable 
means of differentiating among illness types are 
strongly needed. Chronic paranoid schizophrenic pa- 
tients have recently been found to differ from non- 
paranoid schizophrenic patients in MAO activity (1, 
2). It is also noteworthy that a significant inverse cor- 


relation between the paranoia scale and platelet MAO 


activity has been noted in normal subjects with ele- 
vated MMPI profiles (2). 

The present results confirm the observation that de- 
creased MAO activity occurs in a subset of ргйепіѕ 


f 
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with chronic schizophrenia. However, the paranoid- 
nonparanoid dichotomy, as determined by RDC and 
the criteria of Tsuang and Winokur, fails to correlate 
with MAO activity. These findings are consistent with 
the data of-Berger and associates (3), Van Valkenburg 
and Crowe (4), and Baldessarini (5), but they are at 
variance with several other reports (1, 2). The appar- 
ent discrepancy among the various reports poses prob- 
Jems for the use of subtype diagnosis as a predictor of 
MAO activity in schizophrenia. Although conflicting 
results have previously been attributed to nonuni- 
formity of descriptive criteria, these variables have 
been carefully considered in the present study. It is 
worth noting, however, that the paranoid dimension, 
as measured by two separate scales of psychopatholo- 
gy, is inversely correlated with MAO activity even 
though the results fall short of statistical significance. 
This may indicate that platelet MAO activity may have 
some predictive power with respect to the paranoid 
profile, but that extrapolation from this observation to 
explicit subtype diagnosis is premature. 

More studies are needed to clarify the relationship 
between clinical description and platelet MAO activi- 
ty. As proposed elsewhere (9), however, descriptive 
phenomenology will probably be of limited use in vali- 
dating biological subdivisions of schizophrenia. Other 
predictors, such as the distinction between genetic and 
nongenetic types of the illness, may prove more useful 
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in defining homogeneous subsets of schizophrenic pa- 
tients who have differing biochemical characteristics , 
(10). : 
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Manic Psychosis Following Rapid Withdrawal from Baclofen 


. BY EDWARD S. 4RNOLD, M.D., STEVEN M. RUDD, M.D., AND HOWARD KIRSHNER, M.D. 


Baclofen, which is structurally related to GABA and 
presumably acts as a GABA agonist, has been shown 
to inhibit spinal reflexes and has been used successful- 
ly in the treatment of various spastic disorders. More 
recently, studies (1) presenting evidence that baclofen 
has an inhibitory effect on mesolimbic dopamine neu- 
rons have suggested that baclofen might be of benefit 
in the treatment of schizophrenia; these studies have 
led to clinical trials with schizophrenic patients. Ad- 
verse reactions to abrupt cessation of baclofen have 





Received May 29, 1980; accepted July 10, 1980. 

From Vanderbilt University Hospital, Nashville. x 

Address reprint requests to Dr. Arnold, Department of Psychia- 
try, Vanderbiit University Hospital, Nashville, Tenn. 37232. 

The authors thank Drs. Thomas Ban, Charles Wells, and Mo Rag- 
heb for their assistance in the preparation of this paper and Sandra 
Hibbard for preparatién of the manuscript. 

Copyright € 1980 American Psychiatric Association 0002-953X/ 
80/11/1466/02/$00.50. 


included auditory and visual hallucinations, deper- 
sonalization, and paranoia (2). Although schizophre- 
niform psychoses lasting up to several days have been 
reported, as well as brief periods of euphoria, to our 
knowledge there has been no instance of a clinical 
course consistent with a manic psvchosis described in 
the literature. We describe a patient with no known 
history of affective illness who developed a manic psy- 
chosis after abrupt cessation of baclofen. We present 
this case as evidence for the primary role of dopami- 
nergic mechanisms in mania and the switch process, 
and we discuss the implied role of substance P in dopa- 
mine release and dopamine receptor sensitivity. 


Case Report 


Mr. A, a 71-year-old man, was brought to the Vanderbilt 
University emergency room by his family. He had a 3-day 
history of sleeplessness, progressive agitation, and “talking 
out of his head.” 4 ' 
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Mr. A had been evaluated by two of us 6 months pre- 
viously when he complained of progressive weakness and 
paresthesias in his legs. In our physical examination we 
found a mild degree of weakness and spasticity in his right 
leg and mild hyperreflexia in all extremities. Significantly, 
his mental status was normal, and he had no history of psy- 
chiatric illness. A CT scan of the head was normal. A myelo- 
gram revealed significant boney degenerative changes in the 
cervical spine but no surgically correctable defect. We made 
a diagnosis of cervical myelopathy and prescribed 15 mg/day 
of baclofen in three divided doses. 

Six months before this admission, Mr. A's dose of baclo- 
fen was gradually adjusted on an outpatient basis to 30 mg/ 
day; he improved but did not have a complete resolution of 
his spasticity. Two weeks before Mr. A came to the emer- 
gency room his dose had been increased to 40 mg/day, but 
due to confusion concerning the instructions, he began tak- 
ing 60 mg/day. His only other medications were indometha- 
cin and allopurinol for gout. After 10 days on the increased 
dose of baclofen and 6 months after beginning baclofen ther- 
apy, Mr. A abruptly discontinued the drug. 

Within a day after Mr. A stopped taking baclofen, his fam- 
ily noted that he was sleepless, increasingly active, and ex- 
pressing grandiose ideas. Two days later he continued to be 
agitated and began talking rapidly as if ‘‘confused,’’ and he 
became belligerent. He did not sleep during the 3 days pre- 
ceding his emergency room visit, and he refused meals. 

When the patient arrived in the emergency room, psychi- 
atric and neurological consultations were obtained. Mr. A 
was found to be alert and able to give the details of his prior 
illness and present circumstances. He spontaneously re- 
marked to the examiners that he had recently stopped taking 
his baclofen and had ‘‘felt great’ since then. He was ques- 
tioned and specifically denied hallucinations and ideds of ref- 
erence. He was easily distracted; talked loudly, rapidly, and 
volubly; gestured expansively; and ordered members of his 
family and hospital personnel about the room. His speech 
was unimpaired, but its content revealed a preoccupation 
with sexual topics and grandiose delusional thought. For ex- 
ample, he repeatedly referred to his dealings with well- 
known entertainment figures, whom his family denied he had 
ever met. The findings from the general and neurological ex- 
aminations were unchanged from.those previously recorded. 

Mr. A was treated with a total of 8 mg of haloperidol i.m. 
in two doses, and his baclofen was reinstituted at a dose of 
15 mg/day. Within 24 hours he had returned to his previous 
mental status and behavior. At follow-up interviews over the 
next 8 months, it was noted that Mr. A remained free from 
recurrence of any disorder of affect or thought. 


Discussion 


The interval between Mr. A's discontinuation of 
baclofen and his onset of symptoms is consistent with 
previous reports (3-5). The psychological and behav- 
ioral features—increased vocalization and motor ac- 
tivity, aggressiveness, sleeplessness, and decreased 
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appetite —correspond with DSM-III criteria for mania, 
although Mr. A's episode terminated four days after 
haloperidol was administered and baclofen was re- 
sumed. He also displayed characteristic symptcms of 
elevated mood and increased interest in sex. 

Although this patient's manic psychosis occurred 
when baclofen was suddenly withdrawn, the under- 
lying neurobiologic mechanism is unclear. Bunney (6) 
has reviewed the evidence for the primary role of 
dopamine, rather than norepinephrine, in mania and 
the switch process; Bunney and associates (7) hvpoth- 
esized that supersensitive dopamine receptors develop 
before the onset of mania. Early theories concerning 
baclofen’s mode of action focused upon baclofen's 
ability to inhibit dopamine release (1), and it wzs pre- 
sumed that baclofen acted as a GABA agonist. More 
recently, Saito and associates (8) have demonstrated 
that baclofen is more properly characterized as an in- 
hibitor of substance P. Substance P has been reported 
to stimulate monoaminergic neurons in the brain stem 
and to excite nerve terminals impinging on dopamine 
neurons (9). One might postulate that a ‘‘rebound phe- 
nomenon"' occurs following the rapid release of inhibi- 
tion of substance P and resulting neurobiologic avents 
that lead to mania. Such a manic episode after sudden 
withdrawal of baclofen would lend support to the 
dopamine thesis proposed by Bunney and associates 
and would raise the question of the role of substance P 
in dopamine release and dopamine receptor sensitivi- 
ty. 
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Psychologists’ Reaction to D$M-III 


Sir: From comments made by Robert L. Spitzer, M.D., 
and associates in ‘‘DSM-III: The Major Achievements and 
an Overview''(February 1980 issue), one forms the impres- 
sion that psychologists have had their pressing questions 
about the new order answered and their initial doubts dis- 
pelled. Our fear of medical hegemony being thus assuaged, 
psychologists should now be able, according to Dr. Spitzer 
and associates, to evaluate the incipient nosology as a scien- 
tific document. Further, that evaluation is said to be quite 
favorable. 

This is neither a complete nor an accurate portrayal of 
events and reactions. A number of prominent psychologists 
have emerged as outspoken critics of DSM-III. Schacht and 
Nathan (1), the latter a member of the DSM-III Liaison 
Committee of the American Psychological Association, have 
evaluated the new svstem and described it as being ‘‘very 
bad for psychologists.’ Joseph Zubin, whose Biometrics Re- 
search Unit of the New York State Psychiatric Institute 
greatly influenced the development of DSM-/II, has ques- 


tioned the basic assumptions on which it rests and evaluated' 


it as being detrimental to the science of psychopathology (2). 
Taking the next logical if radical step, Zubin has proposed to 
psychologists that an interdisciplinary commission on the 
classification of human behavior be established. Garmezy 
(3), during his tenure as president of the Division of Clinical 
Psychology of the American Psychological Association, 
publicly decried the probably adverse effects DSM-III will 
have on the well-being of America's children. I presented the 
argument to psychologists that DSM-III was not born of 
medical or social science and, therefore; is not a useful tool 
for either discipline (4). On a broader, organizational level, 
the Board of Directors of the American Psychological Asso- 
ciation recently voted to withhold comment on DSM-HI 
while at the same time reactivating its own Task Force on 
Descriptive Behavioral Classification to explore the develop- 
ment of an empirically based alternative classification sys- 
tem. These events do not bespeak satisfaction with the new 
order. я 
Psychologists’ misgivings -center around two basic issues. 
The first is conceptual. A physical disease or mental illness 
conception of many of the new. categories of disorder is not 
heuristic. For instance, to consider the many childhood dis- 
turbances as mental disorders after the manner of diseased 
states does violence to both our thinking about the nature 


and alleviation of these problems and to the children so la- 
beled. Independent of medical content, categorical represen- 
tations of behavioral process have not proven fruitful in psy- 
chology. 

DSM-III also raises fundamental issues of science. Much 
of the new order lacks empirical grounding. The basis of the 
scores of new disorders is not one of scientific discovery and 
justification. The inclusiveness of D$M-III and great breadth 
of the new definition of mental disorders reflect the politics 
of mental health in an increasingly competitive marketplace 
rather than the progress of scientific inquiry and enlightened 
practice. (This is not to disregard the relatively isolated ad- 
vances that have been made in the classification of affective 
disorders.) 

Many psychologists want no part of the new order. Unfor- 
tunately, the development of an empirically based alterna- 
tive is not a matter of simply finding the best committee or 
writing a new manifesto. In the meantime, the politics and 
business of mental health grind on. Psychology’s future is 
unclear at the moment. It is apparent, however, that psy- 
chologists and psychiatrists should contemplate their futures 
vis-a-vis DSM-III. Neither social nor medical science can 
sustain statements of order in nature that present the world 
as one group wants it known instead of how logic and inquiry 
reveal it to be. 
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* 
Dr. Spitzer and Ms. Williams Reply 


Sir: Dr. McReynolds apparently believes that, DS М-Л is 
primarily a political, rather than a scientific, document 
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meant to ensure medical hegemony in order to corner the 
menta! health dollar. Nonsense! During the development of 
DSM-III great efforts were made to avoid including anything 
that would have only a political, rather than a clinical or sci- 


‘entific, justification. For example, a statement was originally 


planned for the introduction to DSM-III asserting that men- 
tal disorders were a subset of medical disorders. (The moti- 


vation for this was not to justify medical hegemony, but . 


rather to refute the Szaszian charge that “mental illness” is 
only a myth and has nothing to do with medicine.) The words 
“physician” and ‘‘psychiatrist’’ do not appear in DSM-III 
because, like its predecessors, DSM-III will be used by a 
variety of mental health professionals. 

On a conceptual level, Dr. McReynolds takes issue with 
the concepts of ‘‘physical disease," "mental illness,” and 
“diseased states," yet these terms do not appear in DSM- 
Ш. Although Dr. McReynolds claims that the DSM-III con- 
cept of mental disorders (made explicit in the introduction to 
DSM-iII) "reflects the politics of mental health . . . rather 
than the progress of scientific inquiry,” he offers neither an 
alternative concept nor a specific critique of the DSM-III 
concept. 

Dr. McReynolds states that ‘‘much of the new order lacks 


empirical grounding.” If he means that many of the DSM-III : 


categories have not been fully validated, we would heartily 
agree but would also argue that the specificity of the DSM- 
Ill classification and diagnostic criteria will facilitate studies 
that will provide data toward a more valid system in the fu- 
ture. Is there a better way? (Strictly speaking, the dictionary 
definition (Webster's, 1974) of “empirical” is "relying on ex- 
perience and observation ..." and all of the DSM-III 
categories do reflect the experience and observations of 
clinicians.) 

Dr. McReynolds claims that ‘many psychologists want no 
part of the new order.” It is true that Drs. Zubin, Garmezy, 
Schacht, and Nathan have written articles highly critical of 
DSM-III. However, they would acknowledge that these arti- 


cles were based on earlier drafts of DSM-III and that their... 


assessment of the final document is far more positive. There 
is no reason to believe that psychologists (or any one else, 


for that matter) should be entirely satisfied with DSM-III. ` 


However, what has impressed us is the degree to which 
DSM-III is viewed as a significant advance by psychologists. 
For example, the 1980 edition of Abnormal Psychology, Cur- 
rent Perspectives (coordinating author Richard R. Bootzin), 
one of the most widely used introductory abnormal psychol- 
ogy texts, incorporates DSM-III concepts and terms 
throughout the text. In addition, the soon-to-be published 
Behavioral Assessment of Adult Disorders, edited by David 
H. Barlow, acknowledges the advances reflected in DSM-III 
and relies heavily on the classification of DSM-III as the first 
step in a behavioral assessment. Finally, as we noted in our 
article, the American Psychological Association's own liai- 
son committee concluded that DSM-III represents ‘‘sub- 
stantive advances in the ‘state of the art’ of psycho- 
‘pathologic diagnosis." Dr. McReynolds forgot to mention 
that when the American Psychological Association voted to 

“withhold comment” on DSM-III, it was their own com- 
mittee's positive assessment of DSM-III that they voted to 
suppress. Who’s being political? 


ROBERT L. SPITZER, M.D. 
4 JANET B.W. WILLIAMS, M.S.W. 
Se New Fork, N.Y. 
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Regional Suicide Rates and the Hazards of Minority Status 


Wechsler and Pugh (1) reported that individuals whose so- 
cial characteristics are relatively uncommon in-a community 
should have a higher rate of psychiatric disturbance than 
those living in communities where their social characteristics 
are more common. In “Ethnic Density and Psychiatric Hos- 
pitalization: ‘Hazards of Minority Status" (December 1979 
issue), Judith Godwin Rabkin, Ph.D., found that ethnic 
groups in New York City had higher rates of psychiat-ic hos- 
pitalization if they lived in geographic areas where their eth- 
nic group was in a minority. 

These two studies generate the hypothesis that a similar 
result might be found if the regional variation of the suicide 
rate of nonwhites in the United Siates were examined. In the 
continental U.S. those states with a relatively lower propor- 


tion of nonwhites would be expected to have higher suicide 


rates among nonwhites than would states with a relatively 
higher proportion of nonwhites. 

To test this hypothesis, I obtained the suicide rates of 
whites and nónwhites for 1959-1961 from Massey (2) and the 
proportion of nonwhites in each state in 1960 from the Statis- 
tical Abstract of the United States. The product-moment 
correlation between the suicide rate of nonwhites and the 
proportion of nonwhites in each state was —.41 (N=48, 
p<.01).. Thus states with a higher proportion of nonwhites 
had a lower suicide rate for nonwhites. (Incidentallv, no sim- 
ilar association was found for the rate of death from homi- 
cide for nonwhites.) 

The relationship between the suicide rates of whiles and 
the proportion of nonwhites was —.12 and was not statisti- 
cally significant. This lack of association makes ѕелѕе be- 
cause in no state were whites in the minority. In fact, the 
staté with the highest proportion of nonwhites was Missis- 
sippi, where 4226 of the population was nonwhite. 

In 1973 I reported that süicide rates vary with longitude 
and latitude in the continental United States (3). For my cur- 
rent study.the.latitade and longitude of each state were oper- 
ationally defined as the latitude and longitude of the capital 
of the state. 

The suicide rate of whites showed no north-south varia- 
tion (r—.04) but was higher in the west (r=.42, p< 01). In 
contrast the suicide rate of nonwhites was higher in the north 
(r=.35, p<.02) but showed no east-west variation (r—.20, 


'1.8.). To control for the effects of the proportion of non- 


whites in each state on the variation by latitude and longi- 
tude of the suicide rate of nonwhites, partial correlation co- 
efficients were calculated. The partial correlation between 
the suicide rate of nonwhites and latitude, holding the pro- 
portion of nonwhites constant, was .07 (n.s.). The partial 
correlation between the suicide rates of nonwhites апі longi- 
tude, holding the proportion of nonwhites constant, was .13 
(n.s.). Thus there appears to be no regional variation in the 
suicide rates of nonwhites by latitude and longitude if we 
hold the proportion of nonwhites in each state constant. The 
regional variation in the suicide rates of nonwhites is predict- 
ed more effectively by the proportion of nonwhites in the 
population of each state. 

These data support the hypothesis proposed by Wechsler 
and Pugh and recently confirmed by Rabkin. IX particular, 
for minority ethnic groups, the lower the propio: of the 
minority ethnic group in a region, the higher the suicide rate 
and thus, perhaps by inference, the higher the rate of psychi- 


‚ atric disturbance. 
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DAVID LESTER, PH.D. 
Berlin, N J. 


Anticholinergics and Tardive Dyskinesia 


Sir: In ‘‘Neuroleptic-Induced Supersensitivity Psychosis: 
Clinical and Pharmacologic Characteristics” (January 1980 
issue) Guy Chouinard, M.D., M.Sc., and Barry D. Jones, 
M.D., raised several issues relevant to the pathophysiology 
and treatment of tardive dyskinesia. They stated that pa- 
tients who develop tardive dyskinesia while receiving neuro- 
leptics exhibit few parkinsonian symptoms. Therefore, the 
authors concluded that drug-induced hypokinesia masks tar- 
dive dyskinesia. This view is not accurate pharmacologically 
and may lead to confusion in understanding the patho- 
physiology and management of tardive dyskinesia. The au- 
thors’ corollary suggestion that all patients receiving neuro- 
leptics be given concomitant anticholinergic agents to “ип- 
mask” tardive dyskinesia is inappropriate in most cases, and 
could be potentially harmful. 

Although the symptoms of chorea and parkinsonism may 
appear to be clinically opposite, the two are neuropharmaco- 
logically distinct and cannot be viewed as poles of a spec- 
trum. Both abnormalities relate to alterations of striatal dop- 
aminergic systems, but at least two separate populations of 
striatal dopamine receptors seem to be involved in the patho- 
physiology of these conditions (1). The existence of these 
different striatal dopamine receptors helps to explain the fre- 
quent occurrence of both tardive dyskinesia and park- 
insonism in the same patient. In previous clinical studies this 
has been substantiated by the observation that, when neuro- 
leptic doses were lowered, patients developed tardive dyski- 
nesia well before their drug-induced parkinsonism abated 
(2). These data suggest that when neuroleptics diminish dys- 
kinesia, they do so by selectively altering specific hypersen- 
sitive dopamine receptors, rather than by aggravating drug- 
induced parkinsonism as Drs. Chouinard and Jones sug- 
gested. 

Since cholinergic esters. influence these different dopa- 
mine receptor site populations (3), the use of anticholinergics 
to unmask tardive dyskinesia must be viewed with caution. 
Human studies demonstrate that anticholinergic drugs ex- 
acerbate tardive dyskinesia, and it has been suggested that 
anticholinergic agents may in fact potentiate the develop- 
ment of this iatrogenic disorder (1). In one large series the 
concurrent administration of neuroleptics and anticholiner- 
gics appeared to correlate with the development of tardive 
dyskinesia (4). This report has led several authors to advise 
against combined anticholinergic and neuroleptic adminis- 
tration unless patients have drug-induced parkinsonism (1, Z, 
4). Although anticholinergic drugs may unmask tardive dys- 
kinesia, Њу may do so by participating directly іп the path- 
ogenesis Jf the condition. Thus, if they act additively to po- 
tentiate tardive dy skinesia, they dre harmful rather than ben- 
eficial and should not be used routinely. 
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Drs. Chouinard and Jones suggest the routine use of anti- 
cholinergics to detect early tardive dyskinesia. The same in- 
formation can be obtained from periodic neuroleptic with- 
drawal or dose reduction. This practice has the advantage of 
allowing the simultaneous assessment of both, psychiatric 
need for continued neuroleptic administration and the early 
detection of tardive dyskinesia. Since tardive dyskinesia ap- 
pears to relate directly to neuroleptic administration, the 
basic mode of prevention and diagnosis should be with- 
drawal of the pathogenic agent, not the addition of a second, 
potentially harmful drug. 
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CAROLINE TANNER, M.D. 
CHRISTOPHER G. GOETZ, M.D. 
WILLIAM J. WEINER, M.D. 
Chicago, Ill. 


Drs. Chouinard and Jones Reply 


Sir: Dr. Tanner and associates proposed withdrawal or 
dose reduction of neuroleptics as the basic mode of pre- 
vention and diagnosis for tardive dyskinesia. However, such 
a reduction or discontinuation is not feasible for most pa- 
tients—a dilemma clinicians have been facing since becom- 
ing aware of tardive dyskinesia. Thus we must examine oth- 
er methods to detect tardive dyskinesia. We suggested that 
short-term concomitant use of anticholinergic drugs with 
neuroleptics will permit earlier detection of tardive dyski- 
nesia without exacerbating psychosis and that it may prevent 
severe forms of the disorder. Dr: Tanner and associates criti- 
cized this suggestion by arguing that 1) it is not pharmacolog- 
ically accurate because the effect of anticholinergics on tar- 
dive dyskinesia is most likely a direct one rather than an in- 
direct one through parkinsonism; and 2) the central effect of 
anticholinergics may be deleterious and contribute to the de- 
velopment of tardive dyskinesia. 

We agree that some of the effect of anticholinergics on tar- 
dive dyskinesia may be the result of a direct central action, 
probably due either to inhibition of dopamine reuptake or 
exaggeration of a dopaminergic-cholinergic imbalance. 
However, there is strong evidence for an indirect effect 
through improvement of parkinsonism. In a previous study 
of 261 schizophrenic outpatients chronically treated with 
neuroleptics, we foun that patients manifesting tardive dys- 
kinesia tended to have fewer parkinsonian symptoms than 
those without the disorder, especially when tremors and aka- 
thisia were excluded from consideration (1). Although this 
view, according to Dr. Tanner and associates, may not be 


~ 
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accurate ‘‘pharmacologically ,’’ it is clinically accurate and is 
supported by the study of De Fraites and associates (2). We 
have also observed in our clinical work that improvement of 
hypokinetic symptoms, whether by removal of neuroleptics, 
use of antigholinergics, or by the addition of other drugs 
such as L-dopa, is usually associated with exacerbation of 
tardive dyskinesia. In contrast, we have seen no such rela- 
tionship between hyperkinetic symptoms such as tremor and 
akathisia and tardive dyskinesia. This would suggest that a 
peripheral masking effect by hypokinetic symptoms of park- 
insonism is also involved in the masking of tardive dyski- 
nesia. Dr. Tanner and associates incorrectly cited Crane’s 
paper as evidence for a dissociation between parkinsonism 
and tardive dyskinesia. They attributed to Crane the obser- 
vation that ‘patients developed tardive dyskinesia well be- 
fore drug-induced parkinsonism abated.’’ This result did not 
apply to Crane’s study but to a study of Degkwitz and asso- 
ciates which Crane quoted. In fact, Crane found the opposite 
and reported that in patients whose medication was changed, 
tardive dyskinesia varied inversely with symptoms of park- 
insonism. He also described a transitional stage between 
tremor and dyskinetic movements. Thus, the article by 
Crane in fact contradicts Dr. Tanner and associates’ point. 

Dr. Tanner’s second point is that the concomitant use of 
anticholinergics is ‘‘inappropriate in most cases, and may be 
potentially harmful." This does not correlate with our own 
findings. We are currently preparing a paper in which a neu- 
rologist, participating in a double-blind study of depot flu- 
phenazine, found that 9276 of the patients had some park- 
insonian symptoms when withdrawn from anticholinergics. 
The psychiatrist who prescribed the anticholinergics also 
found that 85% needed this medication. These subjects were 
outpatients chronically treated with depot neuroleptics. 
Since г large number of schizophrenic patients are now 
being treated with depot fluphenazines, the comment that 
the use of anticholinergics ‘‘is most often inappropriate” 
does not apply to the most recent findings on the incidence of 
drug-induced parkinsonism (3). 

Dr. Tanner and associates also mentioned that the use of 
anticholinergic drugs ‘‘may be potentially harmful.” The 
subject needs further investigation and at this time no long- 
term controlled study has to our knowledge shown that the 
use of anticholinergic drugs may be harmful. To support 
their view, Dr. Tanner and associates cited a long-term study 
by Crane and Navanjo showing that concurrent administra- 
tion of neuroleptics and anticholinergics correlates with the 
development of tardive dyskinesia. We were unable to locate 
such a finding or statement within the Crane and Navanjo 
study. In any event we offer the following evidence to justify 
our conclusions: 1) we found in a study of 260 schizophrenic 
patients chronically treated with neuroleptic drugs that the 
use of anticholinergic drugs was not a factor related to the 
development of tardive dyskinesia; 2) in a study (4) including 
20 patients with tardive dyskinesia, we found that ex- 
acerbation of tardive dyskinesia by temporary administra- 
tion of an anticholinergic drug could be reversed to previous 
baseline severity by discontinuing the drug; 3) Christensen 
and Nielsen (5) have demonstrated that the administration of 
anticholinergic drugs in mice during the phase of dopaminer- 
Bic supersensitivity development induced by neuroleptics 
had no influence on the development of that supersensitivity. 

Thus we think that there is currently substantial evidence 
to suggest that anticholinergic drugs uncover tardive dyski- 
nesia by both a central and peripheral mechanism, that the 


- 
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central mechanism is reversible on short-term administration 
and does not appear to contribute to the development of tar- 
dive dyskinesia. We also think thet anticholinergics are use- 
ful drugs in allowing the clinician to identify more rapidly the 
presence of tardive dyskinesia and, by reducing disabling 
parkinsonian symptoms, to facilitate social rehabilitation. 
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Guy CHOUINARD, M.D. 
Barry D. Jones, M.D. 
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Another Case of Nocturnal Enuresis 


Sir: I am writing to you in regard to ‘‘Nocturnal Enuresis 
Caused by Psychotropic Drugs" by Ramakrishnan S. She- 
noy, M.D. (June 1980 issue). 

It may well be that nocturnal enuresis is, as Dr. Shenoy 
suggested, not so uncommon. In the late 1960s I submitted a 
communication to the American Journal of Psychiatry re- 
porting the same side effects. Rejection by the Journal was 
predicated on the fact that my patient had had a transurethral 
resection of the prostate, although there was no evidence of 
residual abnormality or defective urinary tract function on 
testing. The patient showed nighttime, and only nighttime, 
enuresis. My patient, like one ot those described by Dr. 
Shenoy, had been treated with thioridazine. At the time my 
article was submitted, inquiries were made of the manufac- 
turer of this product, who denied any previous reports of a 
comparable side effect. 


DcNALD E. WALLENS, M.D. 
Los Angeles, Calif. 


Glutamate Neurotoxicity and Tardive Dyskinesia 


Sir: We read with interest the letter to the editor “MSG: 
A Possibility in Treating Tardive Руѕкіпеѕіа’ by Peter J. 
Holland, M.D. (December 1979 issue). Dr. Holland’s sug- 
gestion that glutamate may be useful in treating tardive dys- 
kinesia should be regarded with extreme caution. 

Microinjection of glutamate or an analogue, Mainic acid, 
into the rat striatum destroys intrinsic neurons, spares 
axons of passage and the termination of extrinsió neurons 
(1). The biochemical, anatomical, and behavioral. sequelae 
appear remarkably similar to those of Huntington's chorea 
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(1, 2). Based on these results and the fact that the striatum 
receives a major glutamatergic pathway from the neocortex, 
it has been proposed that excessive glutamate neurotrans- 
mission may offer an explanation for the degeneration that 
occurs in patients with Huntington's chorea (1, 2). 

This excitotoxic hypothesis of the pathogenesis of Hun- 
tington's chorea also leads to an explanation of tardive dys- 
kinesia, which occurs after long-term therapy with dopami- 
nergic blockers. Treatment with neuroleptics removes the 
presumed inhibition of the dopaminergic nigro-striatal path- 
way onto the striatal cholinergic interneurons. In addition, it 
is possible that neuroleptics may block presynaptic dopami- 
nergic inhibition located on the terminals of the glutamater- 
gic cortico-striatal pathway (3). Thus, the lack of this inhibi- 
tion could cause an otherwise normal excitatory glutamater- 
gic input from the cortex to become relatively excessive and 
to gradually destroy striatal interneurons. This would result 
in a gradual shift in the dopamine-acetylcholine balance in 
the striatum, a biochemical condition thought to underlie in- 
voluntary movements (4). Dr. Holland suggested that treat- 
ment with glutamate may normalize this shift by producing 
an increase in acetylcholine. This appears unlikely because 
glutamate has been demonstrated to stimulate the release of 
dopamine from the terminals of the nigro-striatal pathway 
(5), which would be contraindicated in the treatment of tar- 
dive dyskinesia. 

As Alan J. Gelenberg, M.D., and associates pointed out in 
their reply to Dr. Holland (December 1979 issue), there is 
debate over how much glutamate can penetrate the blood- 
brain barrier. However, we feel that the increasing number 
of supportive studies on the neurotoxic properties of gluta- 
mate and its analogues further suggests that glutamate may 
be potentially dangerous in treating tardive dyskinesia and 
related disorders. | 
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PAUL R. SANBERG 
RICHARD F. MARK 
Canberra, Australia 


Dr. Holland Replies 


SIR: of. Sanberg and Mark raised two important consid- 
erations’ regarding MSG. 1) How much, if any, glutamate 
crosses the blood-brain barrier? and 2) What potential neuro- 
toxic effects might glutamate have in the CNS? 
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In a review of recent literature, Kizer and associates (1) 
remind us that as late as 1951 large doses of MSG (20-30 g/, 
day) were being administered to treat retardation and petit 
mal, without apparent lasting effect. 

The Chinese have used seaweed extract con{gining gluta- 
mate for at least 1,000 years. Today, tons of MSG are added 
to food merely to enhance flavor. Knowledge of MSG’s ef- 
fects in man is inadequate. The potential uses and hazards of 
this ubiquitous compound need to be defined. 

I thank Drs. Sanberg and Mark for their interest, in my 
hypothesis and hope that this dialogue stimulates the much 
needed research in this field. 
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PETERJ. HOLLAND, M.D. 
Chapel Hill, N.C. 


“To Love and to Work": Historical-Theoretical Consider- 
ations 


Sır: “То Love and to Work,” the theme of the 1980 annu- 
al meeting, is generally attributed to Freud, but cannot be 
found in his writings. Rather, it was introduced by Erik Erik- 
son (1) in 1950 as Freud’s curt reply to the question, ‘‘What 
should a normal person be able to do well?” 

Erikson used the anecdote to counteract the frequent un- 
derstanding that for Freud the highest human value was ''to 
have good orgasm, with a fitting ‘object,’ '' and that regular- 
ly (1). Freud had left himself open to such an understanding 
through his sexual reductionism, as in the following: ‘‘Primi- 
tive тап . . . made his work agreeable . . . by treating it as 
the equivalent of and substitute for sexual activities” (2). 
Freud influenced psychoanalytic authors such as Feldman to 
contend that ‘‘manual labor . . . contains elements of anal 
sadism and masturbation," while intellectual labor contains 
more ''elements of oral masochism and female identifica- 
Поп” (3). If Freud said that ultimately ‘‘to love and to work” 
are the essentials of life, he left this casual remark theoreti- 
cally quite suspended. 

In contrast, Adler regarded love and work, together with 
communal life, as the three major problems of human exis- 
tence, or life tasks. Mental health depends on the successful 
solution of these life tasks through social interest expressed 
in cooperation. *'Tbeir solution decides the destiny and the 
welfare of humanity” (4). From the 1920s on, Adler stressed 
this conception of the three life tasks, in slightly varying no- 
menclature, as being central to his theory. 

“To love and to work” has in recent years been cited in- 
numerable times as the quintessence of Freud's wisdom, 
even becoming the theme of an APA annual meeting. This 
phenomenon indicates the general trend in psychoanalysis 
and psychiatry toward humanistic value theory. This wel- 
come development is jn fact a movement toward the position 
Adler had taken as early as 1911. Other Adlerian concepts 
such as goal striving, the quest for self-esteem, the dialectics 
of intense ambition and inferiority feelings, and resistance in 
therapy as an attempt to humiliate the therapist, have in- 
creasingly found their way into psyehoanalytic writing, 
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while the validity of much of Freud's metapsychology has 

» been questioned. However, this movement toward Adler's 
position has so far remained largely unrecognized. The prop- 
er recognition of Adler would have the practical value of 
making the graining of all mental health professionals more 
efficient. 


REFERENCES 


1. Erikson EH: Childhood and Society. New York, WW Norton & 
Co, 1950, p 229 

2. Frerd S: A General Introduction to Psychoanalysis (1920). Gar- 
den City, NY, Garden City Publishing Co, 1943, p 149 : 

3. Feldman H: The illusions of work. Psychoanal Rev 42:262-270, 
1955 

4. Adler A: Social Interest: À Challenge to Mankind (1933). New 
York, Putnam Capricorn Books, 1964, p 14 


HEINZ L. ANSBACHER, PH.D. 
Burlington, Vt. 


The Danger of Hyperalimentation 


Sir: In “Treatment of Severe Weight Loss in Anorexia 
Nervosa with Hyperalimentation and Psychotherapy" 
(March 1980 issue) Michael J. Maloney, M.D., and Michael 
K. Farrell, M.D., properly stated that hyperalimentation is 
not a panacea and also noted that the anorectic patient's 
symptoms may be caused by physical starvation. 

In 25 years of experience with many anorectic patients, we 
have been fortunate in not having one die of inanition (1, 2); 
we admit this may-be due to chance. However, we believe 
that responsibility for eating belongs to the patient, and that 
even the most disturbed patients are able to assume that re- 
sponsibility. When the physician assumes the responsibility, 
we feel it may be dynamically counterproductive. Never- 
theless, the threat of a patient's death is anxietv-provoking 
and a strain on the omnipotent feelings of physicians. 

A physician has a great need to do something active other 
than psychotherapy when treating an anorectic patient, who 
might look like an inmate of Dachau. Over the years we have 
lived with the anxieties of our colleagues and have managed 
most of these patients without hospitalization, let alone 
drugs or tube or intravenous feedings. Our anxiety has often 
been great, but we have taken comfort in the fact that physi- 
cians are not all-powerful, and in our belief that patients, 
supported by their physicians and families, do want to live. 

Ambivalence about the effectiveness of psychotherapy is a 
problem not only for nonpsychiatrists but for psychiatrists as 
well. Total parenteral hyperalimentation is not a benign pro- 
cedure, even in the best hands, and collaboration is not al- 
ways easy. 

This comment is intended to offer a word of caution and to 
state that management of anorectic patients is very complex. 
The use cf total parenteral nutrition, which may seem ratio- 
nal, can result in even more problems and should not be un- 
dertaken lightly. 
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children: a follow-up study. Am J Orthopsychiatry 47:5Э7-603, 
1977 i 


Јонм B. REINHART, M.D. 
PATRICIA L. Сот. M.D. 
Pittsburgh, Pa. 


Drs. Maloney and Farrell Reply 


SiR: We are aware of Drs. Reinhart and Goetz's work with 
anorectic outpatients. The majority of our anorectic patients 
are also treated outside the hospital with no drugs, tube feed- 
ings, or intravenous feedings. 

Our article was written to describe the comprehensive 
treatment of four patients with extreme weight loss. These 
patients had lost up to 4496 of their body weight hy self-star- 
vation. They were admitted to the hospital when their 
weights dropped from 30.4 kg down to 16.6 kg £67 pounds 
down to 36 pounds). In the past these patients might have 
died. Drs. Reinhart and Goetz have not published the lowest 
weights of their patients. The majority of anorexia nervosa 
patients never reach this extreme. 

In our article we were careful to explain that ''the weight 
stabilization by means of hyperalimentation was at times 
life-saving for these severely anorectic patients. However, 
this was only the first stage in the rehabilitation process. The 
real work was then continued in psychotherapy to heip the 
patients explore and master their conflicts over food, auton- 
omy, and self-esteem.” Drs. Reinhart and Goetz falsely in- 
ferred that we are ambivalent about the effectiveness of psy- 
chotherapy. Perhaps they are ambivalent about the medical 
treatment of severely malnourished patients. The compre- 
hensive treatment of severe weight loss in anorexia ne-vosa 
requires attention to both psychiatric and medical problems. 

We agree (and mentioned in our article) that hyper- 
alimentation or total parenteral nutrition is a complex, diffi- 
cult procedure. However, it can be life-saving for severely 
malnourished anorectic patients. Total parenteral nutrit-on is 
safe and effective in experiencec hands (1). In addition, we 
found that improved aifect, verbalization, and sociability 
from weight gain have assisted our patients in cooperating in 
psychotherapy. 
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MICHAEL J. MALONEY, M.D. 
MICHAEL К. FARRELL, М.Э. 
Cincinnati, Ohio 


Psychoanalytic Concepts and Inpatient Settings 


Sir: In “Psychoanalytic Concepts in Psychiatric Train- 
ing" (May 1980 issue). Herbert Pardes, M.D., suggested that 
the emphasis can be divided into exclusively psychoanalytic 
programs, those which exclude psychoanalytic concepts, 
and cafeteria-type programs. This last type seerks increas- 
ingly prevalent today, especially in university сепї@$ where, 
in the competition for residents, program director’ eagerly 
display their wide menus to demonstrate their commitment 
to eclecticism. 
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I support Dr. Pardes’ recommendations for inclusion of 
psychoanalytic concepts, especially the teaching of their ap- 
plicability in a variety of settings. A first-year resident who 
clings to the strict medical model may often find dynamic 
issues to be irrelevant to his day-to-day work. Brief hospital- 
ization, the utilization review committee, and effective phar- 
macotherapy, can create the illusion that psychoanalytic 
concepts are only for outpatient work, some time in the fu- 
ture. Inpatient supervisors frequently fall prey to those same 
pressures, and thus both faculty and students miss this op- 
portunity. ` 

Outpatient supervisors are generally more psychoanalyti- 
cally oriented, often to the exclusion of such factors as diag- 
nosis (according to DSM-II or DSM-III), specific treatment 
goals, and pharmacotherapy. This tends to perpetuate the 
illusion that inpatients and outpatients are light years apart, 
requiring that residents adopt one "set," then another, de- 
pending on whether they are on the ward or in the clinic. 

The usefulness of psychoanalytic concepts is not limited 
to outpatient psychotherapy. If supervisors can demonstrate 
and teach such utility in the inpatient or emergency setting, it 
will help demystify the role of psychoanalytic concepts. 


RICHARD MoLpawsky, M.D. 
Orange, Calif. 


Reconsidering Some Recent Trends in Psychotherapy 


Sır: Judd Marmor, M.D., has once again provided us with 
a landmark contribution to the literature in his article, ‘‘Re- 
cent Trends in Psychotherapy” (April 1980 issue). I whole- 
heartedly endorse his warnings about charismatic leaders 
who promote simplistic solutions to a hungry but all too vul- 
nerable public. Nevertheless, I fear that Dr. Marmor may 
have wounded a number of ethically intentioned, compas- 
sionate, and balanced movements in his criticisms of the reli- 
gious and inspirational therapies. Admittedly, the total- 
itarian attitudes promoted by some zealots warrant our fear 
and skepticism. On the other hand, some religious move- 
ments have endured by providing wisdom, meaning, and a 
sense of belonging, which are crucial not only to human sur- 
vival but to human growth. My own experience indicates 
that helping patients become aware of the positive aspects of 
these traditions serves as an effective complement rather 
than competitor to psychotherapy. The temporal validity of 
these movements warrants our respect —what has endured 
through various ages may have as much merit as treatment 
techniques that survive today's empirical tests. If psycho- 
analysis can lay claim to this temporal validity, so may it be 
said of other belief systems that have endured for a far longer 
period. aan 


THomas E. BITTKER, M.D. 
Phoenix, Ariz. 


Sir: I am reluctant to criticize Dr. Judd Marmor's "Re- 
cent Trends in Psychotherapy" because it was so interesting 
and informative, and also because Dr. Marmor has been one 
of the ie: in constructively criticizing the doctrinaire 
psychoahalytic approach as a psychotherapeutic method. 
However, there are a few points that I believe warrant criti- 
cism. 
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Dr. Marmor stated that, regardless of their differences, dy- 
namic psychotherapy and behavior therapy are both firmly 
rooted in the scientific tradition. Agreement with this state- 
ment depends on the latitude we allow the concept of scien- 
tific tradition. Karl Popper put psychoanalysis and other dy- 
namic psychologies among the nonsciences, because, unlike 
behavior therapy, their hypotheses are not open to refutation 
(1, 2). For Popper, the insights of psychoanalytic investiga- 
tion may be correct, but the nature of its hypotheses and 
theoretical structure disqualifies it from being classified as a 
science. 

Is it fair for Dr. Marmor to belittle the new cognitive thera- 
pies by representing them merely as a revolt against the em- 
phasis on the unconscious in psychoanalytic theory, and 
suggesting that they are like psychoanalysis and psycho- 
analytically oriented psychotherapy because they ‘‘share a 
cognitive orientation"? The cognitive therapies of Ellis, 
Beck (whom Dr. Marmor did not mention), and others seem 
intended to make the individual aware of his conscious un- 
realistic fearful thoughts and judgments. Psychoanalytic 
therapy, on the other hand, in ‘‘making the unconscious con- 
scious,” may not be simply making the individual aware of 
what he was previously unaware but mav in fact be in- 
doctrinating him іп a certain way of conceptualizing his 
problems. As far as results of therapy are concerned, this 
may not matter. But the cognitions which are the focus of 
attention in cognitive therapy cannot be equated with the 
cumbersome metapsychology of psychoanalytic theory. As 
Dr. Marmor and others have pointed out (3, 4), variables 
related to the therapist and the therapeutic interaction are 
likely to be more important than the manner in which the 
therapist or the patient conceptualizes the patient's prob- 
lems. Surely Dr. Marmor will agree that one cannot rely on a 
psychoanalytic therapist, strongly committed to psycho- 
analytic theory by his own analysis and training, to dis- 
passionately assess and classify the phenomena of mental 
disorder. Of course no one in psychiatry is completely unin- 
fluenced by theoretical conceptualizations, but at least some 
psychiatrists (including Dr. Marmor himself) have changed 
their minds about formulations of problems through their 
years of experience. It would be refreshing if more psycho- 
analysts found exceptions to the all-encompassing ex- 
planations of psychoanalytic theory. 

Finally, by quoting Dejerine, it seems Dr. Marmor in- 
tended to stress that psychotherapy depends exclusively on 
the beneficial influence of one person on another. I do not 
see how this point of view can be taken as a criticism of 
cognitive therapy, during which much interpersonal influ- 
ence occurs through the medium of rational discussion. Cog- 
nitive therapists, to my knowledge, have never said that ra- 
tional discussion is the only factor in their psychotherapy, 
and I am sure they would agree that nonverbal and subtle 
interpersonal influences are very important in making the pa- 
tient receptive to the cognitive therapy approach. 
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PauL C.S. HOAKEN, M.D. 
Kingston, Ont., Canada 


Sir: I read "Recent Trends in Psychotherapy" by Judd 
Marmor, M.D., with interest and disappointment. My disap- 
pointment stemmed from the disturbing superficiality of Dr. 
Marmor's coverage of the subject, his generally discounting 
tone, his grounds for criticism of some of the modalities, and 
his omission of a major recent development, namely, Trans- 
actional Analysis. 

In writing about Gestalt therapy and bioenergetics, Dr. 
Marmor cited inadequate training and/or ethical foundations 
as arguments against the techniques themselves. This does 
not address the question of the efficacy of the techniques, 
and is a criticism that could be applied, regrettably, to even 
“scientifically oriented’ psychotherapists. I know тапу 
highly trained (many of them "'scientifically trained’’), ethi- 
cal practitioners, who use Gestalt and bioenergetic tech- 
niques with excellent results. Dr. Marmor’s article created 
the impression that these techniques are used only by mar- 
ginal, unprofessional, guru-type practitioners, and therefore 
are worthy of little study. I agree that professional ethics are 
a legitimate concern for all of us, but that was not the subject 
of the article. 

I cannot understand Dr. Marmor’s omission of Transac- 
tional Analysis, which is practiced widely and effectively by 
a significant number of psychiatrists. Transactional Analysis 
addresses itself to the cognitive, affective, and behavioral as- 
pects of personality, is rooted in psychoanalysis, and admi- 
rably fits Dr. Marmor’s own criteria for effective psychother- 
apy, listed near the end of his article. In addition, the Inter- 
national Transactional Analysis Association has developed a 
searching and thorough training and accreditation process 
that examines all certified Transactional Analysis therapists 
for clinical competency. This model may be the most effi- 
cient measure currently in existence for evaluating what 
therapists actually do in their practices. After expressing 
concern over competence and training, it was strange that 
Dr. Marmor omitted Transactional Analysis, particularly be- 
cause he did include Arica and est training, which lay no 
claims to being psychotherapy. 

As а "'scientifically trained," Board-certified psychiatrist, 
with extensive training in Transactional Analysis, Gestalt 
therapy, and bioenergetics, I found the article to convey a 
condescending attitude toward new approaches. If such an 
attitude is widely shared among psychiatrists, it may explain 
why so many troubled people are turning away from conven- 
tional psychiatry and seeking effective treatment elsewhere. 


ROBERT A. MITCHELL, M.B., Сн.В. 
Schenectady, М.Ү. 


Sir: Dr. Judd Marmor should be commended for attempt- 
ing to inform the general medical psychiatric constituency of 
new approaches in therapy. Unfortunately, the scope of the 
work is much broader than could reasonably be discussed in 
a single paper. As a result, few of the new therapies or their 
theoretical underpinnings were given due consideration. For 
example, the direct association of Carl Rogers with encoun- 
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ter groups, although literally accurate, is for the most part an 
artifactual one. Though Rogers has had much influence on 
group experience and even educational theory, few would 
argue that either of these would take precedence over his 
contributions to the practice of individual ‘‘client-centered”’ 
psychotherapy. In fact, Rogers’ empathic’ existential ap- 
proach is more closely linked to an intensive dynamic orien- 
tation than it is to emotive abreactive therapy, as classified 
by Dr. Marmor. For interested readers, Havens (1) has dis- 
cussed the potential of Rogerian influence on existential 
therapeutic methods from an analytic perspective. 

Isadore From, a student and coworker of Fritz Perls cur- 
rently affiliated with the New York Gestalt Institute, pre- 
sents the practice of Gestalt therapy as requiring an under- 
standing of fundamental dynamic principles. In his lectures 
Dr. From emphasizes the need to recognize that Gestalt the- 
ory is not well represented by the staged display gimmicks of 
the ‘‘hot-seat’”’ or ''topdog-underdog."' Instead, apart from 
the faddism to which it has sadly become subject, Gestalt 
therapy is often done one-to-one over an extended period of 
time, without denial by the therapist of historical influences 
on the patient’s current experience. Sidney Rosen (2) has 
written a highly intelligible paper discussing his personal ex- 
periences using Gestalt techniques in corroboration with dy- 
namically oriented methods. 

One other approach unfortunately not done justice by Dr. 
Marmor’s review (and for which he curiously cites no refer- 
ences) is Arthur Janov’s primal therapy. David Rosen (3) 
presented a telling account of his direct observations of 
primal work and alsc in very sensible fashion the experience 
of his own personal primal therapy. In concluding his paper 
he wrote, ''Primal Therapy is solidly based in psycho- 
analytic theory. It uses techniques and information based on 
Gestalt and Reichian therapy, as well'as knowledge from 
studies of the effects of social isolation. It is too powerful to 
be dismissed as another fad and too effective to be ignored.” 

It is with such ''reconnaissance'" psychiatry that an un- 
biased, in-depth evaluation of new techniques and their ap- 
plicability can be presented. Discussions of therapeutic ap- 
proaches made from afar without actual personal exposure 
as participant or observer cannot reasonably be considered 
objective scientific study. Dr. Marmor failed to present the 
new glass as half full with promise rather than half empty. 
Unless this is done, the merit of the new techniques may be 
too easily overlooked and, what is worse, it may be lost. 
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GeorcE M. DowuiNrAx, M.D. 
Greenwich, Conn. 


Dr. Marmor Replies і 


Sir: Dr. Bittker may have misread me when he i" to 
my ‘‘criticism of the religious and inspirational therapies." 
The section in my article referring to that group of therapies 
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was quite brief, with no evaluative judgments except for the 
comment that charlatans are involved in the leadership of 
some of the Eastern religious movements (an observation 
that I believe is warranted). I agree with Dr. Bittker that reli- 
gious movements can and do provide meaning and an impor- 
tant sense of Belonging to millions of people. 

Dr. Hoaken's statement that the "hypotheses and theoret- 
ical structure [of psychoanalysis] disqualifv it from being 
classified as a science” is only partially correct. Although it 
is true that much psychoanalytic metapsychology (Freud 
himself called it his ‘‘mythology’’) is indeed more fanciful 
than scientific, the solid core of psychoanalysis is based on 
the accumulation of clinical data and the drawing of infer- 
ences from those data, inferences that do lend themselves to 
validation no less than the various hypotheses underlying the 
behavioral therapies do. Therefore, it is not inaccurate to say 
that psychoanalytic therapy is rooted in scientific tradition. 

It was not my intention to ''belittle" the new cognitive 
therapies but only to point out that it is simplistic to assume 
that therapeutic changes achieved by them are due primarily 
to increasing cognitive awareness. I have made similar criti- 
cisms of the assumption that the therapeutic results of psy- 
choanalysis were the consequence of simply ‘“‘making the 
unconscious conscious." As I indicated in my article, there 
are other significant processes taking place in these thera- 
pies; not the least of which is the-quality of the therapist- 
patient relationship. This is not to imply that increased cog- 
nitive awareness is of no value in the therapeutic process. I 
do believe that it is. 

Dr. Mitchell overlooked the fact that I was not attempting 
(nor could I, within the limits of my essay) to "evaluate" the 
different therapies. Without denying that many of them were 
therapeutically helpful, I called attention to the inadequacy 
of therapist training and patient screening that characterized 
many of these approaches. My omission of Transactional 
Analysis was not pejorative. I consider it to be an offshoot of 
psychoanalytic theory and would include it in the scien- 
tifically oriented group of therapies. I am glad to hear that 
there is now an organized postgraduate training program for 
that approach. However, I hope that everyone admitted into 
that program is required to have the kind of admirable train- 
ing that Dr. Mitchell himself has had. 

Dr. Dominiak correctly pointed out that the scope of my 
topic was indeed broader than could be encompassed in a 
single paper. My article was not intended tc be comprehen- 
sive but merely to give a sampling of some of the new thera- 
pies. 

Similarly, mv reference to Carl Rogers was deliberately 
limited to his considerable influence on the encounter group 
movement. I am fully aware of his significant contribution to 
the development of individual client-centered psychotherapy 
and have, in fact, briefly discussed his technique in another 
context (1). ; 

I also realize that some competent dynamic psycho- 
therapists utilize various principles and techniques of Gestalt 
therapy. However, I have personally witnessed Fritz Perls in 
action, seen his audiovisual tapes, and read his books. H 
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think it is not unfair to say that in his later years his tech- 
nique was primarily focused on promoting and achieving. 
emotional abreaction in his patients. ` 
Finally, I am appalled by Dr. Dominiak's uncritical view 
of Janov's primal therapy. Has he taken theetrouble, as I 
have, to read Janov's books? Janov, himself, depreciates 
psychoanalytic theory and therapy, rejects the significance 
of interpretation, the therapeutic usefulness of transference, 
and unabashedly asserts, among a host of other extraordi- 
nary claims that strain credibility, that primal therapy is the 
only cure for '*neurosis"' —an all-encompassing term under 
which he subsumes the psychoneuroses; the personality dis- 
orders, schizophrenia, paranoia, the sexual deviations, and 
drug addictions. I leave it to Journal readers to draw their 
own conclusions about the scientific value of his approach. 
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JuDD MaARMOR, M.D. 
Los Angeles, Calif. 


The Use of the Term ‘‘Public Health" 


Str: George Gardos, M.D., and Jonathan О. Cole, M.D., 
may wish to reconsider the term ‘‘public health” as used in 
their overview, ‘‘Public Health Issues in Tardive Dyski- 
nesia” (July 1980 issue). | 

During my training years ‘‘public health’’ was reserved for 
those illnesses that, were communicable or were caused by 
poor sanitation or environmental conditions. They were a 
separate class of illnesses because it took public measures to 
bring about a major aspect of their alleviation; no private 
doctor could easily trace down all the contacts in a case of 
syphilis, no private doctor could reengineer the sanitation 
conduits, no private doctor could drain the swamps where 
mosquitoes that carried malaria breeded. 

In recent years the use of the term public health has 
shifted to diseases that are widespread throughout the popu- 
lation. Hypertension has been referred to as a public health 
problem. It remains for those who have extended this usage 
to justify it. Drs. Gardos and Cole reported no such wide- 
spread incidence of tardive dyskinesia in their overview to 
warrant this extended usage. 

In the future Drs. Gardos and Cole may wish to reestablish 
the fine distinction between diseases that can be handled by 
a personal physician and those that require the intervention 
and power of the state. Today, when the state is making in- 
ordinate intrusions into the practice of medicine, it seems 
particularly imperative to maintain such distinctions. 


GORDON R. MEYERHOFF, M.D. 
Long Island, М.Ү. 
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The Second Coming, by Walker Percy. New York, N.Y., Far- 
rar-Straus-Giroux, 1980, 360 pp., $12.95. 


The fragile wisdom that inberes in the perceptions and 
thoughts of madmen is an irresistibly delicious subject for 
writers with a taste for the ironic. Like most classic subjects, 
it seems fresh and new in the hands of a good writer. Walker 
Percy's most recent novel, The Second Coming, portrays a 
world of madness. It is a world in which only the mad are 
sane. 

The male protagonist, Will Barrett, is suffering from de- 
pression and falling spells at the beginning of the novel. His 
wife, a cheerful, obese, wealthy Christian doer of good 
works, has recently died and left him sole heir to her fortune 
of 60 miliion dollars. Will, who married her in order to be 
able to enjoy giving and pleasing more than in order to enjoy 
her great wealth, has recently retired from a successful Wall 
Street law practice. To all envious eyes around him in Lin- 
wood, N.C., he has managed to *'do it all," to earn wealth 
himself in addition to marrying it and inheriting it. But Will is 
sad and confused: by memories of his father's bungled at- 
tempt to kill him and then to commit suicide one day when 
they were hunting together during his twelfth year, by his 
father's statement that they are ‘‘two of a kind,” by his fa- 
ther's later completed suicide, by the shallowness and hy- 
pocrisy and inhumanity of the world áround him, by an exis- 
tential need to find meaning in his own life and in life in gen- 
eral. He decides to conduct a Pascalian experiment. He 
retreats to a cave with a bottle of barbiturates to await the 
last days, attempting to perform both the perfect test of 
God's existence and the perfect suicide if God does not ex- 
ist. The perfect experiment is marred, however, by human 
imperfection in the form of a toothache that drives him out 
from the cave, and we are left wondering about the meaning 
of its outcome. Will concludes that the answer is muddy, 
that he did not have a chance to put his question to a fair test. 
But the pcssibility exists that the toothache was providen- 
tial, the very sign he was awaiting, a sign he fails to notice 
because it is too small and insignificant a revelation for a man 
looking for the Apocalypse. 

Will emerges from the cave to find himself in the care of 
Allison Vaught, a recent escapee from Valleyhead Psychiat- 
ric Hospital. She had been there two or three years. Her 
escape occurs after her parents make one of their ex- 
ceedingly rare visits and present hopeful plans for her future, 
motivated by parental love and concern that have recently 
been stimulated by the discovery that Allison has inherited a 
multimillion dollar fortune from her Aunt Sally Kemp. She 
escapes in order to avoid further ECT, referred to as ‘‘buzz- 
ing" and portrayed as an unpleasant and painful punishment 
ordered by a rather insensitive and stupid psychiatrist, and 
to seek her own identity in the real world. Discovering that 
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the farmhouse she has inherited has burned down, she turns 
the surviving greenhouse into a home. In the process she 
displays intelligence, imagination, and creativity. She also 
speaks (but does not think in) a wonderfully funny language 
evocative of schizophrenic language but more poetic. Unlike 
the chronic schizophrenic patient, Allison views the world 
with the joyous curiositv of a happy child. 

The attraction between Will and Allison is irresistible. He 
has falling spells, and she is ‘ʻa hoister." He doubts and 
denies, while she affirms. Their mutual need and inter- 
dependence satisfy each. But their union is nearly thwarted. 
During Will's disappearance in the cave, his greedy family 
and friends close in, trying to get control of his wife's inher- 
itance— Will's daughter and a minister named Jack Curl to 
set up a religious community, his friend Dr. Vance Battle to 
build a new hospital. In fact, they attempt to cure his exis- 
tential longings by controlling an atérrant blood pH, which 
temporarily reduces him to an unthinking inhabitant of a rest 
home for the elderly. Like Allison, Will eventually chooses 
to escape and to live in the saner world of apparent madness. 
Their madness will permit them toth to survive ard to find 
meaning in a topsy-turvy apocalyptic world, in which "the 
best lack all conviction, while the worst are full of passionate 
intensity.” 

As the plot suggests, this is a tightly constructed book, 
rich in ideas and symbols, which gives the reader much to 
ponder. It also sometimes has the excitement and drama of 
an old-fashioned thriller, and it is full of mocking and ironic 
humor. Born-again and traditional Christians, doctors and 
dentists, the Old South and the New, runners and golfers, 
psychiatrists and patients, are all seen through Percy's ironic 
eyes. Some psychiatrists may find their portrayal unfair and 
troubling (and perhaps it is), but this portrayal is necessary 
in order for Percy to present his theme, the sanity inherent in 
madness and the insariity of the apparently sane. Thoughtful 
readers will find this book fun and funny as well as in- 
tellectually exciting. 

Walker Percy is one of America's majer living novelists. 
Trained as a physician at the University of North Carolina 
and Columbia-Presbyterian, he turned to writing when hé 
developed tuberculosis during a pathology residency. His 
works show a series of recurrent fascinations and concerns 
characteristic of Christian existentialism: the emptiness and 
materialism of our society, our preoccupation with popular 
psychology and clichés, the loneliness and isolation experi- 
enced by modern man, his search for a meaning inherent in 
his existence, pressures from society to give in and give up, 
an awareness of sin, and a hope that redemption is possible. 
His subjects often deal obliquely or directly with‘medicine 
and psychiatry. Readers who have not yet discovered him 
will enjoy doing so. The Second Coming is & good beginning. 


N.C.A. 


x 
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Loss: Sadness and Depression. Attachment and Loss, Vol. Ш, 
by John Bowlby. New York, N.Y., Basic Books, 1980, 462 
pp., $22.50. 


The full impact of John Bowlby's work has not vet been 
reálized in the* United States. The appearance of this final 
volume in his trilogy on attachment and loss should place 
Bowlby alongside such other important psychiatric and so- 
cial theorists as Erikson, Fromm, Meyer, and Sullivan. 

The principal theme in Bowlby's concept is that intimate 
attachments to other human beings are the core around 
which a person's life revolves and from which one obtains 
strength and pleasure. Many of the most intense emotions 
arise during the formation, maintenance, disruption, and re- 
newal of attachment relationships. Threat of loss arouses 
anxiety, actual loss gives risé to sorrow, and both arouse 
anger. The unchallenged maintenance of a bond is experi- 
enced as security, and the renewal of a bond is a source of 
joy. Attachment behavior is rooted in primate life and is 
characteristic of many species during the course of evolution 
because it keeps the species close to caretakers, thus reduc- 
ing the risk of harm. 

Drawing somewhat from psychoanalysis, but more often 
from ethology and cognitive psychology, Bowlby's paradigm 
dispenses with mariy abstract concepts, such as psychic en- 
ergy and drive, and relies considerably on empirical data. 
His concepts are o? interest to psychoanalysts and compat- 
ible with those of neurophysiology and developmental psy- 
chology; they are capable of meeting the ordinary require- 
ments of a scientific discipline. 

Unlike psychoanalytic theorists, Bowlby sees attachment 
behavior as active throughout life and not indicative of pa- 
thology or regression. Like psychoanalytic’ theory, his view 
is that faulty attachment behavior in adults may be the result 
of faulty (i.e., anxious, insecure, incomplete, unresponsive) 
attachment experiences occurring during the early formative 
years. 

Drawing from clinical and epidemiologic data, Bowlby ap- 
plies this conceptual framework to the understanding of loss 
and grief reactions. In separate chapters he describes the 
emotional experiences of the loss of a spouse and a child, 
mourning in different cultures, disordered variants of mourn- 
ing, and mourning of young children in response to the loss 
of a parent. In one chapter he attempts to understand why 
some people follow a pathologic course of mourning and oth- 
ers do not. What is in the person, the social situation, per- 
sonality, or early experiences that makes one vulnerable? 

The absence of more discussion about depression follow- 
ing losses other than deàth was a disappointment. Chapter 14 
shows promise of approaching this topic, but one chapter 
dealing primarily with the work of Brown and Harris on life 
events (1) is not sufficient. 

Bowlby's theories are so eminently applicable to under- 
standing clinical depression arid the role of psychotherapy 
that it is disappointing these ideas are not developed in the 
remaining half of the book. 

This book is a classic for undersianding the grieving pro- 
cess іп the light of human attachments. I hope it is followed 
by a fourth volume that will deal with clinical depression and 
the place of disrupted and disturbed attachments in its onset 
and vulnerability. | 

Western urban life, with its high divorce rate, geographic 
mobility, and differential mortality rate between men and 
women, provides rich opportunities for disrupted attach- 
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ments, which may explain the high rate of depression, espe- 
cially among women. Bowlby’s theories, derived from ethol-. 
ogy and ultimately rooted in biology, could link environ- 
mental triggers with biological disposition as a framework 
for understanding clinical depression. Bowlby’g writings, as 
they stand, should be part of all behavioral science and medi- 
cal school curricula. i 


REFERENCE 


1. Brown GW, Harris T: Social Origins of Depression: A Study of 
Psychiatric Disorder in Women. New York, Free Press, 1978 


MYRNA M. WEISSMAN, PH.D. 
New Haven, Conn. 


Progress in the Functional Psychoses, edited by Robert Can- 
cro, M.D., Lester E. Shapiro, M.D., and Martin Kesselman, 
M.D. New York, N.Y., SP Medical & Scientific Books 
(Spectrum Publications), 1979, 187 pp., $20.00. 


It is useful, from time to time, to have in one volume arti- 
cles that summarize developments in a clinical field for the 
benefit of practitioners who are busy or who simply want a 
picture of the state of the art. This book is such a pub- 
lication. The subjects covered are the two functional psycho- 
ses, schizophrenia and affective disorder. 

The book has three editors; one writes a general in- 
troduction to the whole book, the second an introduction for 
the 8 chapters devoted to schizophrenia, and the third an in- 
troduction to the 5 chapters on affective disorder. Seventeen 
authors contribute 13 chapters. Each chapter has its own 
bibliography; the references mainly cover the past 10 years. 
A subject index for the whole volume is also included. 

Past experience with books constructed like this one may 
give rise to an expectation of uneven writing, good and poor 
content, and a lack of transition from one chapter to another, 
but a pleasant surprise is iri store for the reader. The book 
does not suffer from such negative expectations. Careful ed- 
iting makes it quite the reverse. The chapters are uniformly 
good, tliey narrate recent progress, and they leave the reader 
with a feeling of having come abreast of the times. 

Topics for discussion in the 8 chapters on schizophre- 
nia are well chosen. These are the history of treatment; diag- 
nosis, sociocultural features in etiology, patterns of re- 
search, psychopharmacological treatment, intrapsychic and 
family dynamics, brief hospitalization, and rehabilitation. 
The chapters on affective disorders concern the DSM-III 
classification of depression and affective disorders, the bio- 
logical basis of affective disorders, clinical pharmacology 
and antidépressant drugs, lithium and manic-depressive dis- 
orders, and the current status of treatment of depressive dis- 
orders. 

This book should be of value to the psychiatrist who wish- 
es to get a modern review of the two major diagnostic cate- 
gories presented. To those who want to organize for them- 
selves a self-study gourse for continuing education credits, 
the text plus selected readings from the bibliographies at the 
end of the chapters should prove useful. 


Раст, E. Huston, M.D. 
iowa City, Iowa 


| Ат J Psychiatry 137:11, November 1980 


Handbook of Adolescent Psychology, edited by Joseph Adel- 
. son. New York, N.Y., John Wiley & Sons, 1980, 597 pp., 
$39.95. 


Researchgrs in adolescent psychology, like students of 
other mental life and human behavior, are struggling to in- 
tegrate recent important contributions from biological, so- 
cial-historical, behavioral, and psychodynamic approaches. 
This collection of 18 chapters reflects that struggle. Instead 
of the simple exposition and evenhandedness one expects 
from a handbook format, the papers selected are relentlessly 
critical, and the reader is likely to come away with more 
questions than answers. If there ever was a commonly ac- 
cepted body of knowledge about adolescence (there cer- 
tainly is an overworked one), it is admittedly set aside here 
in favor of only new researches, and too often we are left 
with the authors to wallow in morasses of semidigested data 
and in endless methodological dilemmas. Often, however, 
when we yearn to make a conceptual leap or two to find 
some unity, if only in common sense or personal conviction, 
the admirable academic and scientific rigor displaved here 
restrains üs again and again, saves us from the particular or- 
thodoxy to which we are personally inclined. 

The orthodoxy point for this text is a psychodynamic one. 
The first section, titled New Perspectives on Adolescence, is 
fundamentally a consideration of alternative motives for be- 
havior, alternative to drive, conflict, and defensive motives. 
The initial chapter, ‘‘Adolescence in Historical Per- 
spective,” raises many sociological and historical questions 
in fundamentally defining adolescence and adolescent phe- 
nomenology. The second chapter, ‘‘Perspectives on Adoles- 
cence from Longitudinal Research," raises many questions 
about the behavioral forces and processes from childhood 
experience leading to and through adolescent developmental 
phenomena. Chapter three is Dr. Adelson’s personal, direct, 
but affectionate attack on concepts of dynamic motivations 
of behavior. Well set out are the traditional ideas of Sigmund 
and Anna Freud and the less traditional but popular ideas of 
Blos and Kohut. Nonetheless, Dr. Adelson leaves us with 
this lament: 


It is hard to imagine a satisfying theory of adolescence 
without the strongest contribution from psychodynamic 
theory. No other approach can offer, potentially, a com- 
parable depth and range of observation; no other ap- 
proach is as well suited—again, potentially—to pull to- 
gether evidence drawn from other sources. Yet it is 
even harder to imagine that happening today, given the 
state of the art. It is at the moment a fossilized doctrine, 
resisting innovation in method, unshakably parochial in 
outlook. The illusion of being up to date is occasionally 
provided by the attention (excessive, in our view) given 
to fashionable topics; the politically active young or new 
modes of pathology. That work is rarely illuminating, 
given an insular theory and tired, overemployed con- 
cepts—above all, the idea of regression, which is used 
as a universal solvent for all conceptual difficulties. 


The title of chapter four, “Тһе Biolagic Approach to Ado- 
lescence: Biological Change and Psychological Adaptation,”’ 
is misleading. The chapter actually deals only with pubertal 
biological changes and psychological adaptations to them. 
The author.states that ‘‘no studies exist of the relation be- 
tween endocrine and psychological changes in puberty." 
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-The ‘‘direct-effect’’ biologically based motivation model is 


given scant consideration. This will be very unsatisfying to 
the medically trained clinician and is a major gap in cther- 
wise rigorous considerations, diminishing the conceptual 
presentations of this first part. 

The second and largest section of the booR, The Processes 
of Adolescence, presents thinly disguised discussions of 
some elements of the ego function and superego develop- 
ment. Noteworthy because they are verv challenging and 
clinically useful are chapters on identity, ego development, 
thinking processes, and sexuality in adolescence (ego func- 
tions, always the forte of the psychologist). Less useful and 
more woolly are chapters on values, moral development, po- 
litical thinking, friendship and peer groups, and strategic in- 
teractions in adolescence. f 

Part three, titled Variations in Adolescence, is a catchall 
of odds-and-ends issues stuck on at the end and only loosely 


related to the conceptualizations of the preceding parts. It 


begins with a chapter titled ''"Psychopathology in Adoles-. 
сепсе.’ It covers schizophrenia, depression, suicidal behav- 
ior, problems of school attendar.ce, and problems of school 
achievement in a very few pages and in simply too cursory a 
fashion. Brief chapters on the gifted adolescent, youth 
movements, and variations in zdolescent psychohormonal 
development are all somewhat esoteric and interesting but 
also cursory. A single chapter on delinquency is an ex- 
ception in this group. It is a comprehensive and useful dis- 
cussion of this much overworked problem. 

In sum, this is a reputable resource text for most of the 
major issues, and a few of the minor ones, confronting ado- 
lescent psychology today. It is primarily psychodynamic in 
Spirit, with stress on research in the development of ego 
functions and aspects of superego specific to adolescence. 
Chapters vary in quality, utility, and readability, but all are 
at least rigorously scholarly. 


PETER C. PLISHKA, M.D. 
Bronx, N.Y. 


Mental Retardation and Developmental Disabilities: An An- 
nual Review, Vol. XI, edited by Joseph Wortis, M.D. New 
York, N.Y., BrunneriMazel, 1986, 240 pp., $17.50. 


The editor of this series has garnered many interesting and 


` relevant contributions, ranging from topics of general inter- 


est (education, employment, psychometrics, genetics, psy- 
chiatry, nutrition, poverty, and retardation, to name a few) 
to reviews of obscure entities of interest to specialists in the 
area (congenital malformations). 

The first section deals with items that might be relevant for 
anyone in the mental health field who deals with the develop- 
mentally disabled. The editor begins by briefly discussing 
‘dyslexia, learning disability, brain damage, organicity and 
other поп-епібеѕ.’’ The chapter on clinical aspects is, un- 
fortunately, not as clinical as the author’s previous contribu- 
tions in other volumes. It does attempt an overview of the 
cfrrent major issues in mental retardation, although the au- 
thor is British and he discusses legislation, social services, 
and epidemiology as they stand in Great Britain. The epide- 
miology chapter is the best in the monograph. It is well writ- 
ten, well documented, and an excellent review of the better 
epidemiologic studies of retarded populations. Finally, the 
deinstitutionalization and community services chapter de- 
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scribes those services generally available for the retarded 
with some follow-up data detailing how various groups have 
fared in different placements. 

The next section is much more technical. Previous edi- 
tions have addressed the subjects of hydranencephaly, 
megalencephaly, and lissencephaly. There are two chapters 
in this volume on congenital malformations —one on hyper- 
telorism, the other on arhinencephaly. Each describes these 
rare entities in exhaustive detail. On the other hand, the 
chapter on chromosomal syndromes is comprehensive and 
mercifully less detailed. The final section addresses develop- 
ments in Southeast Asia. 
` An examination of previous editions of this series reveals 
that volume XI is neither as interesting nor as comprehen- 
sive as its predecessors. As such, it is likely that most psy- 
chiatrists will not find it useful except for reference pur- 
poses. The series, however, is a valuable one for those in- 
volved in this mental health subspecialty. 


GABRIELLE A. CARLSON, M.D. 
Los Angeles, Calif. 


Artful Scribbles: The Significance of Children’s Drawings, by 
Howard Gardner. New York, N.Y., Basic Books, 1980, 274 
pp., $15.00. 


: This book begins on an aesthetic note and ends on a ro- 
mantic one. The body of the book is another. matter. The 
author declares himself to be an ‘‘inveterate development 
psychologist” and presents a series of chapters on scribbles, 
children’s drawings as art, object copying, realism, and ado- 
lescent art. The author has read widely and selected some 
very interesting quotations from psychology and ait criti- 
cism. 

Dr. Gardner is a frequent contributor to Psychology 
Today. He has studied with the distinguished art critic 
Rudolph Arnheim, to whom the book is dedicated, and his 
citations from Arnheim are cogent statements of his teach- 
er’s Gestalt psychology. However, in Gardner’s main sec- 
tions there is a lot of material from his own children and an 
ingenuous style that seems aimed toward a lay audience. 
Even though he is listed as a staff member of a Veterans 
Administration hospital, the material is devoid of clinical 
awareness or much that would strike a psychiatrist as devel- 
opmental. Childhood psychosis is described accurately but 
only to present the drawings of.a child cut off from reality 
who shows artistic talent. Erikson is not mentioned. The 
work of Lauretta Bender on children’s drawings is absent, 
and the rich field developed in the past 50 years on projective 
psychology is ignored. Harrower, Machover, Goudenough, 
Piotrowski, and standard psychological studies in drawings 
are unplumbed and absent from the index. Although Sir 
Ernst Gombrich is mentioned, his profound critical writings 
and his psychoanalytically sophisticated work with Emst 
Kris are not mentioned. Gardner briefly discusses Jung’s 
studies of the Mandala, including some intriguing material on 
the origins of symbols and basic graphic forms. He mentions 
how long Picasso worked to'be able to,draw like a child, but 
Picasso’s ‘drawings are not those of children. 

Gardner opens with a quote of Malraux’s view that a child 
may be’ artistic but’ cannot become an artist until he or she 
gairis eXperience and can integrate his or her stored-up 
knowledge and mastery. He ends paraphrasing Rank on the 
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need for an artist to have a rich feeling for life to produce 
significant art and notes that the seeds of artistic achieve-. 
ment are found in childhood. By choosing a naive cognitive 
approach, the author has not advanced our knowledge. 
There are some fine insights from varied sourceg; there is no 
systematic or innovative integration of cognitive knowledge 
and a step backward in the deployment of knowledge about 
affective development. The sure and learned hand of psycho- 
logically sophisticated art critics—like Arnheim, Read, 
Wind, and Gombrich—is absent. The significance claimed in 
the book title is missed. 


NORMAN R. BERNSTEIN, M.D. 
Chicago, Ill. 


BRIEF MENTION 





The Psychiatric Clinics of North America, Vol. 2, Number 3, 
December 1979, edited by Hagop Souren Akiskal, M.D. 
Philadelphia, Pa., W.B. Saunders Co., 1979, 212 pp., 
$17.00. А 


The classification of affective disorders has been ап impor- 
tant but unresolved issue for many years. Recent advances 
in both phenomenological and biological research have sug- 
gested the usefulness of several new categories and led to 
wide acceptance of the bipolar/unipolar subdivision. This 
volume provides a systematic review of these recent ad- 
vances. Several chapters address the problem of schizoaf- 
fective disorder or atypical mania and depression, reviewing 
the evidence for treating these disorders as variants of schiz- 
ophrenia or afective disorder or as an independent third ill- 
ness. Other chapters examine the evidence that supports 
such new categories as the depression spectrum, hysteroid 
dysphoria, or the borderline concept. Although rapidly cy- 
cling bipolar illness and cyclothymic personality have been 
recognized for many years, they have not been studied 
through objective research until quite recently; this research 
is also carefully reviewed. 

This volume should give readers an excellent summary of 
recent developments in the classification of affective dis- 
orders. Although the subject of classification provides the 
unifying theme of the volume, most of the chapters also pro- 
vide a thorough discussion of work in neuropharmacology. 
Nearly all of the chapters have been written by prominent 
researchers who have been responsible for exploring and de- 
veloping these new approaches to classification. As a con- 
sequence, the volume is well written, contains thorough doc- 
umentation, and is fresh and up-to-date. 


Anxiety and Emotions: Physiological Basis and Treatment, by 
Desmond Kelly, M.D. Springfield, Ill., Charles C Thomas, 
1980, 388 pp., $24.75. 


American psychiatrists often think of anxiety as rooted ei- 
ther in psychological conflict or in environmental stress. On 
the other hand, British psychiatrists have traditionally been 
interested in behavioral and biological aspects of anxiety. 
This volume, written by a British psychiatrist well known for 
his work on physical aspects of anxiety, provides a useful 
summary for clinicians who would like to update their 
knowledge on biological aspects of anxiety. 
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The volume begins with an introductory chapter on clini- 
cal aspects of anxiety that covers such issues as the classifi- 
cation of anxiety disorders and differential diagnosis. Sub- 
sequent chapters discuss the relationship between the car- 
diovascular,system and anxiety, the role of the endocrine 
system, the lactate infusion test, and the impact of the limbic 
system in causing anxiety. A final chapter discusses treat- 
ment issues, and it ranges from psychotherapeutic approach- 
es and transcendental meditation to beta-adrenergic blockers 
and monoamine oxidase inhibitors. In some chapters Kelly 
becomes too absorbed in basic research and wanders into 
rather arcane areas, and at times his documentation seems 
incomplete. On the whole, however, this book provides a 
useful and interesting summary of behavioral, neurological, 
genetic, and physiological aspects of anxiety. 


N.C.A. 





Short-Term Dynamic Psychotherapy: Evaluation and Tech- 
nique, by Peter E. Sifneos, M.D. New York, N.Y., Plenum 
Medical Book Co., 1979, 239 pp., $18.95. 


The short-term psychotherapist’s lament is a familiar one. 
He or she is inevitably criticized for doing the very thing that 
makes brief therapy possible, namely, excluding many is- 
sues in order to focus on a few. The traditionalists ask how 
can this be treatment. Dr. Peter Sifneos, a pioneer in the 
field of focal treatment, adequately addresses this challenge 
in his second work on short-term anxiety-provoking psycho- 
therapy. My own views are undoubtedly biased by the fact 
that Dr. Sifneos is both my teacher and colleague. However, 
I have tried as best as possible to judge whether his book 
conveys the effectiveness of his technique. 

He explores in detail how to select patients and do the 
treatment. The patients who are chosen are highly motivated 
and have achieved mutuality of give and take in their rela- 
tions with others. The therapeutic work must be organized 
around the specific applicability of oedipal dynamics to the 
patient's chief complaint. What are called ''pregenital char- 
acterological issues,” e.g., reactions to the therapist's ab- 
sence, must not be explored and are quickly interpreted as 
regressive maneuvers to avoid the major oedipal theme. The 
therapist makes full use of the transference in order to make 
relevant links to the patient's past objects as well as to open 
up access roads to more material. The emphasis is always оп 
giving patients a cognitive understanding of their dynamics 
that they may use when newer versions of their issues pre- 
sent themselves. Dr. Sifneos demands of himself that he see 
evidence of the effectiveness of this new learning on the pa- 
tient's life before the treatment is regarded a success. From 
Dr. Sifneos' cogent and plentiful case examples and inter- 
view transcripts there can be little doubt that his is a very 
creative and helpful mode of intervention. 

Dr. Sifneos' critics will question his emphasis on an oedi- 
pal focus and the complete avoidance of earlier issues. These 
restrictions in effect may unnecessarily limit the patients to 
whom short-term psychotherapy could be beneficial. Fur- 
thermore, some might be discomforted by Dr. Sifneos' ap- 
parent disparagement of the endeavors of long-term thera- 
pists, who must confront a greater panoply of issues, not all 
of them conflictual, over a lengthy period of time. The cen- 
tral point is not whether what is excluded is valuable. It is. 
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However, Dr. Sifneos asks that the question be raised as to 
whether significant results can be achieved by applying a 
highlighted yet purposely limited concept of work. He dem- 
onstrates that they can. 

The volume is very readable and clear. The richness of the 
many separate patient vignettes is supplemented by a superb 
presentation of an entire case, inciuding all important inter- 
view segments, in the appendix. An outline of the research 
data offers objective testimony to the benefits of short-term 
anxiety-provoking psychotherapy. Dr. Sifneos' book is very 
valuable reading for everyone interested in dynamic psycho- 
therapy of any kind. 


GEORGE G. FISHMAN, M.D. 
Boston, Mass. 


Psychosomatic Obstetrics and Gynecology, by David S. 
Youngs, M.D., and Anke A. Ehrhardt, Ph.D. New York, 
N.Y., Appleton-Century-Crofts, 1980, 287 pp., $18.50. 


This volume adds to the increasing number of books on 
emotional aspects of medicine that are addressed to the prac- 
titioners in various specialties. However, unlike books that 
stress clinical management, it consists of 18 chapters with 
the purpose of exposing the interested reader to behavioral 
science research as well as clinical experience of relevance 
to the practicing gynecclogist and obstetrician. The chapters 
are grouped in five sections reflecting five main themes: 1) 
Critical, Biological, Social, and Cultural Influences During 
the Female Life Cycle, 2) Psychological Needs in the Doc- 
tor-Patient Relationship, 3) New Obstetric Techniques: Im- 
plications for the Patient, 4) The Adclescent Patient: Sex- 
uality and Reproduction, and 5) Common Gynecological 
Perspectives. The chapters range in depth, sophistication, 
and focus. 

Of the 18 authors, 4 are psychiatrists. The others are ob- 
stetricians and gynecologists, other medical specialists, psv- 
chologists, or researchers in other areas. Several chapters 
are primarily summaries of the inconclusive state of research 
in particular areas and consist of reports of studies. Ex- 
amples of these are ‘‘Sex Hormone Administration During 
Pregnancy! and ‘‘Behavioral Sequelae in the Offspring." 
both by Meyer-Bahlburg and Ehrhardt, and ‘‘Emotional Pa- 
rameters of Infertility" by Mozley. In contrast, other chap- 
ters are sensitive presentations of psychiatric-psychological 
issues, such as ‘‘Prenatal Genetic Counseling" by Jackson, 
"Reactions to Electronic Fetal Monitoring" by Starkman, 
and “‘Psychosocial Issues of Therapeutic Abortion" by Ad- 
ler. 'Psychosocial Aspects of Breast Cancer” by Kushner 
seems to be a superficial treatment of this important subject. 
“Elective Gynecologic Surgery'' discusses these issues in a 
sensible and straightforward manner. In ‘‘Health Care for 
Women—A Prescription for Change” Elkin approaches im- 
portant problems in the doctor-patient relationship from a 
historical as well as a critical perspective. The chapter on 
**Social and Emotional Aspects of Menstruation, Birth, and 
Ménopause”’ by Parlee raises important methodological con- 
siderations affecting research іп this entire field. 

Combining these five main themes represented by the five 
sections into one book serves to bring to the attention of the 
reader approaching only one of these toptzs the work done in 
other areas and can thus stimulate interest in unexpected di- 
rections. 
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Although the psychosomatic focus promised by the title is 
not entirely adhered to and the chapters vary in clinical ap- 
plication and depth on the whole, the book does extend the 
reader's understanding of emotional aspects of reproductive 
functioning. It avoids sexism, offers many interesting obser- 
vations, and covers issues of importance to the consultation- 
liaison psychiatrist 2s well as to the gynecologist for whom it 
is presented. There are few books of comperable quality in 
this field. 


MALKAH T. NoTMAN, M.D. 
Boston, Mass. 


Psychiatric Consultation in Mental Retardation. Publication 
104, by the Group for the Advancement of Psychiatry Com- 
mittee on Mental Retardation. New York, N.Y., GAP, 104 
рр.. $4.00 (paper). 


This small book presents in very brief form the various 
types of consultation regarding mental retardation that the 
psychiatrist might face in private or community practice. 
The appendix furaishes a convenient classification of types 
of consultation, including direct case evaluation and therapy 
and indirect consultation through agencies whose programs 
serve the mentally retarded and their families. 

The discussions do not demand a high level of knowledge 
of the field; indeed, in-depth discussions of the complexities 
of pathologies that are encountered more often than not are 
notably lacking. In spite of this, the text has an aura of con- 
descension about it; for example: ‘‘In order to be useful, 
consultants must know something more about the special 
area in which they are consulting than the person requesting 
help" (р. 601). If they do not, and they zccept the consulta- 
tion, somebody ought to call the ethics committee. 

The book is very elementary in its approach. Perhaps it 
may help nonprofessional workers to use consultation bet- 
ter. One hopes psychiatrists are considerably beyond this 
level of education. 


PAUL V. LEMKAU, M.D. 
Baltimore, Md. 


Countertransference, edited by Lawrence Epstein, Ph.D., 
and Arthur H. Feiner, Ph.D., for the William Alanson White 
Psychoanalytic Society. New York, N.Y., Jason Aronson, 
1979, 467 pp., $30.00. 


This book brings together 18 contributions by 17 authors. 
The chapters are grouped in three divisions— The Concept of 
Countertransference, The Therapists Use of Counter- 
transference, and Countertransference with Particular Types 
of Patients. A useful introduction by the editors succinctly 
describes the various ways countertransference can be de- 
fined and traces the historical development of these different 
points of view. Overall the book contains more ideas about 
countertransference in the context of treating serious dis- 
orders than it does ideas that developed in treating the neu- 
roses. As such, countertransference as a potential in- 
strument fer understanding and treating patients receives 
strong emphasis, dnd countertransference as a potential im- 
pediment receives less attention. 

The qualities of the chapters range from high levels of con- 


Am J Psychiatry 137:11, November 1980 


ceptual effectiveness (e.g., Langs) and excellent sharing of 
clinical experience and wisdom (e.g., McDougall апа. 
Searles) to worthy clinical essays (e.g., Feiner) to, їп my 
opinion, some chapters in which ideas are sparse or loosely 
presented or idiosyncratic and unhelpful. e 

The book is enriched by the individualistic approaches of 
the various authors. However, this involves the sacrifice of 
cohesiveness, and further review of the contents of the book 
can be provided only in the form of a series of comments 
about certain chapters. 

Langs offers his well-conceived interactional framework 
for delineating types of countertransference. His is a bal- 
anced, densely packed, rigorous presentation of counter- 
transferences that interfere with treatment. It will contribute 
substantially to the theoretical and practical clinical under- 
standing of many readers. Some will also be stimulated to 
read his broader body of work if they have not already. 

Wittenberg writes from an orientation that places the high- 
est value on the achievement of object relatedness as op- 
posed to the value placed by other authors on narcissistic 
achievements. He stresses the fundamental importance of 
the allocentric attitude in the therapist. That is, the therapist 
must emancipate himself or herself from the gratification of 
his or her own needs in order to perceive the patient continu- 
ously altogether in the patient's own right. The therapist 
maintains full interest, openness, and receptivity in relation 
to the patient. Anything other than an allocentric attitude is 
considered by Wittenberg to be a countertransference that 
interferes with treatment and must be corrected by self-anal- 
ysis. 

Feiner's rather poetic essay concerns an important but sel- 
dom considered problem. Patients under the sway of trans- 
ference ascribe qualities to the therapist that run counter to 
his or her actual unique qualities as a person and tend to 
influence the therapist to assume an identity that corre- 
sponds to the transference. The analyst naturally objects to 
this influence and must be alert for countertransference de- 
fensiveness against it. His or her professional identity as an 
analytic self provides the resources for avoiding and correct- 
ing this countertransference. . 

From a Kleinian perspective Grinberg describes the phe- 
nomenon of projective identification, then delineates a kind 
of countertransference response to it that he calls projective 
countertransference. This consists of an unconscious re- 
sponse in the therapist that is independent of his or her own 
emotional life; it is derived as a reaction to the projective 
identification the patient directs onto the therapist. 

Epstein presents the ways in which the skillful use of 
countertransference hate can benefit therapy. Searles shares 
fine clinical accounts demonstrating phenomena of jealousy 
in primitive patients and the parallel countertransference 
jealousies experienced by therapists who undertake to treat 
them. Giovacchini, in an engaging clinical chapter, describes 
the ‘‘counter-delusional impact” in the therapist that occurs 
when a patient's delusions become all-pervasive in the anal- 
ysis. The impact on the analyst derives from his or her re- 
sponding in such a way as to lose the analytic stance, with 
resultant threat to his or her analytic identity. The analytic 
stance can be restored 1) by confronting the patient with the 
need to conform with those requirements which enable the 
analyst to continue functioning as analyst or 2) by the pa- 
tient's confronting the analyst in such a way as to enable the 
analyst to resume his calm, effective analytic attitude. 

McDougall’s richly rewarding clinfcal chapter concerns 
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work with patients who have suffered major trauma before 
they acquired the capacity for verbal communication. Break- 
down in communication with the mother in infancy would be 
one form of such trauma. These patients defend most vigor- 
ously again any conscious awareness of painful derivative 
expressions of the trauma. The therapist may become aware 
of the trauma through the way it is expressed in the patient's 
modes of being and speaking rather than through what the 
patient actually says. The therapist's countertransference re- 
actions to the patient's activity may be the only way to 
gain awareness of the trauma. Such countertransference 
may be purely useful, but it can also be deleterious. 
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Boyer presents good clinical examples of using counter- 
transference responses as means of understanding séverely 
regressed patients. Epstein writes from a Kleinian orienta- 
tion about countertransferences as clues about thé prcjected 
aspects of the patient's intrapsychic relations between self 
and objects. Wolf presents a summary of 'Kohut's under- 
standing of countertransference in the setting of self-psy- 
chology. 


Dan H. Виле, M.D. 
Boston, Mass. 
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Books Received 


This list acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


The Community Imperative: Proceedings of a National Con- 
ference on Overcoming Public Opposition to Community Care 
for the Mentally Ill, edited by Richard C. Baron, Irvin D. 
Rutman, Ph.D., and Barbara Klaczynska, Ph.D. Phila- 
delphia, Pa., Horizon House Institute for Research and De- 
velopment, 1980, 474 pp., $10.00 (paper). 


Neurochemistry and Clinical Neurology: Progress in Clinical 
and Biological Research, Vol. 39, edited by Leontino Battis- 
tin, George Hashim, and Abel Lajtha. New York, N.Y., 
Alan R. Liss, 1980, 492 pp., $38.00. 


Workshops on Cognitive Processes, by A. Bennett, S. Haus- 
feld, R.A. Reeve, and J. Smith. Boston, Mass., Routledge & 
Kegan Paul, 1980, 120 pp., $9.75 (paper). 


Aging, Isolation and Resocialization, edited by Ruth Bennett, 
Ph.D. New York, N.Y., Van Nostrand Reinhold Co., 1980, 
207 pp., $14.95. 


Advances in Human Psychopharmacology: A Research Annu- 
al, Vol. 1, 1980, edited by Graham D. Burrows and John S. 
Werry. Greenwich, Conn., Jai Press, 1980, 329 pp., $37.50. 


The Thinking Skills Workbook: A Cognitive Skills Remedia- 
tion Manual for Adults, by Lynn Tondat Carter, Ph.D., John 
L. Caruso, Ph.D., Mary A. Languirand, and M.A. Berard, 
M.D. Springfield, Tl., Charles C Thomas, 1980, 210 pp., 
$13.95 (paper). 


Teaching Social Skills to Children: Innovative Approaches, 
edited by Gwendolyn Cartledge and JoAnne Fellows Mil- 
burn. New York, N.Y., Pergamon Press, 1980, 306 pp., 
$25.00; $9.95 (paper). 


Harry Stack Sullivan's Concepts of Personality Development 
and Psychiatric Illness, by A.H. Chapman, M.D., and Mir- 
iam C.M.S. Chapman, M.D. New York, N.Y., Brunner/Ma- 
zel, 1980, 193 pp., no price listed. 


The Skills of Community Service Coordination, Psychiatric 
Rehabilitation Practice Series: Book 6, by Mikal R. Cohen, 
Ph.D., Raphael L. Vitalo, Ph.D., William A. Anthony, 
Ph.D., and Richard M. Pierce, Ph.D. Baltimore, Md., Uni- 
versity Park Press, 1980, 113 pp., $7.50 (paper). 





Practice of Geriatric Psychiatry, by Alex Comfort. Nev York. 
N.Y., Elsevier, 1980, 106 pp., $15.95. 


Approaches to Insanity: A Philosophical and Sociological 
Study, by Jeff Coulter. Totowa, N.J., Martin Robertson, 
1980, 163 pp., $22.50; $7.95 (paper). 


Psychiatric Nursing: A Basic Manual, 5th ed., by Annie 
Laurie Crawford, M.Ed.. R.N., and Virginia Curry Kilan- 
der, M.Ed., R.N. Philadelphia, Pa., F.A. Davis Co., 1980, 
140 pp., $7.25 (paper). 


Birth and Fortune: The Impact of Numbers on Personal Wel- 
fare, by Richard A. Easterlin. New York, N.Y., Basic Books, 
1980, 195 pp., $11.95. 


Burn-Out: Stages of Disillusionment in the Helping Profes- 
sions, by Jerry Edelwich, M.S.W., with Archie Brodsky. New 
York, N.Y., Human Sciences Press, 1980, 252 pp., no price 
listed. 


The Suicide Syndrome, edited by Richard Farmer and Steven 
Hirsch. London, England, Croom Helm, 1980, 264 pp., 
$37.50. 


The Year Book of Psychiatry and Applied Mental Health, 
1980, edited by Daniel X. Freedman, M.D., Arnold J. Fried- 
hoff, M.D., Lawrence C. Kolb, M.D., Reginaid S. Lourie, 
M.D., Sc.D., John C. Nemiah, M.D., and John Romano, 
M.D. Chicago, Ill., Year Bock Medical Publishers, 1980, 358 
рр., $37.50. 


A Method of Psychiatry, edited by Stanley E. Greben, M.D., 
Robert Pos, M.D., Vivian M. Rakaff. M.B., B.S., Alexander 
Bonkalo, M.D., Frederick H. Lowy, M.D., and George Voi- 
neskos, M.D. Philadelphia, Pa., Lea & Febiger, 1980, 357 
pp., $20.00. 


In&lligence and Adaptation, by Stanley I. Greenspan. New 
York, N.Y., International Universities Press, 1980, 398 pp., 
$22.50. . 


Sigmund Freud's Dreams, by Alexander Grinstein; M.D. 
New York, N.Y., International Universities Press, 1980, 486 
pp., $22.50. 
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A Concordance to the Standard Edition of the Complete Psy- 
chological Works of Sigmund Freud, edited by Samuel A. 
Guttman, Ph.D., M.D., Randell L. Jones, Ph.D., and Ste- 
phen M. Parrish, Ph.D. Boston, Mass., G.K. Hall, 1980, 
$525.00 (set of 6 books). 


Law in the Practice of Psychiatry: A Handbook for Clinicians, . 


by Seymour L. Halleck, M.D. New York, N.Y., Plenum 
Medical Book Co., 1980, 284 pp., $21.50. 


Human Judgment and Decision Making: Theories, Methods, 
and Procedures, by Kenneth R. Hammond, Gary H. McClel- 
land, and Jeryl Mumpower. Washington, D.C., Hemisphere 
Publishing Corp., 1980, 244 pp., $22.50. 


A Society Under Stress: Children and Young People in North- 
ern Ireland, by Jeremy and Joan Harbison. Somerset, Eng- 
land, Open Books (New York, N.Y., BrunneríMazel, distrib- 
utors), 1980, 189 pp., $20.00. 


The Anatomy of Loneliness, edited by Joseph Hartog, M.D., 
J. Ralph Audy, Ph.D., M.D., and Yehudi A. Cohen, Ph.D. 
New York, N.Y., International Universities Press, 1980, 603 
pp., $30.00. 


Group Psychotherapy: A Peer Focused Approach, by Richard 
A. Hogan. New York, N.Y., Holt, Rinehart and Winston, 
1980, 280 pp., $21.95. 


Pain and Society: Report of the Dahlem Workshop on Pain 
and Society, Berlin, Nov. 26-30, 1979, edited by H.W. Kos- 
terlitz and L.Y. Terenius. Deerfield Beach, Fla., Verlag 
Chemie, 1980, 511 pp., $39.40 (paper). 


Proceedings of the International Year of the Child Conference, 
Child Advocacy 1979, edited by Susan Lustman Katz. New 
Haven, Conn., Yale Child Study Center, 1980, 383 pp., $8.95 
(paper). 


Responsible Parenthood: The Child's Psyche Through the Six- 
Year Pregnancy, by Gilbert W. Kliman, M.D., and Albert 
Rosenfeld. New York, N.Y., Holt, Rinehart and Winston, 
1980, 334 pp., $14.95. 


The Age of Structuralism: Lévi-Strauss to Foucault, by Edith 
Kurzweil. New York, N.Y., Columbia University Press, 
1980, 246 pp., $20.00; $5.95 (paper). 


Theories on Drug Abuse: Selected Contemporary Per- 
spectives. NIDA Research Monograph 30, edited by Dan J. 
Lettieri, Ph.D., Mollie Sayers, and Helen Wallenstein Pear- 
son. Rockville, Md., National Institute on Drug Abuse, 
1980, 468 pp., $8.50 (paper). 


Higher Cortical Functions in Man, 2nd ed., by Aleksandr 
Romanovich Luria. New York, N.Y., Basic Books, 1980, $25 
рр., $27.50. 


Егот Bórderline Adolescent to Functioning Adult: The Test of 
Time, by James F. Masterson, M.D., with Jacinta Lu Cos- 

tello, M.S.W. New York, N.Y., Brunner!Mazel, 1980, 291 
pp., $19.59. 
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People and Cultures of Hawaii: A Psychocultural Profile, edit- 
ed by John F. McDermott, Jr., Wen-Shing Tseng, and. 
Thomas W. Maretzki. Honolulu, Hawaii, University Press of 
Hawaii, 1980, 234 pp., $7.50 (paper). 


i e 
Stress and Tension Control, edited by F.J. McGuigan, Wes- 
ley E. Sime, and J. Macdonald Wallace. New York, N.Y., 
Plenum Press, 1980, 311 pp., $29.50. 


Who Is the Client? The Ethics of Psychological Intervention in 
the Criminal Justice System, edited by John Monahan. 
Washington, D.C., American Psychological Association, 
1980, 168 pp., $7.50 (paper). 


Individual and Environment: Monozygotic Twins Reared 
Apart, by Niels Juel-Nielson. New York, N.Y., International 
Universities Press, 1980, 292 pp., $22.50. 


Choice and Change: The Psychology of Adjustment, Growth, 
and Creativity, revised ed., by April O' Connell and Vincent 
F. O'Connell. Englewood Cliffs, N.J., Prentice-Hall, 1980, 
531 pp., $12.95 (paper). 


The Rehabilitation of the Mentally Ш in the 1980s: A Report of 
the Fourth Mary E. Switzer Memorial Seminar, Feb. 1980, 
edited by Leonard G. Perlman, Ed.D. Washington, D.C., 
National Rehabilitation Association, 1980, 126 pp., $4.00 


(paper). 


The Skills of Career Counseling: Psychiatric Rehabilitation 
Practice Series, Book 4, by Richard M. Pierce, Ph.D., Mikal 
R. Cohen, Ph.D., William A. Anthony, Ph.D., Barry F. Co- 
hen, Ph.D., and Theodore W. Friel, Ph.D. Baltimore, Md., 
University Park Press, 1980, 96 pp., $6.95 (paper). 


The Skills of Career Placement: Psychiatric Rehabilitation 
Practice Series, Book 5, by Richard M. Pierce, Ph.D., Mikal 
R. Cohen, Ph.D., William A. Anthony, Ph.D., Barry F. Co- 
hen, Ph.D., and Theodore W. Friel, Ph.D. Baltimore, Md., 
University Park Press, 1980, 98 pp., $6.95 (paper). 


The Diagnosis of Stupor and Coma, 3rd ed., by Fred Plum, 
M.D., and Jerome B. Posner, M.D. Philadelphia, Pa., F.A. 
Davis Co., 1980, 364 pp., $22.00. 


Effective Counseling of Adolescents, by Helen G. Rabichow 
and Morris A. Slansky, M.D. Chicago, Ill., Follett Publish- 
ing Co., 1980, 199 pp., $10.95. 


The Quiet Therapies: Japanese Pathways to Personal Growth, 
by David K. Reynolds. Honolulu, Hawaii, University Press 
of Hawaii, 1980, 135 pp., $8.95. 


Psychology and Law: Can Justice Survive the Social Sciences? 
by Daniel N. Robinson. New York, N.Y., Oxford University 
Press, 1980, 216 pp., $14.95; $5.95 (paper). 

е 


Sex Education for the Health Professional: А Curriculum 
Guide, edited by Norman Rosenzweig, M.D., and F. Paul 
Pearsall, Ph.D. New York, N.Y., Grune & Stratton, 1980, 
327 pp., no price listed. 


Am J Psychiatry 137:11, November 1980 


1487 


OFFICIAL ACTIONS 


Position Statement on Medical Participation in Capital Punishment 


This statement was approved by the Board of Trustees at its 
June 20, 1980, meeting, upon recommendation of the As- 
sembly of District Branches, which approved the statement 
during its May 2-4, 1980, meeting. 


SiNcEÉ 1977 four states (Oklahoma, Texas, Idaho, and New 
Mexico) have adopted legislation providing for capital pun- 
ishment by drug injection. Other states have similar legisla- 
tion under consideration. Oklahoma law specifically calls for 
intravenous injection of a barbiturate and a paralytic agent. 
The physician's role varies from ordering and preparing the 
substance, injecting or supervising the injection of the drug, 
and/or monitoring the procedure and the prisoner. It is said 
that the procedure is ‘‘more humane," will encourage the 
death penalty, will not be regarded as ‘‘cruel and unusual 
punishment," and will be cost effective. . 

Historically, physicians have participated in capital pun- 


ishment, and in this century heinous crimes by physicians 
causing death and torture have been documented in Germa- 
ny, Russia, and other countries. In this regard, some psychi- 
atrists were notoriously cooperative with the official aims of 
Nazi Germany. The Declaration of Tokyo stated that doc- 
tors shall not condone or participate in any inhumane or de- 
grading procedures, no matter what the offense of the per- 
son, and shall not provide the instruments, knowledge, or 
substances to facilitate ‘‘cruel, inhumane, or degrading treat- 
ment, or diminish the ability of the victim: to resist such treat- 
ment.’’ Thus, active medical participaticn in capital punish- 
ment would violate those principles. The physician’s serving 
the state as an executioner, either directly or indirectly, is a 
perversion of medical ethics and of his or her role as healer 
and comforter. 

APA therefore strongly opposes any participation by psy- 
chiatrists in capital punishment, that is, in activities leading 
directly or indirectly to the death of a condemned person as a 
legitimate medical procedure. 
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Position Statement on Teenage Parents and Their Children 


This statement was approved by the Assembly of District 
Branches at its May 2-4, 1980, meeting and by the Board 
of Trustees at its June 20, 1980, meeting. It was prepared 
by the Task Force on Teenage Parents and Their Children 
and the Council on Children, Adolescents and Their 
Families.! 


2 


THE TASK FORCE has reviewed the existing models of service 
to teenage parents and their children, the rationale under- 
lying such programs, and their funding. Teenage pregnancy 
and parenthood are increasing at a rapid rate, affecting a 
high-risk population of adolescents and their offspring phys- 
ically, socially, and psychologically. Adolescents under 15 
years of age are at greatest risk, for example, with increased 
rates of eclampsia and low infant birth-weight. Data collec- 
tion and service programs tend to group all teenage parents 
together, failing to recognize the different developmental 


needs and characteristics of the younger, middle, and older - 


teenager. Sound service programming must allow for the dis- 
tinctiveness of each adolescent phase. 


Many deficiencies in services can be traced to current. 


funding patterns and policies. Fragmentary, short-term fund- 
ing undermines the continuity and longitudinal support serv- 
ices required by teenage parents and their infants. The total 
amount of local, private, and federal support is grossly in- 
adequate for suitable programming. 

A model for effective programs would incorporate the fol- 
lowing elements: 1) provision of service to adolescent par- 
ents, their offspring, and their own families, with outreach 


YThe Task Force on Teenage Parents and Their Children included 
Jo Ann B. Fineman, M.D., chairperson, Taghi Modarressi, MAD., 
Carol A. Leal, M.D., John B, Reinhart, M.D., Max Sugar, M.D., 
Carlos H. Salguero, M. D., and: Ruth W., Lidz, M.D., consultant. 
The Council on Children, Adolescents and Their Families included 
Edward 'H. Futterman, M.D., chairperson, Leonard Lawrence, 
M.D., Viola Bernard, M.D., John F. McDermott, M.D., Silvio J. 
Onesti, M.D., Мене L. Mitchell, M.D., observer-consultant, Her- 
bert S. Sacks, M.D., Henry B. Brackin, Ir, M.D., Frank Rafferty, 
M.D., consultant, and Jeanne Spurlock, MD. staff liaison. 


capability; 2) when possible, availability of a child or adoles- 
cent psychiatrist serving in a clinical role; 3) availability of a 
primary worker who would relate to each adolescent mother- 


. and child on a continuing basis, following them through the 


child's preschool stages of development; and 4) liaison with 
appropriate facilities to meet the educational, vocational, 
medical, and psychological needs of adolescent parents and 
their families. _ 

In the interest of a pressing public health and mental 
health issue, the American Psychiatric Association: 

1. Urges measures to make the public, legislators, funding 
resources, and service providers more aware of the need for 
adequate programs to reduce serious psychological, social, 
and physical risks associated with teenage parents and their 
children. 

2. Affirms the need for comprehensive, multidisciplinary, 
and continuous services to the parent-child unit, from the 
prenatal period through the child's preschool development, 
including prevention. 

3. Emphasizes that appropriate services be extended not 
only to the teenage parent-child unit but also to the families 
of each of the teenage parents. 

4. Recommends that statistics on teenage pregnancies be 
broken down to identify younger, middle, and older teen- 
agers and that appropriate service programs be designed for 
each group. 

5. Stresses that child and adolescent psychiatrists should 
play a central role in assessing service needs and participat- 
ing in programs for these teenagers and their children. 

6. Supports adequate funding of federal programs relating 
to these issues. 
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Guidelines for Psychiatrists in Consultative, Supervisory, or 
Collaborative Relationships with Nonmedical Therapists 


The following guidelines were approved by the Assembly of 
District Branches at its May 2-4, 1980, meeting and by the 
Board of Trustees at its June 20, 1980, meeting with the un- 
derstanding that they do not represent official policy but 
rather a "living document” to be adapted to local custom 
and practice. 


THE PRACTICE OF PSYCHIATRY and of other mental health 
disciplines increasingly occurs in the framework of orga- 
nized health delivery systems. Psychiatrists are working 
with other professionals and nonprofessionals in hospital 


settings, community mental health centers, health mainte- | 


nance organizations, as well as in group practices, and in 
consultative*work with schools, family agencies, court clin- 
ics, etc. Interprofessional relationships are an essential as- 
pect of good patient care and should be encouraged. They 
serve as a valuable educational experience and contribute to 
the continuing development of all who are concerned with 


patient care. The addition of other professionals and extend- ' 


ers to the health team enlarges the capacity to provide serv- 
ice. In turn, this requires a review of the role and responsibil- 
ities of psychiatrists in the entire range of consultative, su- 
pervisory, and collaborative relationships. 

In December 1972 the Board of Trustees adopted and later 
published a Position Statement on Psychiatrists’ Relation- 
ships with Nonmedical Mental Health Professionals (1). This 
statement reaffirmed the objectives of psychiatry in regard to 
relationships with nonmedical mental health professionals. 
(In 1977 these objectives were constitutionally amended by 
the Board of Trustees to include item f.) 


OBJECTIVES OF THE PROFESSION OF PSYCHIATRY 


The American Psychiatric Association, in its Constitu- 
tion, states the following to be its objectives: 


(a) to improve the treatment, rehabilitation, and care 
of the mentally ill, the mentally retarded, and the emo- 
tionally disturbed; (b) to promote research, professional 
education in psychiatry and allied fields, and the pre- 
vention of psychiatric disability; (c) to advance the stan- 
dards of all psychiatric services and facilities; (d) to fos- 
ter the cooperation of all who are concerned with the 
medical, psychological, social, and legal aspects of men- 
tal health and illness; (e) to make psychiatric knowledge 
available to other practitioners of medicine, to scientists 
in other fields of knowledge, and to the public; and (f) to 
promote the best interests of patients and those actually 
or potentially making use of mental health services. 


' The psychiatrist.is a physician whose work constantly in- 


volves the differential diagnosis of disease and disorder and 
whose practice is concerned with elucidating and addressing 
the complex intertwined relationships of the physical and 
emotional aspects of diseases and disorders. In this work 
with patients the psychiatrist continually monitors, reas- 


_sesses, and refines diagnoses and pursues therapeutic aims, 


using a wide range. of treatment modalities, including psy- 
chotherapies, medications, and other somatic treatments 
and, at times, hospital care. 

The 1973 position statement defined the psychiatrist's re- 
sponsibilities to other professions: 


Psychiatry's Responsibilities to Other Professions 


Definition and delineation of interprofessional rela- 
tionships. To recognize that every professional group 
has a right to establish and maintain its identity and in- 
dependence by defining its own functions and areas of 
competence, setting up its own educational and trainirg 
programs, and establishing its own standards of service. 
As a responsibility to the public, society may recognize 
the profession and set up such controls as it may deem 
necessary. No profession should attempt to define the 
functions and responsibilities of any other profession. 

Education and Training. The responsibilities of рѕ;- 
chiatry include the following: 

* To inform members of other professions regardirg 
training, experience, areas of special competence, and 
appropriate spheres of activity of the psychiatrist. 

* To assist when invited in the education and training 
of other professionals in any areas in which psychiatry 
has a contribution to make, and on subjects within the 
scope of those other professions as they may be legall 
defined. 

* To encourage and foster ongoing mutual education 
programs through joint meetings, seminars, and work- 
shops with other professional organizations. 

Standards of service. To work in close cooperation 
with other professionals when requested to do so in or- 
der to utilize the expertise of all available professions in 
the provision of high standards of service to the public. 

Ethics. To recognize that the establishment and main- 
tenance of codes of ethics are an internal responsibility 
of each profession and that complaints against other 
professionals should be directed to the responsible au- 
thorities of the profession concerned. 

Manpower, research, and prevention. To collaborate 


. with other professions in these important areas. 


Liaison responsibilities. To recognize such responsi- 
bilities, the American Psychiatric Association offers the 
following guidelines in reference to the settings and situ- 
ations in which problems in interprofessional relations 
often arise: 

ө In medical settings: The American Psychiatric As- 
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sociation, in concurrence with the American Hospital 
Association, endorses the principle of appointing mem- 
bers of other professions such as nurses, dentists, social 
workers, sociologists, ministers, and psychologists to 
the staff of hospital and other facilities to bring to the 
treatment of patients their specialized knowledge, skill, 
and experience. In such a setting the physician-psychia- 
trist retains the primary medical responsibility, estab- 
lished by law and custom, for the admission, diagnosis, 
treatment, rehabilitation, and discharge of patients. 

* In nonmedical settings: Psychiatrists function in- 
creasingly in many settings such as mental retardation 
centers, regular and special education schools, correc- 
tional institutions, social service agencies, and others 
that do not have a primarily medical orientation. A psy- 
chiatrist working as a consultant, supervisor, therapist, 
or administrative staff member in such a setting has es- 
sentially the same relationship to the organization as 
other professionals have in a medical setting. However, 
he must retain ultimate responsibility for the psychiatric 
and medical care of the patients or clients whom he 
serves. 

e In office practice: The psychiatrist recognizes the 
special skills and competencies of other professionals 
and sends or refers people to them for appropriate serv- 
ices, based on the other professionals' education, train- 
ing, experience, competence, and reputation. 

e Third-party payments: Psychiatry endorses pay- 
ment under medical insurance plans such as Medicaid or 
Medicare to nonmedical health professionals when their 
services are rendered as part of a plan of treatment that 
is supervised and/or prescribed by a physician. How- 
ever, professionals in various allied fields often elect to 
engage independently in health-related practices in a 
nonmedical setting. A person should feel free to select 
the practitioner of his choice from among qualified pro- 
fessionals. If there is a public demand for health-related 
services that are not normally regarded as medical or 
offered as part of a total medical treatment program, in- 
surance companies may offer insurance for such health- 
related services as they currently do for medical treat- 
ment. If the federal government wishes to provide pub- 
licly supported programs for such services, appropriate 
legislation will have to be passed. 

e Legal responsibility: When psychiatrists extend 
their services to other health professionals in meaning- 
ful collaboration (which includes supervision of cases or 
participation in interdisciplinary teamwork), they are 
obliged to know about and to be willing to assume the 
established legal responsibilities involved.”’ 


Since the publication of this document, psychiatrists have 
raised questions about the nature of their working relation- 
ships with members of the nonmedical mental health profes- 
sions and extenders. In 1976 the Board of Trustees adopted 
this statement: ‘‘The Board of Trustees, in recognition of the 
need of psychiatric patients to have the total care that is pro- 
vided only through à physician trained in psychiatry, strong- 
ly reaffirmed its conviction that the treatment of psychiatric 
patients within a hospital setting must-be under the super- 
vision of a physician.' 

The appropriate use of consultative, supervisory, and col- 
laborative relationships i is basic to good patient care. These 
guidelines are not in any way an attempt to define the roles 
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and conditions of practice that exist in other disciplines and 
should not be interpreted or used for that purpose. 

1. Consultative relationship between a psychiatrist and a 
therapist who is not a physician. In this type of relationship 
the psychiatrist does not assume responsibility for the pa- 
tient's care. The psychiatrist evaluates the information pro- 
vided by the therapist and offers a medical opinion which the 
therapist may or may not accept. In this instance the thera- 
pist must have met professional and institutional standards 
for independent functioning (e.g., certification). Consulta- 
tion is not a one-way process and psychiatrists do and should 
seek appropriate consultation from members of other dis- 
ciplines in order to provide more comprehensive services to 
patients (see sections 4 and 5). 

2. Supervisory relationships between a psychiatrist and a 
nonmedical therapist. In a supervisory relationship the psy- 
chiatrist retains direct responsibility for patient care and 
gives professional direction and active guidance to the thera- 
pist. In this relationship the nonmedical therapist may be an 
employee of an organized health-care setting or of the psy- 
chiatrist. The psychiatrist is clinically responsible for the ini- 
tial workup, diagnosis, and prescription of a treatment plan, 
as well as for assuring that adequate and timely attention is 
paid to the patient's physical status and that such informa- 
tion is integrated into the overall evaluation, diagnosis, and 
planning. The psychiatrist remains ethically and medically 
responsible for the patient's care as long as the treatment 
continues under his or her supervision. The patient should 
be fully informed of the existence and nature of, and any 
changes in, the supervisory relationship. 

3. Collaborative relationship between a psychiatrist and a 
therapist who is not a physician. Ymplicit in this relationship 
is mutually shared responsibility for the patient's care in ac- 
cordance with the qualifications and limitations of each ther- 
apist's discipline and abilities. The patient must be informed 
of the respective responsibilities of each therapist; neither 
discipline's responsibilities diminish those of the other. Both 
the psychiatrist and nonmedical therapist are responsible for 
periodic evaluation of the patient's status to ascertain that 
the collaboration continues to be appropriate. The therapists 
must inform the patient, either jointly or separately, if they 
decide to terminate their collaborative relationship. 

4. Appropriateness of care. It is unethical for the psychia- 
trist to continue an administrative supervisory, consultative, 
or collaborative relationship if it is ascertained that his or her 
role is being misrepresented, or when he or she is convinced 
that the care being provided is inappropriate or inadequate. 
An exception may be made when the psychiatrist is specifi- 
cally accepting a responsibility with the goal of raising the 
quality of care to an adequate level. Psychiatrists with ongo- 
ing administrative supervisory, consultative, or collabora- 
tive relationships should undertake such relationships with a 
therapist only if they are able to keep themselves appropri- 
ately informed of the nature of treatment and the progress of 
those patients for whom they are acting as supervisor, con- 
sultant, or collaborator, and can assure themselves that the 
treatment is being carried out competently and adequately. 

In some institutional settings nonpsychiatric professionals 
or mental health workers may be supervised by a senior non- 
psychiatric mental health worker of the same discipline. The 
psychiatrist must function in this system as if the relation- 
ship were a collaborative or supervisory one. In no circum- 
stances can the relationship be defined as collaborative if the 
other treating professional has not met professional and in- 
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stitutional standards for independent functioning. - 

5. Frequency of supervision, consultation, and collabora- 
tion. Because of the wide range of competence and training 
that currently exists among nonphysician therapists, it is dif- 
ficult to specify precisely what an optimum number and fre- 
quency of supervision, consultation, or collaboration con- 
tacts between a psychiatrist and a nonphysician therapist 
should be. However, it is incumbent upon the psychiatrists 
to satisfy themselves as to the competence, level of training, 
and, where required, licensure of the therapist. They must 
then provide an amount of supervision, consultation, or col- 
laboration sufficient to assure that their ethical, medical, and 
legal responsibilities toward the patient are met and are con- 
sistent with any local or state guidelines outlining these re- 
sponsibilities. 

6. Billing practices for psychiatrists. A psychiatrist's bill 
should reflect the services actually rendered. Psychiatrists 
should not bill a patient, insurance company, or other third- 
party payer for a service that they do not personally provide 
directly to the patient, except in circumstances noted in sec- 
tions (a) and (b) below. (This does not apply to direct con- 
sultations provided to agencies and institutions.) 

a) When a psychiatrist employs a nonphysician mental 
health therapist on a salary or fee-for-service basis, the pa- 
tient or third-party payer may be billed on a psychiatrist's 
billhead. However, the bill should note the name of the ther- 
apist actually providing the service, his or her training 
(Ph.D., M.S.W., R.N., Mental Health Counselor), number 
of visits, the rate per visit, and the total charges. 

b) In some circumstances psychiatrists may bill for their 
own time spent in behalf of the treatment of the patient, but 
not actually with the patient. Such circumstances include ex- 
tensive time spent in discussing past treatment with other 
physicians or mental health therapists and occasional neces- 
sary meetings with therapists of important individuals in a 
patient's life. Such charges should usually be made after first 
informing the patient. Psychiatrists should keep careful, de- 
tailed records of all billed contacts in accordance with the 
APA and AMA guidelines. 

c) Except as noted in section (a) above, psychiatrists 
should not bill patients, third-party carriers, or others in 
their own names for services that they do not provide, nor 
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should psychiatrists allow their names to be used to imply 
that they have provided therapy that they have not actually 
provided. Rather, ronphysician mental health therapists 
should bill the patient, insurance company, or other third- 
party payer in their own names for their own services at 
whatever rate they have agreed on with the patient, using 
their own billhead. 

d) When psychiatrists personally interview patients, as 
part of their supervisory, consultative, or collaborative re- 
sponsibilities, they тау bill the patient, insurance company, 
or other third-party payer for such services on their own bill- 
head, but only at the rate which corresponds to the time or 
service they:actually provided to the patient. 

e) Except as cited in sections (a) and (b) above, psychia- 
trists may bill only for the time they actually spend with the 
patient. Financial reimbursement of psychiatrists for consul- 
tative and/or supervisory time provided directly to the non- 
physician mental health therapist, and which did not involve 
seeing the patient, is up to individual arrangement between 
the psychiatrist and the nonphysician mental health: thera- 
pist. This reimbursement should be based on the actual 
amount of time spent on supervision or consultation, plus 
appropriate administrative costs such as rental office space 
and sharing of secretarial services. An arrangement in which 
the psychiatrist is reimbursed by the nonphysician therapist 
with a percentage of the latter's fees or gross income is not 
acceptable; this could constitute fee-splitting. Under no cir- 
cumstance should a psychiatrist be compensated directly or 
indirectly for the referral of a patient to a nonphysician ther- 
apist. The mutually agreed upon set fee or salary should be 
open to renegotiation when a change in the time demand oc- 


_ curs. It is recommended that these arrangements be made in 


writing, specifying the obligations of toth parties. Third par- 
ties may be notified of such a supervisory relationship when 
documentation is required for the nonphysician therapist to 
receive payment. 
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DSM-III 


The American Psychiatric Association’s 
First Major Revision of the 

Psychiatric Nomenclature 

in 12 Years 





DSM:Ill 







This long awaited revision of the Diagnostic and Statistical 
Manual of Mental Disorders has taken five years to develop 
and field test. The result is a 500-page text which is unsur- 
passed in its completeness, clinical reliability, and descrip- 
tion of criteria and codes for psychiatric diagnostic classifica- 
tion. The book incorporates a revision of the diagnostic 
classifications of DSM-II with an extensive listing of new 
diagnostic criteria, decision trees for differential diagnosis, a 
glossary of technical terms, an annotated comparative listing 
of DSM-II and DSM-III classifications, and an historical 
review of ICD-9 and ICD-9-CM classifications. 














A Compact, Quick-Reference Guide 

In making a DSM-III diagnosis, clinicians and researchers 
may find it convenient to consult the Quick Reference to the 
Diagnostic Criteria, a pocket-sized booklet that contains only 
the classification, the diagnostic criteria, and a listing of the 
most important conditions to be considered in a differential 
diagnosis of each category. 













Order Now. Mail coupon to The American Psychiatric Association, Publication Sales, 1700 18th Street, N.W., Washington, D.C. 20009. 
copies of DSM-III (hardbound edition), Order #143 @ $25.00. 

copies of the DSM-III (paperback edition), Order 4143-1 @ $20.00. 

copies of the Quick Reference to the Diagnostic Criteria (paperback), Order #144 @ $10.00 

sets (Hardbound DSM-III and Quick Reference to the Diagnostic Criteria), Order #407 @ $31.00. 


Please send me 














Bulk discounts: 10-24 copies, 10% discount per title; 25-99 copies, 15% discount per title; 100 or more copies, 20% discount 
per title. No bulk discount is available on the Set. 


ENCLOSED IS A TOTAL PAYMENT OF $ _. n 












(All domestic orders amounting to $35.00 or less must be accompani payment. All foreign orders, regardless of dollar amount, must 
be accompanied by payment. Non-prepaid orders (over $35.00) willbe invoiced with shipping/handling charges included.) 
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When depressive symptoms . 
come in a cluster of blues... 





т берн) helps patients 
see life in all its colors 


Improvements noted at one week 


Summary of Improvement for Some HDS Factors' 






Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 

first week of doxepin treatment.' However, optimal 
antidepressant response may not be evident for 


two to three weeks. 04 = 
Factor: Sleep Dist Retardation 
EE 
Week | *P « .001 


Baseline 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 
morning awakening? 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 







w available...75 mg capsules for h.s. dosage 


Briet samy of Prescribing Information ADAPIN® (doxepin HCI) Capsules 
Indications-Relief of symptoms of anxiety and depression 
Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin 


Adverse Reactions-Dry mouth, blurred vision and constipation have been reported 
Drowsiness has also been observed 
Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 


Warnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in 
human milk, nor on effect in nursing infants. 
Usage in children under 12 years of age is not recommended. MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as 
Serious side-elfects and death have been reported with the concomitant use of certain drugs and 
MAC inhibitors. 
In patients who may use alcohol excessively, potentiation may increase the danger 
inherent in any suicide attempt or overdosage. 
rowsiness may occur and patients should be cautioned 
against driving a motor vehicle or operating hazardous machinery. 
Since suicide is an inherent risk in depressed patients they 
should be closely supervised while receiving treatment 
Although Adapin has shown effective tranquilizing 
activity, the possibility of activating or unmasking 
latent psychotic symptoms should be kept in mind 
This product contains FD&C Yellow No. 5 (tartrazine) which 
may cause allergic-type reactions (including bronchial asthma) in certain 
susceptible individuals. Although the overall incidence of FD&C Yellow 
No. 5 (tartrazine) sensitivity in the general population is low. it is frequently 
seen in patients who also have aspirin hypersensitivity 











reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 

fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 

libido, rash and шш mey also occur. 

Dosage and Admini: оп-\п mild to moderate anxiety and/or depression: 25 mg 11.0 

Increase or decrease the dosage according to individual response. Daily dosage, up to 180 mg 

may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 

150 mg per day not to exceed 300 mg per day. 

у effect usually precedes the antidepressant effect by two or three weeks. 

How —- led--Each capsule contains doxepin, as the hydrochloride 10 mg, 25 mg, 50 mg, 

75 mg and 100 mg capsules in bottles of 100 and 1000 
For complete prescribing information please see package insert or PDR 

References: 

1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. J 
Clin Psychiatry 40:265-269, 1979 (Sinequan®). 

2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HCI (Sinequan®) on Sleep 
Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Disturbance, 
in Mendels J (ed): Sinequan®: A monograph of recent 
clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22. 

3. Pitts NE: The clinical evaluation of doxepin-A new 
psychotherapeujic agent. Psychosomatics 10:164-171, 1969 

Sinequan* brand of doxepin HC! was the drug used in studies DIVISION 

referenced as 1, 2 and 3. 
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Ada In’ > effective single-entity 
| rug with antidepressant ` 
(Goxepn HC) and antianxiety effects 
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New 
MOBAN 


molindone НС 


Concentrate 
20 mg/ml 


Eosily administered 
in fruit juice...has 

a subtle cherry flavor 
when taken alone 





An effective antipsychotic agent 
with a favorable benefit /isk profile 


NO oi excessive weight gain 
incidence hepatotoxic changes 
ophthalmological changes 


persistent tardive 


dyskinesia 

skin pigmentation 
thyroid function changes 
tolerance development 








LOW adverse drug 

incidence interactions 
hematological changes For the 
hypotension E ә ° 
nonpersistent symptoms Schizopl мепіс patient 


of tardive dyskinesia 


sedation N Quy 
MODERATE & 
incidence extrapyramidal reactions MOBAN 


This table compiled from clinical and field reports, according to e 
the best available information. molindone На 


Concentrate 
20 mg/ml 








Concentrated for maximum 
convenience of higher 
dosages...easy titration... 
enhanced compliance 


Initial dosage with MOBAN" 


e usual starting dose is 50-75 mg/day 


e may be increased to 100 mg/day in three to 
four days 


e may be adjusted up or down according to response | 


e some patients with severe symptomatology may FS 
require an increase to 225 mg/day 


e eiderly and debilitated patients should be started on 
lower dosage 


Please see next page for prescribing information. Endo 1 
. es aa 
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four 25 mg tablets = 5 milliliters (100 mg) 


An effective antipsychotic agent 


MOBAN 


molindone HCI 


DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 
dolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 
MOBAN is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder. 
freely soluble in water and alcohol and has a molecular weight 


of 312.67. 
о Kr Jupe OX CH2-CHs 
NACH; 


H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochlonde) has a pharmacolog- 
ical profile in laboratory animals which predominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion. MOBAN antagonizes the depression caused by the tran- 
quilizing agent tetrabenazine. 
In human clinical studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies. MOBAN exerts its effect on the ascending reticular 
activating system 
Human metabolic studies show MOBAN (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours 
Pharmacological effect from a single oral dose persists for 24- 
36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 
INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONTRAINDICATIONS MOBAN (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states. and 
in patients with known hypersensitivity to the drug. 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in the following animals: 

Pregnant Rats oral dose— 20 mg/kg/day—10 days 

no adverse effect 


„нс 


40 mg/kg/day — 10 days 
no adverse effect 


Pregnant Mice oral dose — 20 mg/kg/day—10 days 
slight increase resorptions 
40 mg/kg/day—10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day —12 days 
no adverse effect 
10 mg/kg/day—12 days 
no adverse effect 
20 mg/kg/day — 12 days 
no adverse effect 
Animal reproductive studies have not demonstrated a terato 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used in pregnant 
patients. 
Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 
Usage in Children: Use of MOBAN (molindone nydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established. 
MOBAN has not been shown effective in the management of 
behavioral complications in patients with mental retardation. 
PRECAUTIONS Some patients receiving MOBAN (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response,to the drug has been established. — , 
Increased activity has been noted in patients receiving МОВАМ. • 
Caution should pe exercised where increased activity may be 
harmful. 


MOBAN does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported in a few instances. 
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* New dosage form... 
Concentrate 20 mg/ml 


continuing...Tablets 5 mg, 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose. 

Noted less frequently were depression, hyperactivity and eupho- 
ria. 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals and 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early. 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor, have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduction in 
dosage. 


Autonomic Nervous System Occasionally blurring of vision, 
tachycardia, nausea. dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms. 


Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant. 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare, transient, non-specific T wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported, 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 

Skin Early, non-specific skin rash, probably of allergic origin, 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions are often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted. 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared 
in some patients on, -term therapy and has also appeared 
after drug therapy fas bBen discontinued. The risk appears to 
be greater in elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue. face. mouth or 
jaw (e.g.. protrusion of tongue, puffing of cheeks. puckering of 
mouth. chewing movements). There may be involuntary move- 
ments of extremities. 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms 


of this syndrome. It is suggested that all antipsychotic agents 
be discontinued if these symptoms appear. Should it be neces- 
sary to reinstitute treatment. or increase the dosage of the 
agent. or switch to a different antipsychotic agent. the 
syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that time the 
syndrome may not develop 


DOSAGE AND ADMINISTRATION Initia! and maintenance doses of 
MOBAN (molindone hydrochloride) should be individualized. 


Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day. 
— Increase to 100 mg/day in 3 or 4 days 
— Based on severity of symptomatology. dosage may be 
titrated up or down depending on individual patient 
response 
—An increase to 225 mg/day may be required in patients 
with severe symptomatology 
Elderly and debilitated patients should be started on lower 
dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg-15 mg three or four times a day 

2. Moderate — 10 mg-25 mg three or four times a day. 
3. Severe — 225 mg/day may be required 


DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally. animal studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (i e.. barbiturates 
chloral hydrate and antiparkinson drugs) 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water 


Since the adsorption of MOBAN (molindone hydrochloride) by 
activated charcoal has not been determined. the use of this 
antidote must be considered of theoretical value 


Emesis in a comatose patient is contraindicated. Additionally. 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals. this blocking effect has not been determined in 
humans. 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected 
(Only 2% of a single ingested dose of MOBAN is excreted unme- 
tabolized in the urine.) 


However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
MOBAN in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Benadryl*) and the 
synthetic anticholinergic antiparkinson agents. (1.е.. Artane*. 
Cogentin*. Akineton*) 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 10005: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
“Benadryl — Trademark, Parke Davis and Co. 
*Artane — Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 
Rev. Nov. 1979 
MOBAN is an Endo Registered U.S. Trademark 


6102-5 


Endo Laboratories, Inc. 
Subsidiary of the DuPont Company 
Garden City, New York 11530 
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АРА'$ first self-study psychiatric review course 
approved for category | credit 


SURVEY OF — 
PSYCHIATRY 
[ 





This new 24-hour program offers a fresh, comprehensive overview of psychiatric theory, 
practice, and research. Authored by a distinguished faculty, specialists in their field, 
SURVEY OF PSYCHIATRY presents completely new, up-to-date information 
for the practicing physician who wants to keep abreast of the current state of the art, 
and may assist for certifying exams (such as the American Board of Psychiatry and Neurology). 





Course Director: 

Shervert H. Frazier, MD. 
Psychiatrist-in-Chief 

McLean Hospital Professor of Psychiatry 
Harvard Medical School 


SURVEY OF PSYCHIATRY has been designed to 

meet the needs of the busy physician. 

* Versatile programs — ideal for home study, 

teaching, seminars, group study, and refresher 

courses 

Maximum educational and review benefits in 

easy-to-use format 

e Convenient, flexible — no time spent away 
from practice 


Course Components: 

• Audiocassettes — 14 live lectures on 14 
audiocassettes 

Course Syllabus (94 pages) — fully illustrated 
with tables, charts and slide reproductions, 
plus a concise bibliography for further study 
Test Section — questions and computerized 
test sheet with self-addressed mailing envelope 
for registrants desiring Continuing Medical 
Education Category | credits 


Credit Statement: 
As an organization accredited by the Liaison Committee on Continuing 
Medical Education (LCCME) to provide continuing medical education, 


the American Psychiatric Association certifies that this continuing medi- 


cal education offering meets the criteria for up to 24 hours of 
LCCME Category | CME crecit, provided it is used and completed as 
designed 


Order Form 


SURVEY OF PSYCHIATRY 


Continuing Medical Education Home Study Course 
Approved by the APA for 24 Category | credits 


Fee: U.S.: $100.00. Foreign: $150.00. U.S. dollars only 
Prices include postage and handling 


Please make checks payable to œ 
SURVEY OF PSYCHIATRY 


Mail to: SURVEY OF PSYCHIATRY 
PO. Box 516 Wyckoff Station 
Brooklyn, N.Y. 11237 


Name : — = = i. TD 





1 Institution — 





"Street — = € 


State* — a Zip 
tlf paid by institution, please attach your purchase order 
*N.Y. State residents please add sales tax 

Telephone (800) 221-4468 

In New York State call (212) 421-6900 
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DALMANE 


(flurazepam HCI/Roche) 


MORE POLYGRAPHIC EVIDENCE 


Sleep research laboratory Efficacy from the first night 
testing of insomnia patients through 28 nights, 

for 995 subject nights without n 

demonstrates efficacy of to increase dosage 
Dalmane (flurazepam НСІ/Восће)! Dalmane (flurazepam HCI/Roche) is the only sleep 


medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory? The pro- 
longed use of Dalmane is seldom necessary; should it 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 


of Dalmane. : iu 
be, appropriate patient evaluations such as periodic 
blood counts and liver and kidney function tests are 
recommended. 























OFFERS 
JF EFFICACY FOR INSOMNIA 


Dalmane" (flurazepam HCI/Roche) 
improved sleep during short, 
intermediate and longer-term use 




















bastine Dalmame айтам. Dalmang 
с mighta mighte 
1-3 1214 26-28 












s mean improvement, in 5 





hown represe 
hours, of total sleep time. 
Adapted from Dement WC, et a/: Behav Med 5:25-31, 
Oct 1978 





Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 


References: 

1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
Nutley NJ 

2. Kales A, et al: Clin Pharmacol Ther 19: 576€583, May 1976 

3. Dement WC, et a/: Behav Med 5: 25-31, Oct 1978 

4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 


Clinical documentation of 
efficacy in 4950 patients 
with insomnia! 

Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 


of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 


Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE « 


flurazepam НСІ/Восһе 


'15-mg and 30-mg capsules 


ONMATCHED PROOF 
UNMATCHED EFFICACY | 


Please see summary of product 
information on following page. 
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Protocol for insomnia 
management 


О Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


CJ Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


О Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


О Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


O Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


CJ Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 


O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


a UN жа a ae n n sci ит NI 


Now available from Roche— important guidance 
for your patients with insomnia. 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 


Name 
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DALMANE« - 


flurazepam HCI/Roche 


One 15-mg capsule h. s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia or 
poor sleeping habits; in acute or chronic medical situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam HCI. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.g., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider pcten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver anc 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, СІ pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, totel and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficial effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. 
Supplied: Capsules centaining 15 mg or 30 mg flurazepam НСІ. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 E 





ALABAMA MENTAL HEALTH INSTITUTE 


Alabama Mental Health Department is currently recruiting 
General Primary Care Physicians and Psychiatrists. Positions are 
available in 11 locations, including Montgomery, Mobile and 
Tuscaloosa. We offer competitive salaries, 40 hour work week, a 
liberal benefits package, free health package and paid interviewing 
and relocation expenses. Alabama, with year round good 
weather, offers excellent recreation advantages, including theatre 
and the arts. Alabama is the place where good living and gracious 
manners are still the lifestyle. Our consultants can provide more 
information on interviewing qualified candidates. To find out more 
about these exciting opportunities, call our toll-free number listed 
below: 






Alabama Mental Health Instititue 
JACKSON É COKER 
4488-PA N. Shallowford Road 






PSYCHIATRISTS 


LEADERSHIP OPPORTUNITY! 


CALIFORNIA IS SEEKING ENERGETIC, 
INNOVATIVE ADMINISTRATIVE 
PSYCHIATRISTS TO REPRESENT THE 
DEPARTMENT AS PART OF A SERVICE 
AREA TEAM 


*** Review county mental health programs for 
quality, efficiency, effectiveness, and 
availability of appropriate services 


*** Recommend and help implement program 
improvements 


CHOICE OF LOCATIONS, 
COMPETITIVE SALARIES 
FULL BENEFITS 


FOR COMPLETE INFORMATION, MAIL 
RESUME OR CALL COLLECT: 


Suite 1040 
Atlanta, Georgia 30338 
404 -393 -1210 


Call Toll Free Outside of Georgia 1-800-241-3971 


Psychiatric Associateships at 
National Institute of Mental Health 


The National Institute of Mental 
Health Associate Program at the 
National Institutes of Health offers 
Associateships for two or three 
years of intensive training in 
virtually all areas of clinical and 
basic psychobiological research in 
adult and child psychiatry. 
Excellent facilities are available at 
the Clinical Center on the 306 
acre NIH campus in Bethesda, 
Maryland, and at nearby St. 
Elizabeths Hospital in 
Washington, D.C. During the first 
year, Clinical Associates usually 
are assigned clinical responsibility 
for adults or children who are 
admitted for both therapeutic and 
research purposes; in the second 
and subsequent years they 
usually work full time on clinical or 
research projects, according to 
their interests. Research 
Associates engage in fulltime 4 





Ап МІН Associate Training Program. 











laboratory research under the 
preceptorship of one of the senior 
staff. All associates may 
participate in tutorial seminars and 
other teaching programs. 


Clinical Associates usually begin 
their appointments at the 
completion of residency training. 
Exceptionally well qualified 
individuals, however, can be 
appointed earlier in their training. 
The Clinical Center is approved 
for 1 year of psychiatric residency 
training at the PGY4 level. Since 
selections for these positions will 
be made in the spring of 1981, 
PGY2 or PGY3 psychiatric 
residents may now apply. 
Applications are due by January 
30, 1981 for appointments which 
begin July 1982. Both U.S. 
citizens and noncitizens can 
apply. 


An Equal Opportunity Employer. 





Stan Nielsen, Director 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, Р.О. Box 254829 
Sacramento. California 95825 

(916) 920-7157 






A competitive salary is available 
for candidates qualifying for 
appointment in the Commissioned 
Corps, United States Public 
Health Service. A portion of the 
salary is tax exempt. Moving and 
travel expenses are paid and 
health care is free. Appointment 
as a Staff Fellow or a Visiting 
Associate is also available. 


For a detailed catalog about the 
program, write or call collect: 














Associate Program 
The Clinical Center 
Bldg. 31, Room 4B04 
National Institutes of Health 
Public Health Service 
Bethesda, Maryland 20205 
Phone: (301) 496-2427 


















Imamtenance therapy 


Eskalith 





brand of 


300 mg capsules and 
300 mg scored tablets 





lithium carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 

e can increase the intervals between episodes 

e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can 


occur at doses close to therapeutic levels. Facilities for prompt and 
accurate serum lithium determinations should be available before 
initiating therapy. 


Indications: Treatment of manic episodes of manic-depressive illness. 
Maintenance therapy prevents or diminishes the intensity of subsequent 
episodes in manic-depressive patients with a history of mania. 

Warnings: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 

Chronic lithium therapy may be associated with diminution of renal 
concentrating ability; such patients should be carefully managed to avoid 
dehydration with resulting lithium retention and toxicity. Morphologic 
changes with glomerular and interstitial fibrosis and nephron atrophy have 
been reported. When renal function is assessed, progressive or sudden 
changes in function indicate the need for reevaluation of treatment. 
Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, and 
to discontinue therapy and contact a physician should they occur. Patients 
receiving combined therapy with lithium and an antipsychotic should be 
monitored closely for early evidence of neurologic toxicity and treatment 
discontinued promptly if such signs appear. Caution patients about 
activities requiring alertness (e.g., operating vehicles or machinery). 
Lithium may prolong the effects of neuromuscular blocking agents. Such 
agents should be given with caution to patients receiving lithium. 
Lithium may cause fetal developmental anomalies, especially involving the 
cardiovascular system. If lithium is used during pregnancy, or if a patient 
becomes pregnant while taking it, she should be apprised of the potential 
hazard to the fetus. Except in rare and unusual circumstances, nursing 
should not be undertaken while a patient is on lithium therapy. since 
lithium is excreted in human milk. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase 
and decreases when manic symptoms subside. 

Lithium therapy may lead to sodium depletion. Normal diet (including salt) 
and adequate fluid intake (2500-3000 ml.) must be maintained, at least 
during initial stabilization period. Protracted sweating or diarrhea can 
decrease tolerance; in such cases, administer supplemental fluid and salt. 
Sweating, diarrhea, and concomitant infection with elevated temperatures 
may require temporary reduction or cessation of dosage. 

Where hypothyroidism exists, thyroid function should be monitored during 
lithium stabilization and maintenance; where hypothyroidism occurs 
during stabilization and maintenance, supplemental thyroid treatment may 
be used. 

Adverse Reactions: Mild to moderate toxic reactions may occur at serum 
lithium levels from 1.5 to 2.5 mEq./1., and moderate to severe reactions at 
levels from 2.0 to 2.5 mEq./1. Fine hand tremor, polyuria, and mild thirst 
may occur during initial therapy and persist. Transient and mild nausea and 
general discomfort may also appear during initial therapy. These effects 
usually subside with continued treatment or temporary reduction or 
cessation of dosage. If persistent, discontinue dosage. Diarrhea, vomiting, 
drowsiness, muscular weakness, and lack of coordination may be early 





signs of toxicity and may occur at levels below 2.0 mEq./1. At higher 
levels, ataxia, giddiness, tinnitus, blurred vision, and a large output of 
dilute urine may be seen. Serum levels above 3.0 тЕд./1. may produce a 
complex clinical picture, involving multiple organs and systems. Serum 
levels should not exceed 2.0 mEq./1. during acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular—tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep tendon 
reflex; Central Nervous System—blackout spells, epileptiform seizures, 
slurred speech, dizziness, vertigo, incontinence of urine or feces, 
somnolence, psychomotor retardation, restlessness, confusion, stupor, 
coma; Cardiovascular—cardiac arrhythmia, hypotension, peripheral 
circulatory collapse; Gastrointestinal—anorexia, nausea, vomiting, 
diarrhea; Genitourinary—albuminuria, oliguria, polyuria, glycosuria; 
Dermatologic—drying and thinning of hair, alopecia, anesthesia of skin, 
chronic folliculitis, exacerbation of psoriasis, xerosis cutis; Autonomic— - 
blurred vision, dry mouth; Thyroid Abnormalities—euthyroid goiter 
and/or hypothyroidism (including myxedema) with lower Ts and Та. I'?! 
uptake may be elevated; rare cases of hyperthyroidism; EEG Changes— 
diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes—teversible 
flattening, isoelectricity or inversion of T-waves; Miscellaneous—fatigue, 
lethargy, transient scotomata, dehydration, weight loss, tendency to sleep. 
Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or without 
hypothyroidism, transient hyperglycemia, generalized pruritus with or 
without rash, cutaneous ulcers, albuminuria, worsening of organic brain 
syndromes, excessive weight gain, edematous swelling of ankles or wrists, 
thirst or polyuria, sometimes resembling diabetes insipidus, and metallic 
taste. A single case of a syndrome resembling Raynaud s has been 
reported. 
How Supplied: 300 mg. capsules in bottles of 100. 

300 mg. scored tablets in bottles of 100. 


Smith Kline & French Laboratories 
Philadelphia, PA 






NOW 
also 
available 

in 300 m£ 
Scored 
tablets 








SKSE 


Ag”? 


LAFAYETTE CLINIC 
WAYNE STATE UNIVERSITY 


Research Fellowships 
Psychopharmacology 
Geriatric Affective Disorders 


$37-39,000 (PGY 5-6) 


CAREER DEVELOPMENT 
OPPORTUNITIES 


FOR FURTHER INFORMATION CONTACT: 
SAMUEL GERSHON, M.D 
951 E. LAFAYETTE 
DETROIT, MICHIGAN 48207 
(313) 256-9418 





HOUSTON, TEXAS 
AREA PRACTICES 


Adult and Child-Adolescent 
private solo, associate and group 
practices near our clients’ new 
private Psychiatric hospitals. 


Please send C.V. and practice 
preferences to: 


W. Sanford Smith 
Professional Practice 
Management, Inc. 
1102 Kingwood Drive 
Humble, Texas, 77339 





Brief Summary of Prescribing information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such sym 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 1 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms lif those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Адаіс- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension. insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/day. No effect dose was 1.25mg/kg//day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 


NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.296) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, гу 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci 
dence of sedation and unsteadiness increased with age. Small decreases in blood ргеѕѕиг 
have been noted but are not Clinically significant, probably being related to relief of anxiety. 

Overdosage: In management of overdosage with any drug, bear in mind that multiple agent: 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor: 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlle 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


(Ativan 


For,(iorazepam) 








Dosage: Individualize for maximum beneficial effects. Increase do 
gradually when needed, giving higher evening dose before increasi 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; do: 
may vary from 1 to 10mg/day in divided doses. For elderly or debil 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situ 
tional stress, 2-4mg h.e. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
Wyeth Laboratories 


Philadelphia, PA 19101 £ 
44 * Copyright © 1979, Wyeth Laboratori 
Div. of AH PC, N.Y., NY. All rights reserv 


TM 


Why one benzodiazepine 
and not another ? Are you concerned about 


long-acting metabolites? Many clinicians, as well as pharmacologists, 
are beginning to draw attention to this problem (see New England Journal 
of Medicine, April 5, 1979). 

In contrast to some older benzodiazepines, Ativan (lorazepam) does 
not give rise to long-lasting active metabolites. As with all 
benzodiazepines, you should follow the usual precautions concerning 
co-administration with other CNS depressants and warn your 
patients against operating dangerous machinery and motor vehicles. 

However, it is noteworthy that Ativan showed no clinical evidence of 
accumulation even when given in high doses over periods up to 
6 months. The half-life of free lorazepam is about 12 hours; steady-state 
serum levels are attained in 2-3 days. Comparable data for diazepam: 
20-50 hours and at least 7-10 days. (The pharmacokinetic profile of a drug 
can define such characteristics as absorption, distribution, metabolism 
and elimination but cannot, at present, be directly related to its 
therapeutic effectiveness.) 

Ativan has a convenient b.i.d. 
or t.i.d. dosage schedule; 
it is compatible with a long list of 
other medications and, of course, 
it is a highly effective anxiolytic 
agent, as established in numerous 
nationwide, double-blind, 
controlled evaluations 
in thousands of patients. 







See important information on preceding page. 
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Artist's conception 
Postsynaptic neuron in excitation (A) 
Quiescent inhibitory presynaptic neuron (B) 


Research in Progress 


points to the role of 
Specific CNS binding sites 
for the benzodiazepines — 


often considered the most 
effective anxiolytic agents' 
Although the clinical effectiveness 
of the benzodiazepines is widely 
accepted by the medical profes- 
sion, their mechanism of action is 
as yet unknown, Inability to define 
a neurophysiological or bio- 
chemical basis of anxiety has 
hindered the search.2 

Current research has, however, 
identified specific benzodiazepine 
binding sites in the CNS. Various 
characteristics of these sites sug- 
gest that they may represent the 
actual sites of action of these 
agents.3,4 : 

Specific tenacity of 
benzodiazepines to CNS 
binding sites 

In ‘equilibrium binding studies on 
rat and human brain tissue, ben- 
zodiazepines demonstrate a high 


affinity for specific sites found pri- 
marily in the synaptic membrane 
fraction. Of the compounds 
tested, only benzodiazepines 
compete for these binding sites. 
Furthermore, each benzodi- 
azepine displays a characteristic 
degree of affinity which closely 
parallels its clinical and phar- 
macological potency.3.4 

A significant correlation has also 
been found between the binding: 
affinity of a particular benzodi- 
azepine and its anxiolytic, anti- 
convulsant and muscle relaxant 
effects in certain animal tests.4 
Although these in vitro animal 
and human tissue studies do not 
necessarily suggest clinical sig- 
















Presynaptic inhibitory neuron 

(B) firing and exerting an in- 

hibitory effect on postsynaptic 
neuron (A) 


nificance, further investigation of 
specific benzodiazepine binding 
sites may provide insight into the 
mechanism of action of these 
clinically effective anxiolytic 
agents. 


References: 1. Rickels K: Drug treatment of 
anxiety, in Psychopharmacology in the Prac- 
tice of Medicine, edited by Jarvik ME. New 
York, Appleton-Century-Crofts, 1977, р. 312. 
2. Byck R: Drugs and the treatment of psychi- 
atric disorders, chap. 12, in The Pharmaco- 
logical Basis of Therapeutics, ed. 5, edited by 
Goodman LS, Gilman A. New York, Macmillan 
Publishing Co., Inc., 1975, p. 190, 3. Móhler H, | 
Okada T: Life Sci 20 (12): 2101-2110, 

1977. 4. Mohler H, et al: Life Sci 22 (11): 
985-996, 1978. 5. Hollister LE: N Engl J Med 
299: 1106-1109, Nov 16, 1978. 


While in vitro studies cannot be interpreted to have clinical 
significance, these represent an attempt to explain 


THE LIMBITRO 


in the treatment of moderat 







and to the role of 
tricyclic antidepressants 


in blocking the 
















depression 
The amine hypothesis, which 
holds that depression is associ- 
ted with a deficiency of func- 
ional neurotransmitter at the 
ynapse, is currently the most 
iable theory of depression. It is 
upported by studies on the phar- 
acologic action of various 
linically effective antidepres- 
ants. The tricyclics, for instance, 
ave been shown to block reup- 
ke by the presynaptic terminals, 
rmitting greater availability and 
rolonged action of neurotrans- 


ompensate for the relative deficit 
f functional neurotransmitters 
und in depression.5 


itters at receptor sites. This may 


Selective blockade of 


reuptake 
The amine hypothesis has been 
elaborated to allow for identifica- 
tion of subtypes of depression 
based on specific neurotrans- 
mitter deficiencies. It has been 
proposed that measurement of 
the metabolite 3-methoxy-4- 
hydroxy-phenylglycol (MHPG) in 
urine may permit such a differ- 
entiation; low MHPG levels in- 
dicating a deficit of norepi- 
nephrine, and normal or high 
MHPG suggesting a deficit of an- 
other neurotransmitter, probably 
serotonin. Current pharmacologi- 
cal studies indicate that certain 
tricyclics may be more efficient in 
blocking norepinephrine reup- 
take, while others more selec- 
tively blockade serotonin.5 
Further investigation may lead to 
eventual selection of subtype- 
specific antidepressants on the 
basis of biochemical tests. 


< ROCHE > 





Artist's conception of 
propagation of impulse 
across synaptic cleft. 


Tablets 5-12.5 each containing 5 mg chlordiazepoxide and 12.5 mg amitriptyline 
(as the nydrochloride solt) 

Tablets 10-25 each containing 10 mg chiordiazepoxide and 25 mg amitriptyline 
(as the hydrochloride satt) 


Dual action specific for 
dual symptornatology 


Limbitrol contains both a ben- 
Zodiazepine — specific for the 
symptoms of anxiety, and 
amitriptyline — specific for de- 
pressive symptoms. It therefore 
provides the agents most appro- 
priate to relieve both symptom 
syndromes in the nonpsychotic 
patient with mixed anxiety and 
depression. What better rationale 
for prescribing Limbitrol for pa- 
tients who need pharmacologic 
intervention in support cf their 
psychotherapy. 


LINICAL AFFINITY 


severe depression and anxiety 


Please see summary of complete product 
information on following роде. . 
















































































LIMBITROL * TABLETS Tranquilizer—Antidepressant 


Before prescribing, please consult complete product information, a summary of which follows: 
Indications: Relief of moderate to severe depression associated with moderate to severe anxiety 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not 
use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO 
inhibitors since hyperpyretic crises, severe convulsions and deaths have occurred with concom- 
itant use; then initiate cautiously, gradually increasing dosage until optimal response is achieved. 
Contraindicated during acute recovery phase following myocardial infarction 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
onticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants, 
especially high doseS. Myocardial infarction and stroke reported with use of this class of drugs.) 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester should 

almost always be avoided because of increased risk of congenital malformations as 

suggested in several studies. Consider possibility of pregnancy when instituting 

therapy; advise patients to discuss therapy if they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use 
caution in administering Limbitrol to addiction-prone individuals or tnose who might increase 
dosage; withdrawal symptoms following discontinuation of either component clone have been 
reported (nausea, headache and malaise for amitriptyline: symptoms [including convulsions | 
similar to those of barbiturate withdrawal for chlordiazepoxide) 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or 
those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e.g. 
Operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 
essential treat- 
ment. See Warn- 


should not be 


Not recommend 
ed in children 
under 12 

In the elderly and debilitated. limit to smallest effective dosage to preclude ataxia, oversedation, 
confusion or anticholinergic effects 

Adverse Reactions: Mos! frequently reported are those associated with either componen! alone 
drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 
occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 
have been reported as side effects of both Limbitrol and amitriptyline. Granulocytopenia, jaundice 
and hepatic dysfunction have been observed rarely 

This list includes adverse reactions not reported with Limbitrol but requiring consideration because 
they have been reported with one or both components or closely related drugs 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- 
rhythmias, heort block, stroke 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania 
and increased or decreased libido 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the extremities, ex- 
trapyramidal symptoms, syncope, changes in EEG patterns 

Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of 
urinary tract. 

Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
bocytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. IV. administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
manifestation and treatment 

Dosage: Individualize according to symptom severity and patient response. Reduce to smallest 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 
at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
the elderly. NO 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up 10 six 
tablets or decreased to two tablets daily as required. Limbitrol 5-12. 5. initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: White, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose * packages of 100, available in trays of 4 reverse-numbered boxes of 25, and in boxes 
containing 10 strips of 10; Prescription Paks of 50 


ROCHE PRODUCTS INC 
A Manati, Puerto Rico 00701 


How to initiate and 
maintain therapy Е 


Select dosage strength appropriate for each patient 

O Limbitrol 5-12.5 is recommended to minimize drows- 
iness and for elderly patients : 

O Limbitrol 10-25 may be indicated for patients who 
tolerate medication without undue side effects 


Specify daily dosage based on symptomeeverity 

О An initial dosage of three tablets is recommended 

O Dosage may be increased to six tablets or decreased 
їо two tablets daily as necessary 

Г1 Once a satisfactory response is obtained, patients 
should be continued on the smallest dose required to 
maintain the desired effect 


Utilize dosage options to best accommodate indi- 
vidual patient needs 

o T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 

О Two tablets one hour before bedtime and one tablet 
midday may minimize daytime drowsiness and help 
relieve a common target symptom — insomnia 

O Entire dosage h.s. to take maximum advantage of 
the sedative effect 








== Your guide to patient management... 
- when you decide medication is needed 


How to make each patient an 
informed patient 


1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 
2. Reassure your patients that drowsiness is one indica- 
tion that the medication is working and that it may help 
alleviate their insomnia. 

3. Encourage patients to report if drowsiness becomes 
troublesome so that, if necessary, dosage schedule can 
be adjusted. 

4. Caution patients about the combined effects with 
alcohol or other CNS depressants. Let them know that 
the additive effects may produce a harmful level of seda- 
tion and CNS depression. 

5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing a car. 

6. Warn pregnant patients and patients of childbearing 
age that the safety of Limbitrol in pregnancy has not yet 
been established. 

Please see complete product disclosure for other pertinent information. 


Limbitrol should not be used under the ж 
following circumstances: E 
1. Hypersensitivity to benzodiazepines 26 "с 
or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
MAO inhibitor for a minimum of 14 
days before cautiously initiating 
Limbitrol therapy. 

3. During the acute recovery 
phase following myocardial 
infarction. 








In moderate to severe depression and anxie 


Limbitrol 


Relief without a phenothiazine 


NOVEMBER 1980 


„ The publication of an advertisement in this journal does 
not imply endorsement of the product or service by the 
American Psychiatric Association. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 
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Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association's Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me .. copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) CBill Me CjCheck Enclosed 


Name 
Address 
City 


Send Coupon to: American Psychiatric Association 














‘Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 





. for your business... 
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Take it гор Andy Machak, 
automotive electrical plant fore- 
man: "I'm alive today because a 
fellow employee was trained 

in CPR. 

"Cardiopulmonary resuscitation 
training was one valuable asset 
that day. I got caught in some 
heavy machinery at the plant and 
blacked out. 

"They told me later it took six 
guys to free me. I wasn't breath- 
ing. My heart stopped. One of the 
guys, Don Guarino, said, 'I gotta 
try anyway: 





"Thanks to his CPR training, he 


revived me — saved my life. 


"Since that happened I realize that 


no employee is immune from heart 
attacks or accidents, anda few 
CPR-trained employees — maybe 
one for every 50 people— can make 
the difference between life and 
death.” 

Call your Red Cross Chapter and find 
out about CPR training for your plant 
or office. CPR training is a valuable 
asset for any business. 





- Why Red Cross CPR training is good 





A Public Service of This Magazine Ag! 
& The Advertising Council Gur 


It takes steady. trained hands to perform CPR, 


American 
Red Cross 


Brief Summary of Prescribing Information . 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety** 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- | 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use. i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 
Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery o@motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


iey} 


We want to cure cancer in your lifetime. 


Precautions: In depression accompanying anxiety. consider possibility for suicide 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestina! or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg /kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G |, disease 

Safety and effectiveness in children under 12 years have not been established 
ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determinec 


Амат 
Anxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
dE gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


We now have everything we need to save 


about half the people who get cancer. 
Please don't quit on us now. 


in from research laboratories all over the world. 
We're halfway there. 


American Cancer Soc 


And new diagnostic techniques that 
combine the “eyes” of X-ray machines with the 
And there are promising reports coming 


Thanks to your help, the tide is beginning 
“brains” of computers. And successful new 


to turn. The past few years have brought new 


discoveries in chemotherapy. 
programs of combination therapies. 
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Wyeth Laboratories 


z ao > Philadelphia. PA 19101 
This space contributed by the publisher as a public service. . Copyright € 1979, Wyeth Laboratori 
Div. of AHPC, N.Y., N Y. All rights reserv 





A mixed syndrome. When drug intervention 


is indicated in patients whose anxiety is accompanied by depressive 
symptoms, the choice, essentially, is among three basic strategies: 
(1) an antidepressant; (2) a tranquilizer; (3) a combination of (1) and (2). 

With respect to strategy (2), you should know that Ativan (lorazepam) 
has been shown to be statistically and Clinically significantly effective in 
alleviating the anxiety component of this mixed syndrome, in common 
protocol controlled studies of 653 patients (337 on Ativan). 

Since Ativan was also found to be compatible with tricyclics, if you 
opt for strategy (3), your patient has the benefit of rapid anxiolytic action, 
absence of long-acting metabolites and rapid clearance when you decide 
to discontinue Ativan. All benzodiazepines, however, including Ativan, 
produce added CNS depressant effects when administered with alcohol 
and other CNS depressants. 

In either case, Ativan offers 
you the convenience of a 
b.i.d. schedule and a flexibility not 
possible with any fixed 
combination. 





See important information on preceding page. 
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tivan. 
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lorazepam) 








Haldol 


(haloperidol) 


tablets/Concentrate/injection 


Promptly controls 
psychotic symptoms... 
usually leaving the patient 
alert and productive 


Highly effective in 

a wide range of both 
acute and chronic | 
psychotic disorders," 

such as hallucinations, delu- 
sions, suspiciousness, hostility, 
mania. 


Permits aggressive titration 
to effective dosage levels 
for optimal response!* 


Facilitates prompt 
initiation of other 
therapeutic efforts... 

and often helps avoid hospital- 
ization! à 


Minimal risk of 

ypotension, oversedation, 
or troublesome anti- 
cholinergic effects.^*5*? 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
marked sedation is rare. 


Common side effects 
easily controlled. ^^ 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


References: 1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Ауа, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 
3. Rapp, M.S.: Can. Psychiatr. Assoc. J. 15:73 (Feb.) 1970. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 (Oct.) 
1974. 5. Сеге, B.: Clin. Trials J. 3:380 (Feb.) 1966. 6. Abuzahab, FS., Sr: Psychosomatics 11:188 
(May-June) 1970. 7. Darling, H.F: Dis. Nerv. Syst. 34:364 (Oct-Nov.) 1973. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. E 


*Not an actual case history, this situation illustrates the action of HaLDoL hafoperidol as 
reported in various clinical studies (available on request) 


Please turn page for summary of prescribing information. 








injection 

A rapid-acting injection for psychiatric emer- 
gencies: 5 mg per ті* with 1.8 mg methylpara- 
ben and 0.2 mg propylparaben per ml, and 
lactic acid for pH adjustment to 3.4 + 02 


HALDOL (haloperidol) 


concentrate 


A tasteless, odorless, colorless 
liquid concentrate for better patient 
compliance: 2 mg per ml 


Ohta ERO 


2 
tablets 


4 5 tablet strengths for convenience in 
individualizing dosage 


img 2mg 5mg 
10 mg 


LATET. 
ES 


tablets /concentrate /injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 

Contraindications: Severe depression, coma, CNS depression due to cen- 
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely 
to become pregnant has not been established; use only if benefit clearly 
justifies potential hazards. Infants should not be nursed during drug treat- 
ment. 

Usage in Children: Safety and effectiveness not established; not recom- 
mended in pediatric age group. 

Combined Use With Lithium: Patients receiving 'ithium plus haloperidol 
should be monitored closely for early evidence of neurological toxicity. 
General: Bronchopneumonia, sometimes fatal, has followed use of major 
tranquilizers, including haloperidol. Prompt remedial therapy should be insti- 
tuted if dehydration, hemoconcentration or reduced pulmonary ventilation 
occurs, especially in the elderly. Decreased serum cholesterol and/or cuta- 
neous and ocular changes have been reported with chemically-related 
drugs, although not with haloperidol. Mental and/or physical abilities 
required for hazardous tasks or driving may be impaired. Alcohol should be 
avoided due to possible additive effects and hypotension 

Precautions: Administer cautiously to patients: (1) with severe cardiovascu- 
lar disorders, due to the possibility of transient hypotension and/or precipita- 
tion of anginal pain (if a vasopressor is required, epinephrine should not be 
used since HALDOL haloperidol may block its vasopressor activity and 
paradoxical further lowering of blood pressure may occur), (2) receiving 
anticonvulsant medication since HALDOL haloperidol may lower the convul- 
sive threshold; (3) with known allergies or a history of allergic reactions to 
drugs; (4) receiving anticoagulants. Concomitant antiparkinson medication, if 
required, may have to be continued after HALDOL haloperidol is discontin- 
ued because of different excretion rates; if both are discontinued simulta- 
neously, extrapyramidal symptoms may occur Intraocular pressure may 
increase when anticholinergic drugs. including antiparkinson drugs, are 
administered concomitantly with HALDOL haloperidol. When HALDOL halo- 
peridol is usec for mania in cyclic disorders, there may be a rapid mood 
swing to depression. Severe neurotoxicity may occur In patients with thyrQ- 
toxicosis receiving antipsychotic medication, including HALDOL haloperidol 
Adverse Reactions: CNS Effects: Extrapyramida! Reactions: Neuromugcu- 
lar (extrapyramidal) reactions have been reported frequently, often during the 
first few days of treatment. Generally they involved Parkinson-like symptoms 
which were usually mild to moderately severe and usually reversible Other 
types of neuromuscular reactions (motor restlesshess, dystonia, akathisia, 
hyperreflexia, Opisthotonos, oculogyric crises) have been reported far less 
frequently, but were often more severe. Severe extrapyramidal reactions have 
been reported at relatively*low doses. Generally, extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be 


* faloperidol present as the lactate 


required. Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. 

Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short- 
term antipsychotic therapy is generally uneventful. However, some patients 
on maintenance treatment experience transient dyskinetic signs after abrupt 
withdrawal. In certain cases these are indistinguishable from "Persistent 
Tardive Dyskinesia" except for duration. It is unknown whether gradual 
withdrawal will reduce the occurrence of these signs, but until further evi- 
dence is available haloperidol should be gradually withdrawn 

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo- 
peridol, tardive dyskinesia may appear during or after long-term therapy The 
risk appears to be greater in elderly patients on high-dose therapy, especially 
females. Symptoms are persistent and sometimes appear irreversible; there is 
no known effective treatment and all antipsychotic agents should be discon- 
tinued. The syndrome may be masked by reinstitution of drug, increasing 
dosage, or switching to a different antipsychotic agent 

Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, grand mal 
seizures, and exacerbation of psychotic symptoms 

Cardiovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports of mild, usually transient leukopenia and leukocytosis, mini- 
mal decreases in red blood cell counts, anemia, or a tendency toward 
lymphomonocytosis; agranulocytosis rarely reported and only in association 
with other medication. Liver Effects: Impaired liver function and/or jaundice 
reported. Dermatologic Reactions: Maculopapular and acneiform reac- 
tions, isolated cases of photosensitivity, loss of hair. Endocrine Disorders: 
Lactation, breast engorgement, mastalgia, menstrual irregularities, gyneco- 
mastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, 
dyspepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis Respiratory Effects: Laryngo- 
spasm, bronchospasm and increased depth of respiration. 

The injectable form is intended only for acutely agitated psychotic patients 
with moderately severe to very severe symptoms. 

Caution: Federal law prohibits dispensing without prescription. 

Full directions for use should be read before HALDOL haloperidol is 
administered or prescribed. 

HALDOL tablets are maqufactured by McNeil Laboratories Co., Dorado, 
Puerto Rico 00646. 


McNeil Laboratories, McNEILAB, Inc. 
Fort Washington, PA 19034 k 
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Brief Summary 


INDICATIONS — фог management of anxiety disorders or 
short-term relief of symptoms of anxiety. Anxiety or ten- 
sion associated with stress of everyday life usually does 
not require treatment with an anxiolytic. 

Effectiveness in long-term use (over 4 months) not 
assessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient. 

For symptomatic relief of acute alcohol withdrawal. 


CONTRAINDICATIONS — Known hypersensitivity to the 
drug. Acute narrow angle glaucoma. 


WARNINGS — Not for use in depressive neuroses or 
psychotic reactions. Caution patients against hazardous 
occupations requiring mental alertness, such as operating 
dangerous machinery including motor vehicles. Advise 
against simultaneous use of other CNS depressants, and 
caution patients that effects of alcohol may be increased 
Not recommerided for patients under 18. Nervousness, 
insomnia, irritability, diarrhea, muscle aches, and mem- 
ory impairment have followed abrupt withdrawal from 
long-term high dosage. Withdrawal symptoms were re- 
ported after abrupt discontinuance of benzodiazepines 
taken continuously at therapeutic levels for several 
months. Use caution in patients having psychological 
potential for drug dependence (dependence has been 
observed in dogs and rabbits) 


Pregnancy and Lactation: Minor tranquilizers should 
almost always be avoided first trimester. Consider 
possibility of pregnancy before initiating therapy. 
Patient should consult physician about discontinuation 
if she becomes pregnant or plans pregnancy. Do not 
give to nursing mothers. 


PRECAUTIONS — Observe usual precautions in depres- 
sion accompanying anxiety, or in patients with suicidal 
tendency, or those with impaired renal or hepatic func- 
tion. Do periodic blood counts and liver function tests 
during prolonged therapy. Use small doses and gradual 
increments in the elderly or debilitated 


ADVERSE REACTIONS — Drowsiness, dizziness, various 
g.i. complaints, nervousness, blurred vision. dry mouth, 
headache, mental confusion, insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritabil- 
ity, diplopia, depression, slurred speech, abnormal liver 
and kidney function, decreased hematocrit, decreased 
Systolic blood pressure. 


DOSAGE — ANXIETY — Usual daily dose 30 mg or less 
(start the elderly or debilitated at 7.5-15 mg). Adjust 
gradually within 15-60 mg daily range. Capsules anc 
scored tablets: divided doses; or once daily h.s. (start pa- 
tient at 15 mg). Single dose tablets, 22.5 mg (for patients 
stabilized on 7.5 mg t.i.d.) or 11.25 mg; once daily at any 
hour. ALCOHOL WITHDRAWAL- In divided doses: 1st 
day 30 mg initially, then 30-60 mg; 2nd day 45-90 mg; 
3rd day 22.5-45 mg; 4th day 15-30 mg. Then taper to 
15-7.5 mg daily, and discontinue as soon as stable. 


INTERACTIONS — Potentiation may occur with ethyl al- 
cohol, hypnotics, barbiturates, narcotics, phenothiazines, 
MAO inhibitors, other antidepressants. In bioavailability 
Studies with normal subjects, concurrent administration 
of antacids at therapeutic levels did not significantly influ- 
ence bioavailability of TRANXENE. 


OVERDOSAGE — Take general measures as for any CNS 
depressant. 


SUPPLIED — Tranxene (clorazepate dipotassium) 3.75, 
7.5, and 15 mg capsules and scored tablets. Tranxene-SD 
Half Strength 11.25 and Tranxene-SD 22.5 mg single dose 
tablets 


REFERENCES — 1. The elimination kinetics of an agent 
can be closely defined, but cannot at present be directly 
related to therapeutic or adverse effects. 2. Sedation 
reported in normal volunteers 30 minutes after dosing 
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W diazepam levels taper gently.’ This 
built-in tapering effect may give 
patients time to adjust to post-therapy 
— an important consideration when 
choosing an agent for short-term manage- 
ment of anxiety. 
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effects are observed in just half an hour.? Peak serum 
levels are reached in 1-2 hours. 

TRANXENE offers predictable calming action.? In 25 
short-term studies, positive therapeutic response ranging from 
83% to 90% was obtained. TRANXENE. A logical first choice 
for short-term therapy. 
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should be submitted as Clinical and Research Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular of Brief Communication length. (A "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports.) These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the Edi- 
tor. It is important to think carefully about the nature of the 
paper before requesting prompt publication; a paper may be 
delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion ‘for publication"' in the upper right corner. Letters crit- 
ical of an article published in the Journal will automatically 
be sent to the authors for reply. Because of space limita- 
tions not all letters can be printed. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review may be sent directly to 
the Book Review Editor, Nancy C. Andreasen, M.D., Uni- 
versity of Iowa College of Medicine, 500 Newton Rd., Iowa 
City, Iowa 52240. Book reviews are usually solicited by the 
Book Review Editor. Authors interested in reviewing a par- 
ticular book are urged to contact the editorial office to see 
if the Book Review Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned 
to, another reviewer. 
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TYPING AND ARRANGING THE PAPER 


All parts of the manfscript, including case reports, quota- 
tions, references, andfables, must be double-spaced through- 
out. All manuscripts fmust be typed in upper- and lowercase 
on one side only of 2E х 28 cm (8'/ х 11 inches) nonerasable 
bond paper. All 4 margins must be 32/4 cm (11/2 inches). The 
manuscript should be arranged in the following order, with 
each numbered item beginning a new page: 1) title page, 2) 
précis, 3) text, 4) references, 5) tables, 6) footnotes to text, 
and 7) figure captions. All pages must be numbered, with the 
title page as number 1. Please consult the following section 
on Journal style specifications for criteria for each part of the 


paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as pos- 
sible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used in ti- 
tles. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors' 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. Provide the department, institution, 
city, and state where the work was done. If multiple loca- 
tions and authors were involved, indicate in parentheses 
which authors were affiliated with each institution. Provide a 
full address for the author who is to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sep- 
arate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications. (No précis is used in the Clinical 
and Research Reports section.) The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able infervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely^desirable, although a final 
"Comment" or "'Cdhclusions" section may be used. The 
body of the paper should be written in the active Voice a 
first person where appropriate. d 

Statistics. Authors should be sure that statistics беа аге 
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both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient tojsay "'differences be- 
tween the groups were significant." In dases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for met- 
ric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in met- 
ric units; standard abbreviations are used. 







References 


References should be restricted to closely pertinent mate- 
rial: a complete review of the literature is rarely desirable. 
Accuracy of citation is the author’s responsibility. References 
should conform exactly to the original spelling, accents, 
punctuation, etc. Authors should be sure that all references 
listed have been cited in text; no bibliographies can be used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor’s responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘іп press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below, double-spaced 
throughout (not just a line between references). List up to 
three authors; designate one or more authors past the third 
"et al." Abbreviations of journal names should conform to 
the style used in /ndex Medicus; journals not indexed there 
should not be abbreviated. 


1. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J 
Psychiatry 113:349-365, 1967 

3. Jones AB: Long-term administration of tricyclic antidepres- 
sants: three-year follow-up. Am J Psychiatry (in press) 

4. Smythe JCW (ed): Psychiatry and Human Values. Springfield, 
Ill, Charles C Thomas, 1971 

5. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables 'are 
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generally reserved for data presentation and not used as lists 
or charts. They should be double-spaced and no wider than 
120 typewriter characters, including spaces. Consult recent 
issues of the Journal for table style. Please note that no verti- 
cal rules or internal horizontal rules are used. It is usually 
desirable to give both numbers and percentages ‘where appli- 
cable. All units of measurement must be specified within the 
table. Metric measurements are used in tables and through- 
out the text. Each table should be identified numerically and 
include a concise but descriptive title. A copy of each table 
should be included in each copy of the manuscript. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back of 
each glossy. All figures should be able to withstand reduc- 
tion to about 8 cm (3!/4 inches). Authors are urged to consid- 
er carefully the necessity of figures; they may be asked to 
delete figures that repeat information availabile in text. It is 
often advisable to obtain professional assistance in the prep- 
aration of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit classroom or library reserve use by in- 
structors and educational institutions, or of authors who 
wish to reprint their own material. Requests will be facilitat- 
ed if they are accompanied by written permission from the 
author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. 
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SURMONTIL 


(TRIMIPRAMINE MALEATE 


As she sleeps... 
her antidepressant 
goes to work. 


о 


Promptly improves sleep patterns. 


Ina recent multicenter study among 89 depressed 
outpatients, a substantial majority had improved 
sleep patterns in the first week. Peak antidepres- 
sant effects occurred at 3 to 4 weeks.' 





Relieves fatigue and anxiety. s 
Improved sleep generally lessens daytime 
fatigue. And the prompt anxiety-reducing 
effect of Surmontil? can help patients func- 
tio better in the first weeks of therapy. 


incidence of side effects?” 


Wfective in single nighttime dose after 
ihitial dosage titration? 

Before prescribing, please see complete product information, a summary of 
which follows: 







CONTRAINDICATIONS: Contraindicate in cases of known hypersensitivity to the 
drug, and during the acute recovery period after myocardial infarction. The possi- 
bility of cross-sensitivity to other dibenzazepine compounds should be kept in 
mind. Surmontil should not be given in conjunction with drugs of the monoamine 
oxidase inhibitor (МАО!) class. At least two weeks should elapse between cessa- 
tion of therapy with an MAO! and institution of therapy with Surmontil (trimipra- 
mine maleate). 

WARNINGS: Children: This drug is not recommended for use in children, since 
safety and effectiveness in the pediatric age group have not been established. 
Adults: Use extreme caution in giving the drug to patients with evidence of car- 
diovascular disease. Caution is advised in patients with: increased intraocular 
pressure, history of urinary retention, narrow-angle glaucoma, seizure disorder, 
hyperthyroidism, a need for thyroid medication. In patients receiving guanethi 
dine or similar agents, Surmontil may block the pharmacologic effects of these 
drugs. Warn patients that the drug may impair the mental or physical abilities 
required for driving or performing other potentially hazardous tasks. 
PRECAUTIONS: Because of an inherently serious suicide potential, the nonhospi- 
talized severely depressed patient should be given the smallest drug amount fea- 
sible. In schizophrenic patients, activation of the psychosis may occur and require 
reduction of dosage or the addition of a major tranquilizer to the medication 
schedule. Manic or hypomanic episodes may occur, especially in patients with 
cyclic-type disorders; Surmontil may have to be discontinued until the episode is 
relieved and reinstituted, if required, at lower dosage. Limit concurrent adminis- 
tration of Surmontil and electroconvulsive therapy to those patients for whom it is 
essential. When possible, discontinue the drug for several days prior to elective 
surgery. The use of alcoholic drinks during therapy may provoke exaggerated 
response. Potentiation of effects has been reported when tricyclic antidepres- 
sants were administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an anticholiner- 
gic effect. Drugs having a parasympathetic effect, including tricyclic antidepres- 
sants, may alter ejaculatory response 

Usage in pregnancy: Pregnancy Category C. Surmontil has shown evidence of 
embryotoxicity and/or increased incidence of major anomalies in rats or rabbits 
at doses 20 times the human dose. There are no adequate and well-controlled 
studies in pregnant women. Surmontil should be used during pregnancy only if 
the potential benefit justifies the potential risk to the fetus. 

ADVERSE REACTIONS: When tricyclic antidepressants are used, each of the fol- 
lowing adverse reactions must be considered, although some have not in fact 
been reported with Surmontil 

Cardiovascular — Hypotension, hypertension, tachycardia, palpitation, myocardial 
infarction, arrhythmias, heart block, stroke. 

Psychiatric — Confusiona! states (especially in the elderly) with hallucinations, dis- 
orientation, delusions; anxiety, restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurologic — Numbness, tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal symptoms; seizures, alter- 
ations in EEG patterns; tinnitus 

Anticholinergic — Dry mouth and, rarely, associated sublingual adenitis; blurred 
vision, disturbances of accommodation, mydriasis, constipation, paralytic ileus; 
urinary retention, delayed micturition, dilation of the urinary tract. 

Niergic— Skin rash, petechiae, urticaria, itching, photosensitization, edema of 
face and tongue. 

Hematologic — Bone-marrow depression including agranulocytosis, eosinophilia; 
purpura; thrombocytopenia. Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore throat during therapy; the 
drug should be discontinued if there is evidence of pathologic neutrophil 
depression. 

Gastrointestinal — Nausea and vomiting, anorexia, epigastric distress, diarrhea, 
peculiar taste, stomatitis, abdominal cramps, black tongue 

Endocrine— Gynecomastia in the male; breast enlargement and galactorrhea in 
the female; increased or decreased libido, impotence; testicular swelling: eleva- 
tion or depression of blood-sugar levels. 

Other—Jaundice (simulating obstructive); altered liver function; weight gain or 
loss; perspiration; flushing; urinary frequency; drowsiness, dizziness, weakness, 
and fatigue; headache; parotid swelling; alopecia 

Withdrawal Symptoms—Though not indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may produce nausea, headache, and malaise. 
SUPPLIED: 25 mg in bottles of 100 opaque blue and yellow capsules, 50 mg in 
bottles of 100 opaque blue and orange capsules. 

References: 1. Goullon J, Baker PG, Wilkinson MA: A multicentre general practice 
study of ‘Surmontil' (trimipramine maleate) in the treatment of endogenous 
depression with associated sleep disturbances. Br / Cin Pract 32:323-325, 1978. 
2. Pecknold JC, Ananth J: Trimipramine in the treatment of anxious-depressed 
out-patients. Cur Ther Res 25:94-100, 1978. 3. Lean TH, Sidhu MS: Comparative 
study of imipramine (Tofranil) and trimipramine (Surmontil) in depression asso- 
ciated with gynaecological conditions. Рос Obstet Gynaecol Soc 3:222-228, 1972. 
4. Evans JI, et al: General practitioner clinical trials: two new psychotropic, drugs. 
Pracywoner 198 (27):135-139, 1967. 5. Salzmann MM: А controlled trial with*yi- 
mipramine, a new anti-depressant drug. Br J Psychiatry 111:1105-%106, 1965, 
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The road bx 
should bea 


one-way stre 


Navane (thiothixene) has proved to be of significat 
benefit at each phase in rehabilitation of the patient 

with psychotic symptoms: from admission, throug 

discharge, and beyond. 


arapid return to the community. “3 
Navane achieves rapid relief of acutely disruptiv& 
symptoms and facilitates early discharge for most 
patients. In excited, agitated psychotic patients, 
Navane has produced improvement within an hou 
minimal symptomatology after three hours, and с 
paratively brief hospitalization for most patients." 


and continued long-term improvement 5 

On an outpatient basis, Navane exerts a significafl 
long-term beneficial effect on patient functioning, 
especially in the areas of social and vocational 
adjustment in the community. Initial improvement 
maintained with Navane and has been shown to 
increase over time.’ 


With Navane, effectiveness is rarely Compromised ^ 
by oversedation or drowsiness.” um crises” 
and other cardiovascular reactions "aré seldom -= E 
reported. Anticholinergie' side cffects stichas dry 
mouth or constipation are rare. df extrapyramidal 
symptoms occur, they are-usually readily controlled 
by dosage adjustments or antiparkinson agents. 


For a brief summary of Navane prescribing information, ineluding adverse reaetións and c 
please see last page of this advertisement. 
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Rapid return to the community 


Navan aioixeno (thiothixene hydrochloride) 


mg, 5 mg, 10 mg, 20 mg 


Capsules: 1 mg, 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) — * 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy- Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(31050 mg/kg/day), and monkeys (1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children—The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man; it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecif&yEKG changes 
have been observed in some patients receiving Navane. These 
¢Hanges are usually reversible and frequently disappear on 

“continued Navane therapy. The incidence of these changes is lower 
than ‘that observed with some phenothiazines. The clinical 
significance of these changes is nat known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy The 


, 
. 


\ 


incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occurafter drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of checks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis. eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic redctions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorthea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children undef 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramusculgr Solution— For Intramuscular Use Only. 
Where more rapi control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology. whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Concentrate: 5 mg/ml 


Intramuscular: 2 mg/ml^ 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible@lt may be necessary to 
adjust the dosage when changing from the intramusculdt to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate – |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective, Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

‘Treatment: Essentially symptomatic end supportive, For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (1.У. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene! is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100. 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg. & mg, and 10 mg, and in 30 ml (10z.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg. 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.09% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina2 ml amber glass vial in packages of 10 vials, Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 


References: 1. Rickels К, Norstad №, Downing R: The acutely * 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, etal: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pi 
sented as a scientific exhibit at the 125th Annual Meeting of 
American Psychiatric Association, Dallas, Texas, May 1-4, 19 

8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry, Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 


ROeRIG @ 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 
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PSYCHIATRIC PRESENTATIONS OF MEDICAL ILLNESS 
Somatopsychic Disorders 

Edited by Richard C.W. Hall, M.D. The first systematic guide to physical i 
disorders that produce psychiatric symptoms. It details the medical differ- 
entials of specific psychiatric symptoms; thoroughly reviews psychiatric 
presentations associated with cardiovascular, pulmonary, gastrointestinal 
and other disorders; and examines behavioral effects of psychiatric and 
non-psychiatric drugs. A unique, 55-page tabular summary of the 
psychiatric effects of medical drugs by generic and trade names is an 
indispensable reference for your busy practice. "This book is a praisewor- 
thy effort. . . to show that medicine and psychiatry must participate fully in і 
the care of the patient." — Ооп В. Lipsitt, M.D. 

1980 428pp $35.00 ў 


МАМІА — An Evolving Concept } 
Edited by Robert H. Belmaker, M.D. and H.M. van Praag, M.D., Ph.D. The 
only comprehensive study of manic illness available! it explores our 
current understanding of mania from psychological, biological and social 
perspectives, challenging many long-held assumptions about nature, 
diagnosis and treatment. `... one of the few volumes seeking to give the 
reader rounded survey of current research from the vantage point of a 
multitude of disciplines. ...It behooves the researcher, clinician, and 
historian of science to read this volume. ... — Edward A. Wolpert, M.D. i 
1980 466pp $35.00 


THE COMPREHENSIVE 

HANDBOOK OF BEHAVIORAL MEDICINE 

Vol. 1: Systems Intervention 

Vol. 2: Syndromes & Special Areas 

Vol. 3: Extended Applications & Issues | 

Edited by James M. Ferguson, M.D. and С. Barr Taylor, M.D. Nothing 

approaches this landmark work in its precision and depth of coverage! The | 

Handbook lays out every new strategy and technique— along with clear 

explanations of their physiological and theoretical foundations — in three 

exceptional, easy-to-use volumes. “The whole range of behavioral 

medicine is treated in this well-written three-volume handbook... a must 

for all who have a research interest... and/or a clinical interest in this 

rapidly developing and burgeoning field.” — John Paul Brady, M.D. i 
; Vol. 1: 1980 305pp $30.00 

S orar Vol. 2: 1980 350pp 530.00 

All three volumes, $75.00 voi. 3: 1980 345pp $30.00 | 


EMOTIONAL DISORDERS IN CHILDREN & ADOLESCENTS i 
Medical & Psychological Approaches to Treatment i 
Edited by G. Pirooz Sholevar, M.D., with Ronald M. Benson, M.D. and 
Barton J. Blinder, M.D. One-volume coverage of the gamut of emotional 
disorders affecting children and adolescents! This unique reference re- 
views all of the treatment modalities used with these age groups. "...a | 
fully mature and comprehensive composite volume that clearly ad- 
dresses treatment of children from every imaginable vantage.” — | 
Theodore Shapiro, M.D. 


1980 710pp $60.00 
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SP MEDICAL & SCIENTIFIC BOOKS \ 
175-20 Wexford Terrace, Jamaica, NY 11432 | 


| enclose payment plus $1.50 for postage & handling for the books checked below. 

I understand that І may return any book within 30 days if от not completely satisfied i 
O Hall/Presentations (170) $35.00 

O Belmaker/Monia (171) $35.00 
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О Visa 2 Master Charge | O Ferguson/Handbook-3 vols. (15135) $75.00 
О Vol. 1 only (135) $30.00 
А O Vol. 2 only (166) $30.00 
O Vol. 3 only (167) $30.00 
Exp. Date — 1 | O Sholevar/Disorders (747) $60.00 | 
Мате j 
Address 
City State Zip i 
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The World Federation of the 
Societies of: Biological Psychiatry 
, and 
The Swedish Society of 
Biological Psychiatry 
. invite to the 


lllrd WORLD CONGRESS OF 
BIOLOGICAL PSYCHIATRY 


Stockholm, Sweden 
June 28 - July 3, 1981 


















Major plenary sessions are followed 
by some 40 symposia suggested by 
the various Member Societies. 
Research reports may be presented 
either orally or as posters, and 
Abstracts will be distributed during 
the Congress. 














Preliminary deadline for papers: 
February 15, 1981. 







English, French, and Spanish will be 
official languages with a simul- 
taneous interpretation service in 
operation. 









New equipment for use in ex- 
perimental disciplines as well as 
drugs used in treatment and research 
will be exhibited. 







An attractive and qualified social 
programme as well as pe and post- 
Congress tours are offered to par- 
ticipants and all accompanying 
persons. Weather in Sweden at mid- 
summer is agreeable, with an 
average temperature of 20-23°; 
. evenings are light and nights short. 










The Organizing Committee 

IIIrd World Congress of 
Biological Psychiatry ducit 

Stockholm Convention, Bureau . 

Jakobs Torg 3 

S-111 52 Stockholm, Sweden 










New light from a trusted source 


Since the turn of the century, 
Mead Johnson has earned 
the trust of the medical community 
to produce quality medications 
in a variety of therapeutic categories. 
Now, Mead Johnson research efforts 
in psychopharmacotherapy 
have brought to light new medications 
for depressed and anxious patients. 
Venturing into promising new areas of therapy 
is a commitment at Mead Johnson. 
Whether producing antibiotic, anticancer, 
cardiovascular or psychotropic medications, 
we will apply our pharmaceutical expertise 
in new and challenging ways 


for the benefit of generations to come. 


Mead [iiri 


PHARMACEUTICAL DIVISION 


(c) 1980 Mead Johnson 
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DALMANE 


(flurazepam HCI/Roche 


MORE POLYGRAPHIC EVIDENCE 


Sleep research laboratory 
testing of insomnia patients 


for 995 subject nights 
demonstrates efficacy of 
Dalmane (fiurazepam HCI/Roche)! 


In 14 separate studies, subjects given Dalmane were 
monitored with polygraphic recordings for a total of 
995 nights, objectively demonstrating the efficacy 
of Dalmane. 





Efficacy from the first night 
through 28 nights, 

without need 

to increase dosage 


Dalmane (flurazepam HCI/Roche) is the only sleep 
medication objectively proven effective through 28 
consecutive nights of administration in two separate 
studies in the sleep research laboratory?^ The pro- 

longed use of Dalmane is seldom necessary; should it 

be, appropriate patient evaluations such as periodic а 
blood counts and liver and kidney function tests are 
recommended. 








AE Ln ct "T, nU eoe E 
> LOLs a roo Ma dor ri m ч 
LOHN AC e ee КА Maat, a vU Л ЖЕЙУ, 

= А v ` къ ла I 








7 
tnt 











as. % 














ty 


Biot. o i “РЕ 


P 


OFFERS 


OF EFFICACY FOR INSOMNIA 















Dalmane' fiurazepam HCI/Roche) Clinical documentation of 
eo ET EE us efficacy in 4950 patients 


with insomnia! 


Dalmane (flurazepam HCI/Roche) efficacy was 
evaluated in 18 clinical studies. These included 
paired-night, double-blind crossover, double-blind 
comparison and patient preference studies. Results 
of these studies demonstrated and confirmed the 
effectiveness of Dalmane. 
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Periodic evaluation of 
patients sleep habits may help 
prevent subsequent insomnia 


Should insomnia recur, the patient may need guidance 
in setting up a regular sleep program. This may 
include establishment of a regular bedtime hour, 
taking a warm bath prior to retiring and avoidance of 
alcohol, stimulants or heavy meals late in the evening. 


DALMANE« 


flurazepam HCI/Roche 
*15-mg and 30-mg capsules 


UNMATCHED PROOF 
UNMATCHED EFFICACY | 


Please see summary of product r 
information on following page. A 










bastine Dabmame Dalmane Dalmang 


ља Mighta mighta mighta 
л {ыл 13 — 26-28 









Ў, А 
Improvement shown represents mean improvement, in 
hours, of total sleep time. 


Adapted from Dement WC, et a/: Behav Med 5:25-31, 

Oct 1978 

Since most insomnia is transitory in nature, initiate 
therapy at the lowest effective dose for the shortest 
time advisable to achieve a predetermined thera- 
peutic goal. 
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1. Data on file, Medical Department, Hoffmann-La Roche Inc., 
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2. Kales A, et al: Clin Pharmacol Ther 19: 576583, May 1976 
3. Dement WC, et al: Behav Med 5: 25-31, Oct 1978 

4. Kales A, et al: Clin Pharmacol Ther 18: 356-363, Sep 1975 









Protocol for insomnia 
management 


O Treat physical and/or psychological factors that 
may underlie an inability to sleep. 


O Thoroughly question and evaluate new patients 
who specifically request sleep medications. 


O Consider other medications the patient may be 
taking (including alcoholic beverages) and be aware of 
possible drug interactions. 


О Select a sleep medication with objectively docu- 
mented proof of efficacy and a wide margin of safety. 


C1 Initiate treatment at the lowest effective dose for 
the period of time deemed necessary to achieve a 
reasonable therapeutic goal. 


C Monitor response to therapy and, based upon 
patient reassessment, determine need for continuing 
medication on an individual basis. 


O Advise patients who ingest alcoholic beverages or 
other CNS depressants against doing so while on sleep 
medication. CNS stimulants such as caffeine should 
also be discontinued. 


O Caution patients against engaging in hazardous 
occupations requiring complete mental alertness such 
as operating machinery or driving a motor vehicle 
shortly after ingesting the drug. In addition, as with all 
CNS depressants, patients may have reduced motor 
performance while on hypnotic therapy and should be 
advised accordingly. 

O Avoid prescribing for suicidal or dependency-prone 
individuals whose histories indicate an inability to 
handle any psychoactive substances including alcohol. 


Now available from Roche — important guidance 
for your patients with insomnia. 


ee Ө 
| 
| 


Roche Products Inc. 
One Broad Avenue 
Fairview, New Jersey 07022 
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DALMANEc = 


flurazepam HCI/Roche 


One 15-mg capsule h.s.— recommended initial dosage 
for elderly or debilitated patients. 

One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings and/or 
early morning awakening; in patients with recurring insomnia Or 
poor sleeping habits; in acute or chronic medica! situations re- 
quiring restful sleep. Objective sleep laboratory data have shown 
effectiveness for at least 28 consecutive nights of administration. 
Since insomnia is often transient and intermittent, prolonged 
administration is generally not necessary or recommended. 
Contraindications: Known hypersensitivity to flurazepam НСІ. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. Caution against hazardous 
occupations requiring complete mental alertness (e.8., operating 
machinery, driving). 

Usage in Pregnancy: Several studies of minor tranquilizers 

(chlordiazepoxide, diazepam, and meprobamate) suggest 

increased risk of congenital malformations during the first 

trimester of pregnancy. Dalmane, a benzodiazepine, has 

not been studied adequately to determine whether it may 

be associated with such an increased risk. Because use 

of these drugs is rarely a matter of urgency, their use 

during this period should almost always be avoided. Con- 

sider possibility of pregnancy when instituting therapy; 

advise patients to discuss therapy if they intend to or 

do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase dosage. 
Precautions: In elderly and debilitated patients, it is recom- 
mended that the dosage be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or ataxia. Consider poten- 
tial additive effects with other hypnotics or CNS depressants. 
Employ usual precautions in patients who are severely depressed, 
or with latent depression or suicidal tendencies, or with impaired 
renal or hepatic function. Periodic blood counts and liver and 
kidney function tests are advised during repeated therapy. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, lethargy, disorientation 
and coma, probably indicative of drug intolerance or overdosage, 
have been reported. Also reported: headache, heartburn, upset 
stomach, nausea, vomiting, diarrhea, constipation, Gl pain, ner- 
vousness, talkativeness, apprehension, irritability, weakness, 
palpitations, chest pains, body and joint pains and GU complaints. 
There have also been rare occurrences of leukopenia, granulo- 
cytopenia, sweating, flushes, difficulty in focusing, blurred vision, 
burning eyes, faintness, hypotension, shortness of breath, 
pruritus, skin rash, dry mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred speech, confusion, rest- 
lessness, hallucinations, paradoxical reactions, €.8., excitement, 
stimulation and hyperactivity, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum beneficia! effect. 
Adults: 30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg recommended initially 
until response is determined. > 
Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 
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We want to cure cancer in your lifetime. 


And there are promising reports coming 





Boston University School of Medicine 
Department of Neurology 


CLINICAL NEUROPHARMACOLOGY 
March 21 & 22, 1981 


This course will review and update those aspects of 
basic and applied neuropharmacology which are of 
relevance to the psychiatrist or neurologist who is 
in practice or who is preparing for board ex- 
aminations. The following will be covered: cellular 
basis of neuropharmacology, acetycholine, 
catecholamines, serotonin, GABA and other amino 
acids, endorphins, pharmacologic principles of 
drug administration, antiepileptic drugs, schizo- 
phrenia, phenothiazines, affective disorders, tri- 
cyclics, lithium, drug induced movement disorders, 
tremor, myoclonus, Parkinson's disease, chorea; 
spasticity, memory and sleep disorders. 

Course Directors 
Thomas R. Browne, M.D. Daniel Tarsey, M.D. 

Faculty 

Ross J. Baldessarini, M.D. Conan Kornetsky, Ph.D. 
Joseph Cochin, M.D. Alberto L. Politoff, M.D. 


Robert G. Feldman, M.D. Terrence L. Riley, M.D. 
John H. Growdon, M.D. Vadislav Volicer, M.D., Ph.D. 


Place: Boston University Medical Center 
Accreditation: 12 hours AMA Category | 


Contact: Ms. Donna Marcy, Department of Continuing Med- 
ical Education, Boston University School of Medicine, 80 E. 
Concord Street, Boston, MA 02118; (617) 247-5603. 





New Books in Psychiatry... 


PSYCHOLOGICAL FACTORS IN HEALTH CARE 

A Practitioner's Manual 

edited by Michael Jospe, Kaiser-Permanente 
Medical Center, Joseph E. Nieberding, and Barry D. 
Cohen, Southern California Permanente Group 
Foreword by William Schofield 

This comprehensive volume includes such topics as 
the psychology of illness in varied ethnic, sex, and 
age groups, loss and grief in catastrophic injury and 
terminal illness, and psychiatry in clinical settings 
and in family practice. 

512pp. ISBN 0-669-02076-1 $29.95 


MALPRACTICE IN PSYCHOTHERAPY 

Barry R. Furrow, Washington College of Law, 

The American University 

This exploration of malpractice law includes 
descriptions of the techniques of psychotherapy 
and the kinds of patient-injury problems inherent in 
the therapeutic relationship. 

176pp. ISBN 0-669-03399-5 $18.95 


... from Lexington 
«Books 


LexingtonBooks 

га] D. C. Heath and C 

HEATH 125 Spring Street f c= /, 
Lexington, MA 02 7 i7 
(617) 862-6650 (2 CNN 
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CES 





For the mind 
depressed... 


CIBA 


is working 
to improve the 
treatment. 





Artist's conception 
Postsynaptic neuron in excitation (A) 
Quiescent inhibitory presynaptic neuron (B) 


Research in Progress 


points to the role of 

specific CNS binding sites 
for the benzodiazepines — 
often considered the most 


effective anxiolytic agents’ 
Although the clinical effectiveness 
of the benzodiazepines is widely 
accepted by the medical profes- 
sion, their mechanism of action is 
as yet unknown. Inability to define 
a neurophysiological or bio- 
chemical basis of anxiety has 
hindered the search.2 

Current research has, however, 
identified specific benzodiazepine 
binding sites in the CNS. Various 
characteristics of these sites sug- 
gest that they may represent the 
actual sites of action of these 
agenis.3.4 

Specific tenacity of 
benzodiazepines.to CNS 
binding sites 

In equilibrium binding studies on 
rat and human brain tissue, ben- 
zodiazepines demonstrate a high 












affinity for specific sites found pri- 


marily in the synaptic membrane 
fraction. Of the compounds 
tested, only benzodiazepines 
compete for these binding sites. 
Furthermore, each benzodi- 
azepine displays a characteristic 
degree of affinity which closely 
parallels its clinical and phar- 
macological potency.3.4 

A significant correlation has also 
been found between the binding: 
affinity of a particular benzodi- 
azepine and its anxiolytic, anti- 
convulsant and muscle relaxant 
effects in certain animal tests.4 
Although these in vitro animal 
and human tissue studies do not 
necessarily suggest clinical sig- 


While in vitro studies cannot be interpreted to have clinical 
significance, these represent an attempt to explain 


THE LIMBITRO 


in the treatment of moderat 










Presynaptic inhibitory neuron 
(B) firing and exerting an in- 
hibitory effect on postsynaptic 
neuron (A) 





nificance, further investigation of 
specific benzodiazepine binding 
sites may provide insight into the 
mechanism of action of these 
clinically effective anxiolytic 
agents. - 


References: 1. Rickels K: Drug treatment of 
anxiety, in Psychopharmacology in the Prac- 
tice of Medicine, edited by Jarvik ME. New 
York, Appleton-Centur y-Crofts, 1977, р. 312 
2. Byck R: Drugs and the treatment of psychi- 
atric disorders, chap. 12, in The Pharmaco- 
logical Basis of Therapeutics, ed. 5, edited by 
Goodman LS, Gilman A. New York, Macmillan 
Publishing Co., Inc., 1975, p. 190. 3. Móhler H, 
Okada T. Life Sci 20 (12): 2101-2110, 

1977. 4. Mohler H, et al; Life Sci 22 (11) 
985-996, 1978. 5. Hollister LE: N Engl J Med 
299: 1106-1109, Nov 16, 1978 






and to the role of 

ricyclic antidepressants 
n blocking the 
dresynaptic reuptake of 
Yeurotransmitters — 
delieved important in the 


Treatment of depression 
[һе amine hypothesis, which 
1olds that depression is associ- 
лед with a deficiency of func- 
ional neurotransmitter at the 
Synapse, is currently the most 
liable theory of depression. It is 
supported by studies on the phar- 
nacologic action of various 
‘linically effective antidepres- 
sants. The tricyclics, for instance, 
ave been shown to block reup- 
ake by the presynaptic terminals, 
dermitting greater availability and 
yrolonged action of neurotrans- 
nitters at receptor sites. This may 
sompensate for the relative deficit 
»f functional neurotransmitters 
ound in depression.5 


Selective blockade of 


reuptake 

The amine hypothesis has been 
elaborated fo allow for identifica- 
tion of subtypes of depression 
based on specific neurotrans- 
mitter deficiencies. It has been 
proposed that measurement of 
the metabolite 3-methoxy-4- 
hydroxy-phenylglycol (MHPG) in 
urine may permit such a differ- 
entiation; low MHPG levels in- 
dicating a deficit of norepi- 
nephrine, and normal or high 
MHPG suggesting a deficit of an- 
other neurotransmitter, probably 
serotonin. Current pharmacologi- 
cal studies indicate that certain 
tricyclics may be more efficient in 
blocking norepinephrine reup- 
take, while others more selec- 
tively blockade serotonin.5 
Further investigation may lead to 
eventual selection of subtype- 
specific antidepressants on the 
basis of biochemical tests 


Artists conception of 
propagation of impulse 
across synaptic cleft. 
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Tablets 5-12.5 each containing 5 mg chlordiazepoxide and 12 5 mg amitriptyline 
os the hydrochloride salt 
Tablets 10-25 eoch containing 10 mg chlordiazepoxide and 25 mg amitriptyline 
1s the hydrochionde salt) 


Dual action specific for 
dual symptomatology 


Limbitrol contains both a ben- 
zodiazepine — specific for the 
symptoms of anxiety, and 
amitriptyline — specific for de- 
pressive symptoms. It therefore 
provides the agents most appro- 
priate fo relieve both symptom 
syndromes in the nonpsychotic 
patient with mixed anxiety and 
depression. What better rationale 
for prescribing Limbitrol for pa- 
tients who need pharmacologic 
intervention in support of their 
psychotherapy. 


CLINICAL AFFINITY’ | 


~ 


O severe depression and anxiety 


Please see summary of complete product 
information on Es page. 
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LIMBITROL * TABLETS Tranquilizer—Antigepressant How fo initiate and E 
Before prescribing, please consult complete product information, a summary of which follows: intai 
pera ag A iu of moderate to severe depression essociated with moderate to severe anxiety. mai in therapy ^ 
indications: Known hypersensitivity to benzodiazepines or tricyclic antidepressants. Do not : 

use with monoamine oxidase (MAO) inhibitors or within 14 days following discontinuation of MAO Select dosage strength appropriate for each patient ы 
inhibitors since hyperpyretic crises, severe convulsion and deaths have occurred with concom- Г] Limbitrol 5-12.5 is recommended to minimize drows- 
itant use; then inifiate cautiously, gradually increasing dosage until optimal response is achieved ness and for elderly patients 

O Limbitrol 10-25 may be indicated for patients who’ 

tolerate medication without undue side effects 3 


Contraindicated during acute recovery phase following myocardial infarction 
Warnings: Use with great care in patients with history of urinary retention or angle-closure 
Specify daily dosage based on symptom severity 
О An initial dosage of three tablets is recommended  * 


glaucoma. Severe constipation may occur in patients taking tricyclic antidepressants and 
anticholinergic-type drugs. Closely supervise cardiovascular patients. (Arrhythmias, sinus 
tachycardia and prolongation of conduction time reported with use of tricyclic antidepressants 
especially high doses. Myocardial infarction and stroke reported with use of this class of drugs.) j ` 
usaga in Шера. ше of minor пале» bd. the ды: IM ts O Dosage may be increased to six tablets or decreased 
almost always be avoided because of increased risk of congenital malformations as to two tablets daily as necessary 
suggested in several studies. Consider possibility of pregnancy when instituting А ; 5 F 
therapy; advise patients to discuss therapy if they intend to or do become pregnant. О Once a satisfactory response is obtained, patients 
Since physical and psychological dependence to chlordiazepoxide have been reported rarely, use should be continued on the smallest dose required to 
caution in administering Limbitrol to addiction-prone individuals or those who might increase maintain the desired effect 
dosage; withdrawal symptoms following discontinuation of either component alone have been K 4 
reported (nausea, headache and malaise for amitriptyline; symptoms [including convulsions | Utilize dosage options to best accommodate indi- 
vidual patient needs ў 
o T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue drowsi- 
ness 
Two tablets one hour before bedtime and one tablet 
idday may minimize daytime drowsiness and help 


similar to those of barbiturate withdrawal for chlordiazepoxide) 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid patients or 
relieve a common target symptom — insomnia 
( Entire dosage h.s. to take maximum advantage of 


those on thyroid medication, and in patients with impaired renal or hepatic function. Because of 
the sedative effect 














































the possibility of suicide in depressed patients, do not permit easy access to large quantities in 
these patients. Caution patients about possible combined effects with alcohol and other CNS 
depressants and against hazardous occupations requiring complete mental alertness (e.g. 
operating machinery, driving). Periodic liver function tests and blood counts are recommended 
during prolonged treatment. Amitriptyline component may block action of guanethidine or similar 
antihypertensives. Concomitant use with other psychotropic drugs has not been evaluated: seda- 
tive effects may be additive. Discontinue several days before surgery. Limit concomitant adminis- 
tration of ECT to 

essential treat- 

ment. See Warn- 


=< Your guide to patient management... 


should not be 


== when you decide medication is needed 


Not recommend 
ed in children 


under 12 How to make each patient an 


In the elderly and debilitated, limit to smallest effective dosage to preclude ataxia, oversedation, i nf i tient 


confusion or anticholinergic eftects 

Adverse Reactions: Most frequently reported are those associated with either component alone 

drowsiness, dry mouth, constipation, blurred vision, dizziness and bloating. Less frequently 1. Discuss with patients the probability that they will 
experience drowsiness, especially during the first week. 

2. Reassure your patients that drowsiness is one indica- 


occurring reactions include vivid dreams, impotence, tremor, confusion and nasal congestion 
Many depressive symptoms including anorexia, fatigue, weakness, restlessness and lethargy 

tion that the medication is working and that it may help 
alleviate their insomnia. 


have been reported os side effects of both Limbitro! and amitriptyline. Granulocytopenia, jaundice 
3. Encourage patients to report if drowsiness becomes 


and hepatic dysfunction have been observed rarely. 
This list includes adverse reactions not reported with Limbitrol but requiring consideration because 
they have been reported with one or both components or closely related drugs 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial infarction, ar- S 
thythmias, heart block, stroke troublesome so that, if necessary, dosage schedule can 
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, hypomania be adiusted 
and increased or decreased libido JUSTO: _. : F 
Neurologic: Incoordination, claxia, numbness, tingling and paresthesias of the extremities, ex- 4. Caution patients about the combined effects with 
frapyramidal symptoms, syncope, changes in EEG patterns alcohol or other CNS depressants. Let them know that 
Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, dilatation of the additive effects may produce a harmful level of seda- 
tion and CNS depression. = 
5. Caution patients about activities requiring complete 
mental alertness, such as operating machinery or driv- 
ing а car. t ; 
6. Warn pregnant patients and patients of childbearing 


urinary tract 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. pruritus 

age that the safety of Limbitrol in pregnancy has not yet 
been established. 


Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, purpura, throm- 
Please see complete product disclosure for other pertinent information. 


bocytopenia 
Limbitrol should not be used under the 
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Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, galactorrhea 
and minor menstrual irregularities in the female and elevation and lowering of blood sugar levels 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, jaun- 
dice, alopecia, parotid swelling 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. Treatment is 
symptomatic and supportive. I.V. administration of 1 to З mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning. See complete product information for 
























manifestation and treatment following circumstances: dm 
Dosage: Individualize according to symptom severity and patient response. Reduce to smallest Mos я ака me 
effective dosage when satisfactory response is obtained. Larger portion of daily dose may be taken 1. Hypersensitivity to benzodiazepines Se зу 


at bedtime. Single h.s. dose may suffice for some patients. Lower dosages are recommended for 
the elderly 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased up to six 
tablets or decreased to two tablets daily as required. Limbitrol 5-12. 5, initial dosage of three to four 
tablets daily in divided doses, for patients who do not tolerate higher doses. 

How Supplied: While, film-coated tablets, each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and blue, film-coated tablets, each containing 5 mg 
chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) — bottles of 100 and 500; 
Tel-E-Dose * packages of 100, available in trays of 4 reverse-numbered boxes of 25, and in boxes 


or tricyclic antidepressants. 

2. Concomitantly with an MAO 
inhibitor. To replace an MAO in- 
hibitor with Limbitrol, discontinue 
MAO inhibitor for a minimum of 14 
days before cautiously initiating 
Limbitrol therapy. 





containing 10 strips of 10; Prescription Paks of 50 3 3. During the acute recovery 
> phase following myocardial 
infarction. 
ROCHE PRODUCTS INC. OR 
Manati, Puerto Rico 00701 
N i| In moderdte to severe depression and anxiety 
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Before prescribing or administering, see Sandoz literature for 
full product information. The following is a brief summary. 
Contraindications: Severe central nervous system depression 
comatose states from any cause, hypertensive or hypotensive 
heart disease of extreme degree 

Warnings: Administer cautiously to patients who have pre- 
viously exhibited a hypersensitivity reaction (e.g., blood dyscra- 
sias, jaundice) to phenothiazines. Phenothiazines are capable of 
potentiating central nervous system depressants (e.g., anes- 
thetics, opiates, alcohol, etc.) as well as atropine and phospho- 
rus insecticides; carefully consider benefit versus risk in less 
severe disorders. During pregnancy, administer only when the 
potential benefits exceed the possible risks to mother and fetus 
Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic 
patients, anticonvulsant medication should also be maintained 
Pigmentary retinopathy, observed primarily in patients receiving 
larger than recommended doses, is characterized by diminution 
of visual acuity, brownish coloring of vision, and impairment of 
night vision; the possibility of its occurrence may be reduced by 
remaining within recommended dosage limits. Administer 
cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage 
gradually. Orthostatic hypotension is more common in females 
than in males. Do not use epinephrine in treating drug-induced 
hypotension since phenothiazines may induce a reversed epi- 
nephrine effect on occasion. 

Neuroleptic drugs elevate prolactin levels; the elevation persists 
during chronic administration. Tissue culture experiments indi- 
cale that approximately one-third of human breast cancers are 
prolactin dependent in vitro, a factor of potential importance if 
the prescription of these drugs is contemplated in a patient with 
a previously detected breast cancer. Although disturbances such 
as galactorrhea, amenorrhea, gynecomastia, and impotence 
have been reported, the clinical significance of elevated serum 
prolactin levels is unknown for most patients. 

Daily doses in excess of 300 mg should be used only in severe 
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neuropsychiatric conditions. FD&C Yellow No. 5 (tartrazine) in 
the 150-mg tablet may cause allergic-type reactions (including 
bronchial asthma), particularly in patients with aspirin hyper- 
sensitivity 


Adverse Reactions: Central Nervous System— Drowsiness, 
especially with large doses, early in treatment; infrequently, 
pseudoparkinsonism and other extrapyramidal symptoms; rarely, 
nocturnal confusion, hyperactivity, lethargy, psychotic reactions, 
restlessness, and headache. Autonomic Nervous System— 
Dryness of mouth, blurred vision, constipation, nausea, vomit- 
ing, diarrhea, nasal stuffiness, and pallor. Endocrine 

System — Galactorrhea, breast engorgement, amenorrhea, inhibi- 
tion of ejaculation, and peripheral edema. Skin — Dermatitis and 
skin eruptions of the urticarial type, photosensitivity. Cardiovas- 
cular System—ECG changes (see Cardiovascular Effects below) 
Other—Rare cases described as parotid swelling 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been 
reported that old age lowers the tolerance for phenothiazines; the 
most common neurologic side effects are parkinsonism and 
akathisia, and the risk of agranulocytosis and leukopenia 
increases. The following reactions have occurred with pheno- 
thiazines and should be considered whenever one of these drugs 
is used. . 


Autonomic Reactions — Miosis, obstjpation, anorexia, paralytic 
ileus. Cutaneous Reactions — Erythema, exfoliative dermatitis, 
contact dermatitis. Blood Dyscrasias— Agranulocytosis, leukope- 
nia, eosinophilia, thrombocytopenia, arfmia, aplastic anemia, 
pancytopenia. Allergic Reactions — Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity— Jaundice, biliary 
stasis. Cardiovascular Effects — Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lower- 
ing and inversion of T-wave, and appearance of a wave tenta- 
tively identified as a bifid Tor a U wave have been observed with 
phenothiazines, including Mellaril (thioridazine); these appear to 
be reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence of a causal relationship 


In the outpatient... 


a demonstrated ability to help 
maintain remission of psychotic symptoms 


MELLARIL 


thioridazine 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
MELLARIL-S® (thioridazine) SUSPENSION, per 5 ml (teaspoon): thioridazine 
base equivalent to 100 mg thioridazine НСІ, USP 


Although extrapyramidal effects are characteristic of 
antipsychotic agents in general, with Mellaril (thiori- 
dazine) extrapyramidal stimulation is minimal. Add- 

ing an antiparkinsonism agent—which can cause its 
own side effects —can usually be avoided. Mellaril 
(thioridazine) is contraindicated in patients with hyper- 
tensive or hypotensive heart disease of extreme degree. 


between these changes and significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While 
proposed, periodic electrocardiograms аге not regarded as 
predictive. Hypotension, rarely resulting in cardiac arrest. Extra- 
pyramidal Symptoms — Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyski- 
nesia, characterized by rhythmical involuntary movements of the 
tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing 
of cheeks, puckering of mouth, chewing movements) and some- 
times of extremities may occur on long-term therapy or after 
discontinuation of therapy, the risk being greater in elderly 
patients on high-dose therapy, especially females; if symptoms 
appear, discontinue all antipsychotic agents. Syndrome may be 
masked if treatment is reinstituted, dosage is increased, or anti- 
psychotic agent is switched. Fine vermicular movements of 
tongue may be an early sign, and syndrome may not develop if 
medication is stopped at that time. Endocrine Disturbances— 
Menstrual irregularities, altered libido, gynecomastia, lactation 
weight gain, edema, false positive pregnancy tests. Urinary 
Disturbances — Retention, incontinence. Others — Hyperpyrexia; 
behavioral effects suggestive of a paradoxical reaction, including 
excitement, bizarre dreams. aggravation of psychoses, and toxic 
confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of exposed 
sclera and cornea; stellate or irregular opacities of anterior lens 
and cornea; systemic lupus erythematosus-like 

syndrome ~ 

Dosage: Dosage must be individualized according 

10 the degree of mental and emotional disturbance 

and the smallest effective dosage should be 

determined for each patient ER Herm 
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In the outpatient. .. 
a demonstrated ability 
to help maintain 
remission of 
psychotic symptoms 


MELLARIL 


(Пота) 


50 те, 100 т "el 00 m gth 
MELLARIL ar (o vie з зуком е 5 mi te on): 
de ntto 100m c HCl. USP 
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The Efficacy of Cognitive and Behavior Therapies for Depression 


BY MARIA KOVACS, PH.D. 





This selective overview looks at the effectiveness of 
behavior therapy, cognitive-behavior therapy, and 
cognitive therapy for depressive disorders. The 
outcome of single-case studies, comparative 
treatment projects with volunteers, and clinical trials 
with outpatients are used to evaluate the current state 
of the art and to suggest future research directions. 





growing body of literature suggests that cognitive 

.and behavior therapies are clinically useful and 
may be in fact superior to certain, more traditional 
treatmerits for a variety of disorders. The effectiveness 
of these interventions has been reported, for example, 
in the management of severe chronic tension headache 
(1, 2), test anxiety (3), chronic anger (4), stuttering (5), 
and ‘‘irrational thinking" in the elderly (6). Recent 
comprehensive reviews also testify to their increasing 
use in the treatment of nonpsychotic, unipolar depres- 
sions (7-10). 
_ Evidence of the usefulness of cognitive and behav- 
ior therapies with ambulatory depressed patients is es- 
pecially welcome, since in spite of the utility of antide- 
pressant pharmacotherapy (11-14) there is a need for 
adjunct or alternate nonsomatic interventions. For ex- 
ample, recent reports suggest that from one-third to 
two-thirds of carefully selected nonpsychotic de- 
pressed outpatients show no clinically significant re- 
sponse to and/or drop out of pharmacotherapy (13, 
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15). It appears also that even after effective pharma- 
cotherapy, eventual chronicity ensues for a notable 
minority of outpatients (16, 17). Finally, some de- 
pressed patients cannot. or prefer not to be treated with 
pharmacological agents. 


. THE THERAPIES AND THEIR EFFICACIES 


"Cognitive-behavior therapy" is a term that has 
come to refer to a diverse group of treatment ap- 


. proaches (9). The interventions that fall under this la- 


bel are generally directive, structured, goal-directed, 
and time-limited; involve the patient in an active col- 
laboration with the therapist; use behavioral tech- 


- niques derived from learning theory and/or the labora- 


tory; use "homework assignments" and skills prac- 
tice; and seek to increase the patient's adaptive 
problem-solving repertoire through teaching specific 
verbal and behavioral strategies. 

Strictly speaking, however, since cognitior. encom- 
passes perception, memory, judgment, language, 
problem-solving strategies, visual imagery, and so 
forth (18-20), every psycliotherapeutic system has 
some cognitive basis (21). As far as the cognitive di- 
mension is concerned, the differences among the vari- 
ous therapies reside in how cognitions are defined and 
in the importance attributed to them in the etiology 
and maintenance of psychopathological syndromes. 
For example, while many psychoanalytic models ac- 
knowledge the salience of conscious thoughts and atti- 
tudes (22-24), more fundamental and unconscious psy- 
chodynamic conflicts are presumed to be at the root of 
the patient's difficulties. In contrast, some behavior- 
ists take the stance that while cognitions are.covert 
behaviors, they nonetheless obey the same rules of 
learning and maintenance as other classes of behavior. 
and ought to be just as amenable to change (25). In.a * 
slightly different vein, there are behaviorists who have ' 
postulated that cognitions are ‘‘moderating psycholog- 
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ical processes" that supplement, simple stimulus-re- 
sponse behavior chains (26). According to the cogni- 
tive models (27-29), however, thiriking and evaluation 
(as opposed to external contingencies) are the key to 
the development and understanding of psychopathol- 
ogy. Thus, the “purer” cognitive therapies reflect Kel- 
ly's theory of personal constructs (30) as well as a long 
tradition in academic cognitive psychology which 
holds that one's appraisal of a stimulus condition and 
the resultant emotion together determine the person's 
goal-directed behavior (31-34). 

For the purposes of the present paper, the various 
cognitive-behavior treatment approaches are divided 
into three classes: the behavior therapies, the cogni- 
tive-behavior therapies, and the cognitive therapies. 
This three-fold division was based on considerations 
of historical development, underlying rationale, thera- 
peutic goals, and explanations of the etiology of de- 
pression including the importance placed c on cognitive 
variables. 


Behavior Therapies 


The ‘‘traditional’’ behavior therapies of depression 
are primarily documented by single-case reports or 
noncontrolled studies (see references 8 and 9 for re- 
views). The general emphasis is on the measurement 
of specific overt behaviors and on their modification 
through external contingencies (reinforcers). The the- 
oretical rationale is that both adaptive and maladaptive 
behaviors are learned and are maintained through rein- 
forcement schedules that can be analyzed, specified, 
and manipulated. Common treatment targets encom- 
pass increasing the frequency of socially desirable be- 
haviors such as self-grooming, while decreasing the 
rate of undesirable or socially aversive ones such as 
crying and avoiding eye contact.: 

Given the influence of stimulus-response learning 
paradigms, it is not surprising that the most frequently 
employed intervention is contingency management, 
for example, selectively rewarding the patient for any 
expression of the desirable behavior. Homme's exten- 
sion of the Premack principle (25) is also employed, 
through which a desirable but low-occurrence behav- 
ior is increased by pairing it with a naturally and fairly 
frequently occurring behavior that the patient finds re- 
inforcing (e.g., smoking). 

Several studies have described the success of con- 
tingency management in the experimental control of 
isolated depressive signs and symptoms and socially 
inappropriate behaviors. For example, Hersen and as- 
sociates (35) reported that appropriate nondepressive 
behaviors (talking, smiling) and general work activity 
were increased by means of an inpatient token ёсопо- 
my program. Hanaway and Barlow (36) described the 
_ token economy treatment of a ''dépressed," recently 
' blinded; deaf inpatient who exhibited various depres- 
' sive and socially-peculiar behaviors. Reisinger (37) al- 
so ВА a token economy system to increase smiling 
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and to decrease crying in a 20-year old “depressed” ' 
woman who had been hospitalized for 6 years, while 
Robinson and Lewinsohn (38) reported success in al- 
tering a depressed man's reduced rate of speech. For a 
more comprehensive overview, see Rehrg and Korn- 
blith (9). 

In spite of their positive results, ш such as the 
above preclude any definitive conclusions about the 
efficacy of traditional behavior therapy for depressive 
disorders. In most of the reports, the patients' diag- 
nostic status was unclear, and the pre- and post- 
intervention measurements generally pertained only to 
the behaviors that were to be modified. There was 
little information about the vicissitudes of other signs 
and symptoms or about the global severity of the dis- 
order. The follow-up data were somewhat unsystemat- 
ic, and the successful use of reversal and extinction 
strategies suggests the transient nature of the treat- 
ment gains. Thus, the overall usefulness of the more 
traditional behavior therapies for the treatment of a de- 
pressive disorder is yet to be satisfactorily tested. A 
similar conclusion can be drawn from the findings of 
Shipley and Fazio (39), who reported that a functional 
problem-solving approach was superior to ‘‘support’’ 
only and to waiting-list control in decreasing their sub- 
jects’ self-rated depressive symptomatology. Since de- 
pression was conceptualized as a reaction to loss of 
reinforcement, subjects were taught more effective en- 
vironmental manipulations. However, their status 
(students in a college introductory psychology class} 
and the lack of diagnostic or clinical data preclude an 
assessment of that study’s applicability to clinic popu- 
lations. 

Of the interventions that are conceptually closest to 
traditional behavior therapy, Lewinsohn’s social skills . 
model (40, 41) of depression is probably the best 
known. While this model assumes that the etiological 
factor in depression is a low rate of response-contin- 
gent positive reinforcement, it looks at a range of intra- 
personal variables that is not addressed in the contin- 
gency management paradigms. It emphasizes the im- 
portance of environmental contingencies, the social 
skills of the organism, and the social reinforcement of 
deviant behavior. The critical variables and mecha- 
nisms are as follows: 

1. A person with a poor social skills repertoire (rela- 
tively low verbal activity, passivity, problems in lis- 
tening and in interpreting appropriately others' behav- 
ior, and lack of adequate skills in dispensing positive 
reinforcement to others, resulting in failure to elicit the 
available environmental reinforcers). 

2. Events that are contingent on the person' S be- 
havior may not be reinforcing. 

3. Events that have been reinforcing become ` un- 
available. The emergent symptoms of depression are 
then strengthened by social attention. 

As a logical consequence of this paradigm, social- 
skills programs with depressed individuals generally 
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start with homework assignments that encompass the 
recording and monitoring of problem situations. The 
patiént uses the self-rated Pleasant Events Schedule 
(41) to assess the baseline frequency of reinforcing 
events and фо increase gradually his or her participa- 
tion and involvement in such activities. Home obser- 
vations by treatment personnel serve to 1) identify 
faulty interpersonal communication and the reinforce- 
ment patterns that contribute to the patient’s depres- 
sion, and 2) assist in the specification of treatment 
goals. The patient’s initial self-monitoring and the 
home observations are used to arrive at a behavioral 
analysis of the problem and to contract for goals. 
Thus, social skills training seeks to counteract behav- 
ior deficits by increasing the frequency of emitted be- 
haviors that are associated with positive social rein- 
forcement. The goal is accomplished through any 
number of treatment strategies, such as helping pa- 
tients to become aware of and to alter double-bind 
communications (42) and assertiveness training by 
means of role-playing (43). 

The publications of Lewinsohn and associates on 
the efficacy of social skills treatment of depression 
have been primarily case reports. Lewinsohn and 
Shaw (44), for example, described how home observa- 
tions of marital interactions were used to identify the 
social-behavior problems of a 24-year-old depressed 
woman referred for treatment after a ‘‘fainting spell." 
The results of the marital social skills training were re- 
ported as changes on self-rated symptom checklists 
and observational ratings. A 38-year-old woman with a 
6-year history of ‘‘depression’’ was also reported as 
successfully treated through social skills training (42). 

The above two representative reports suggest the 
utility of home observations of social behavior in the 
identification of patients’ problems. They also docu- 
ment that improved interpersonal skills and increased 
pleasant activities are associated with a diminished se- 
verity of a depressive syndrome as assessed by self- 
rated scales. However, further conclusions are pre- 
cluded because the reports do not include clinical as- 
sessments, the patients’ diagnostic status is question- 
able (44), and the actual interventions are not de- 
scribed (42). In addition, one of the studies to be cited 
below (45) reported that Lewinsohn’s social skills 
training program was less effective than cognitive ther- 
apy in reducing depressive symptoms and that its ef- 
fects were not distinguishable from the nondirective- 
сопігсі treatment conditions. 

On the other hand, McLean’s version of social skills 
therapy with couples was reportedly successful in two 
separate clinical samples. In one study (46), ‘‘doctor’s 
chqice," which included diverse pharmacological and 
psychological interventions, was compared with social 
skills couples treatment for 20 nonpsychotic patients 
who were referred because of ‘‘incapacitating depres- 
sive behaviors." According to self-ratings of mood, 
changes in predefined target behaviors, and analyses 
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of taped home conversations, the social skills-treated 
group did much better than the rest of the patients. A 
subsequent study (47) was much strengthened by the 
use of Feighner and associates’ research diagnostic 
criteria (48) to select 178 patients. They were treated 
with 10 sessions of social skills couples therapy, dy- 
namically oriented psychotherapy, tricyclic pharma- 
cotherapy, and progressive muscle relaxation (treat- 
ment control). Behavior therapy was associated with 
the lowest treatment dropout rate (596) and the most 
favorable scores on all outcome variables. A three- 
month follow-up revealed a decrease in intergroup dif- 
ferences, although social skills behavior therapy re- 
mained superior on most measures. 

These studies suggest the efficacy of McLean's so- 
cial skills program in the treatment of outpatients who 
suffer from a primary depressive disorder ard also sug- 
gest the apparent superioritv of this intervention over 
some other nonsomatic therapies and tricyclic phar- 
macotherapy. However, in McLean and Hakstian's 
most recent study (47) the patients' final clinical status 
is difficult to assess due to the authors' use of com- 
puter-derived outcome measures rather than better 
known psychiatric or symptom rating scales. 


Cognitive-Behavior Therapies 


A number of behaviorists have elaborated on the 
traditional behavior paradigms by defining cognitions 
(that is, internal or covert behaviors) as processes that 
moderate or mediate between stimulus and response 
and also as appropriate goals for modification. In the 
present paper, such models are designated as cogni- 
tive-behavior therapies. One that has been specifically 
applied to depression is self-control behavior therapy. 

Self-control behavior therapy addresses the role of 
cognitions in the maintenance of behavioral responses 
when there is an absence of immediate external rein- 
forcement (26, 49). This model assumes that depres- 
sion results from an inability to tolerate the loss or 
delay of reinforcement, which is, in turn, a function of 
repeated failure or deficiency in specific self-control 
(cognitive) processes. That is, in depression there is 1) 
selective monitoring of (paying attention to) negative 
events and focusing on the immediate rather than on 
the long-term consequences of behavior, 2) the setting 
of overly stringent performance criteria and inaccurate 
attribution of responsibility (deficient self-evaluation), 
and 3) insufficient reward and excessive punishment, 
which constitute faulty self-reinforcement (26, 50). 

Self-control behavior programs have been generally 
administered in a six-week group format and involve 
didactics and the sequential reinstatement of self-con- 
trol skills (51). Appropriate self-monitoring is taught 
by having the patients increase the frequency of pleas- 
ant events in their lives and by refocusing their atten- . 
tion on the long-term consequences of their behavior. 
Rehearsals in reattribution and in setting realistic goals ` 
seek to reinstate reasonable self-evaluation. E learn 


` 


\ 


1498 COGNITIVE AND BEHAVIOR THERAPIES 


. 
. 


proper self-reinforcement, patients practice the self- 


administration of positive rewards for increasing their | 


own goal-related activities and experiences. Home- 
work assignments facilitate discussions in the therapy 
sessions and enhance the patients' learning. 

. Two studiés have reported the effectiveness of a 
self-control training program in the management of de- 
pression. The subjects were women volunteers who 
were moderately depressed as determined by cutoff 
scores on the Minnesota Multiphasic Personality In- 
ventory and by interview criteria. Individuals with 
past psychiatric hospitalizations and current suicidal 
behavior were excluded. The clients' progress was as- 
sessed by self-report symptom scales, among others, 
an overt motor measure of depression, and by the 
number of pleasant events in which they engaged. Af- 
ter six weeks of group therapy, clients who received 
self-control behavior training scored significantly bet- 
ter on most of the outcome measures than those who 
were treated with nondirective therapy (discussion of 
past and present problems and the identification and 
clarification of feelings) and those who were on a wait- 
ing list. However, by six-week follow-up the pre- 
viously significant differences between the groups had 
decreased to the point where there was only a tenden- 
cy toward statistical significance. In a replication and 
extension of this study, Rehm and associates (52) com- 
pared self-control and social skills behavior therapy 
programs in the treatment of 24 women. After six 
weekly group sessions, self-control therapy was asso- 
ciated with the greatest improvements on self-rated 
and behavioral-observational measures of depression. 
However, the self-control group improved more on 
self-control measures, while the social skills-treated 
clients improved more on social skills measures. The 
six-week follow-up data were equivocal. 

These two studies are notable for the systematic 
step-by-step application of a treatment program and 
the use of observational outcome measures. The find- 
ings indicate that self-control behavior therapy is effi- 
cacious in the treatment of moderately depressed 
women volunteers with fairly good premorbid his- 
tories and is more successful than nondirective or so- 
cial skills therapy or no treatment at all. However, the 
specificity of the findings is somewhat obscured by the 
fact that the self-control and the social skills program 
used overlapping strategies (i.e., increasing pleasant 
events). Although, as the authors noted, the clients 
were psychometrically similar to clinical populations, 
the studies did not provide diagnostic information. or 
clinical ratings of the subjects' symptom status. Thus, 
further studies are needed to determine whether simi- 
lar findings can be obtained with clinical and dfagnos- 
tically distinct depressed. patients. 


2d Cognitive Therapy 


mos rational-emotive (29) and cognitive therapy 
a ua postulate that man is primarily a thinking, 


pr 
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judging, and inquiring being whose actions and af- 

fective experiences are determined by his or her inter- 

pretation of internal and external events. Thus; the. 
cognitive view of behavior (27-30, 34) suggests that 

numerous psychopathological symptoms qnd signs can 

be understood and ameliorated by an analysis hnc 
modification of the patient's relevant modes of think-: 

ing. Since only Beck's cognitive therapy (28) has been 

empirically tested for the treatment of depression, the 

following discussion excludes rational-emotive thera- 

py. . 

In taking a cross-section of depressive symptom- 
atology, Beck's cognitive therapy focuses on and 
seeks to correct the depressed patient's characteristi- 
cally negative thoughts and attitudes and the maladap- 
tive ways in which the patient processes information. 
For example, the depressed patient's evaluations are 
distorted by a tendency to magnify the importance of 
personally relevant unfavorable events and to mini- 
mize the meaning of positive events or attributes. The 
patient selectively remembers unpleasant occurrences 
and persistently draws conclusions in the absence of, 
or even contrary to, evidence (53). It is assumed that 
most of the cardinal symptoms of depression, e.g., 
pervasive dysphoria, passivity, social withdrawal, and 
suicidal behaviors, are natural concomitants of the pa- 
tient'S pervasively negative and distorted self- and 
world view and are supported by a system of relevant 
beliefs or basic assumptions. It is furthermore as- 
sumed that the patient's basic assumptions are embed- 
ded in depressogenic schemata. Schemata, or cogni- 
tive templates, are characteristic ways of organizing, 
interpreting, or construing particular sets of experi- 
ences (27, 28, 54, 55). Thus, depressogenic schemata 
are ostensibly reactivated by individual-specific inter- 
nal or external cues that the person perceives as sig- 
naling the loss of something Vital for "survival" and/or 
self-esteem. 

Cognitive therapy has esi generally administered 
in a short-term (e.g., 12-week) individual-session for- 
mat, as outlined in a treatment manual (56). Patients 
‘are given didactic explanations of the relationship 
among cognition, affect, and behavior and how these 
relate to the phenomenology of depression. Through 
examples from their own lives, the patients are taught 
how to observe and record their maladaptive cogni- 
tions. By learning semantic techniques such as ‘“‘ques- 
tioning the evidence," the patients come to examine 
whether their thoughts and conclusions represent a 
reasonable assessment of the situation at hand and to 
modify their cognitions as may be appropriate. Home- 
work assignments in the course of daily living are used 
to help the patient test the validity of his or her notions 
and master relevant situations. Behavioral techniques 
(e.g., daily activity schedules, counting negative 
thoughts) are also employed to provide the patient 
with ‘‘mastery’’ experiences. While it is postulated 
that the patient’s negative evaluations constitute the 
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first link in the chain of depressive symptoms, any de- 
pressive sign or symptom may be targeted for initial 
modđification. The ultimate goal is, nevertheless, to 
elucidate and to modify as necessary the patient's 
depressogegic schemata. 

In an uncontrolled trial, Rush and associates (57) re- 
ported the use of cognitive therapy with three moder- 
ately to severely depressed men who met research di- 
agnostic criteria (48) for primary depressive disorder. 
The patients had had past depressive episodes and 
multiple somatic treatments, with either marginal or 
good but unsustained response. Cognitive therapy re- 
portedly produced marked decreases in the patients’ 
symptomatology, and the improvements were main- 
tained at one-year follow-up. 

In a subsequent study with 32 mildly to moderately 


. depressed 18- to 25-year-old university health service 


clients (45), a 4- week group treatment format was used 
to compare cognitive therapy and Lewinsohn's social 
skills program with nondirective therapy and a waiting 
list control group. An interview was used to exclude 
individuals with major psychiatric illnesses and sui- 
cidal risk and to assure that depression was the prima- 
ry presenting problem. Independent clinical ratings of 
the severity of depression (58) were also obtained. 
Cognitive therapy was found to be the most effective 
in ameliorating depressive symptomatology, according 
to both self-report and clinical ratings. The social skills 
treatment and nondirective therapy were similarly ef- 
fective, according to self-ratings, while the clinical rat- 
ings revealed no differences among the social skills, 
nondirective, and waiting list groups. However, a one- 
month follow-up of the cognitive and the behavior 
modification groups revealed no significant sympto- 
matic differences on any of the ratings. 

In a recent study (16, 59), 44 nonbipolar, non- 
psychotic outpatients suffering from moderate to se- 
vere depression were randomly assigned to individual 
treatment with cognitive therapy or imipramine hydro- 
chloride. The patients met Feighner and associates' 
criteria (48) for primary depressive disorder, as well as 
predetermined cut-off scores on self- and clinician- 
rated symptom scales. The modal patient had been 
symptomatic for less than опе year, had suicidal idea- 
tion, and had had previous depressive episodes. At the 
end of the 12-week clinical trial, cognitive therapy and 
imipramine administration were both found to be ef- 
fective interventions for the patients in the study. 
Symptomatic improvement in both treatment condi- 
tions was documented on self-report scales and clini- 
cian- and therapist-completed measures. However, 
cognitive therapy resulted in significantly greater 
symptomatic improvement than did pharmacotherapy. 
Also, the dropout rate was significantly higher in the 
medication group (32%) than in the group that received 
cognitive therapy (596). 

One year later, the patients who had completed cog- 
nitive therapy in the study's clinical trial phase were 
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still significantly less symptomatic on a self-rated de- 
pression scale than patients who were initially treated 
with and had completed their imipramine trial. How- 
ever, no statistically significant differences were found 
on the available clinician-completed scales at one-year 
follow-up. Although those who had tompleted the 
pharmacotherapy had a tworold greater relapse rate 
than the cognitive therapy completers, the difference 
was not statistically significant. 

The above studies are notable for their use of a treat- 
ment manual, the monitoring of therapist adherence to 
the manual, and the careful psychiatric screening of 
the patients. The findings indicate that cognitive thera- 
py can be effectively applied to treat nonpsychotic, 
nonbipolar depressed outpatients and can exceed 
pharmacotherapy in both symptom reduction and 
treatment completion rate. However, the conclusions 
must remain tentative because in one case (16) the 
clinical evaluators were not fully blind to the patients’ 
treatment assignment and since questions have been 
raised about the length and dose of the pharmacolog- 
ical regimen. Moreover, in two of the studies (16, 57) 
it is unclear to what degree the cognitive strategies, as 
opposed to the behavioral techniques, contributed to 
the patients' symptomatic improvement. Thus, further 
research is needed to replicate the above summarized 
work and to tease out the relative contributions of the 
various techniques in the amelioration of depressive 
signs and symptoms. 

The study by Taylor and Marshall (60) provides 
some support for the efficacy of a combined cognitive 
and behavioral approach. Using 28 mildly to moder- 
ately depressed college students, the auihors found 
that a six-session combined approach proved more ef- 
fective than the cognitive or the behavioral treatment 
alone. However, as assessed by two self-rated depres- 
sion measures, all three interventions led to significant 
decreases in symptomatology, compared with a wait- 
ing list condition. The resulis were essentially main- 
tained at six-week follow-up. 


CONCLUSIONS 


Currently, only McLéan’s social skills behavior pro- 
gram and Beck’s cognitive therapy have been tested in 
controlled clinical trials with psychiatrically screened 
depressed outpatients. In spite of differences in under- 
lying theory and treatment techniques, these clinical 
trials suggest that 1) structured, time-limited, and di- 
rective interventions that seek to teach cognitive and 
behavior skills are beneficial in the treatment of non- 
psychotic, nonbipolar outpatients suffering from mod- 
erate to severe depressive disorders, and 2) for such 
ambulatory patients, these cognitive and social skills, 
interventions may even exceed pharmacotlierapy .in 
both symptom reduction and treatment completion 
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However, the long-term efficacy of the treatments is 
more elusive. The available follow-up data suggest 
that their impact is relative, that is, these interventions 
seem to get depressed patients well in a shorter period 
than do several other therapies. While the mainte- 
nance of differential treatment effects is hard to eval- 
uate because of events that impinge on the patient dur- 
ing follow-up, based on the theoretical rationales of 
the therapies in question, lasting well-being would be 
anticipated subsequent to successful intervention. 

Thus, the studies on the efficacies of Beck’s cogni- 
tive therapy and McLean’s social skills behavior pro- 
gram need replication with an emphasis on remedving 
shortcomings of the existing research. Moreover, ad- 
ditional work is called for to determine what type of de- 
pressed patient is the best candidate for either of these 
interventions alone, or in combination with pharma- 
cotherapy. Ways and means of improving the patients' 
long-term clinical status deserve special attention. 

Outcome studies of the traditional behavior thera- 
pies that rely mostly on contingency management in- 
dicate that these interventions encompass techniques 
that are successful in the short-term control of isolated 
depressive signs and symptoms and functionally in- 
appropriate behaviors. However, the stability of the 
behavioral gains across situations and over time still 
need to be demonstrated. It may be possible, for ex- 
ample, that changing environmental contingencies is 
not sufficiently potent by itself to bring about global 
clinical change. Thus, the efficacy of traditional behav- 
ior modification techniques in the amelioration of de- 
pressive disorders is yet to be subjected to a random- 
ized clinical trial. Similarly, the self-control cognitive- 
behavior programs appear to have much promise. 
There is now a need to assess their effectiveness in the 
treatment of psychiatric patients who have had a com- 
prehensive clinical evaluation. 

Future studies could explore, for example, whether 
one of the cognitively oriented therapies subsequent to 
contingency management may stabilize therapeutic 
gains. Since it would lead to more intelligent treatment 
choices, another interesting topic of investigation 
would be the relationship among subtypes of or specif- 
ic ‘‘deficits’’ in depression and the relative efficacies of 
the various behavior and cognitive interventions. 

It is important to remember that the cognitive and 
behavioral therapies derive from a psychological/be- 
havioral approach to the development and phenome- 
nology of disturbed behavior. In this case, they repre- 
sent only two global conceptualizations of how depres- 
sive illness comes about and what may be done to help 
individuals who suffer from it. They do not preclude or 
replace biochemical, physiological, or other etfologic 
explanations. Rather, the various perspectives high- 

_ light different although interconnected aspects of these 

clinical conditions. For example, phile the cognitive 

' model of depression can provide ajsensible and mean- 

ingful ysplanaon of the depressed patient's wishes to 
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commit suicide, the catecholamine model’s ex- 
planatory strength is more in the domain of non- 
cognitive depressive signs and symptoms. Until the 
mode of action of any intervention is more fully under- 
stood, however, the utility of a treatment pust rest on 
its empirically demonstrable results rather than on'its 
conceptual attractiveness. 
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The Ethics of Psychotherapy 


BY TOKSOZ B. KARASU, M.D. 





The author addresses the ethics of psychotherapy in 
terms of the interface between science and ethics, the 
goals of treatment, the therapeutic relationship, and 
special issues of confidentiality and therapist-patient 
sex. He considers the problems of multiple therapeutic 
modalities, dual allegiance of the therapist, the 
therapeutic use (and abuse) of power, and issues of 
dependency and suggests ways to maximize the 
clinician's exercise of ethical choices. Ethical 
dilemmas in psychotherapy are not entirely soluble; 
ultimately, the therapist, guided by his or her 
profession as a group, will be able to find answers to 
the complex problems that inevitably arise. 





n 1978 Spiegel (1) suggested that we have evolved 

from an Age of Anxiety to an Age of Ethical Crises. 
Progressive loss of faith in traditional institutions and 
the erosion of authority are now being met with the 
increasing challenge of existing standards and wide- 
spread concern for safeguarding human values arid 
rights. Today's growing climate of antiestablishment, 
antiprofessional, and antirational sentiment has direct 
implications for the roles and responsibilities of the 
psychotherapist. Growing skepticism about the sancti- 
ty of science, medicine, and psychiatry means that 
these fields are no longer above rebuke or exempt 
from active moral review by their recipients, profes- 
sional peers, and others outside of their practice, such 
as third-party payers. The psychotherapist, once left 
relatively undisturbed in the private confines of his or 
her office, has now been besieged from within (2) and 
without (3). The siege from within reflects psychiatry's 
own members and critics, who extol widely different 
models and criteria of mental illness and its treatment, 
which are confusing and divisive to the field and its 
future. The siege from without reflects the public voice 
and confusion regarding the functions, procedures, 
and powers of the psychotherapist. There is an in- 
creasing expectation and demand for accountability, 
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i.e., that the patient be granted, indeed is owed, health 
as a right and greater participation in determining and 
assessing the goals and activities as well as the out- 
come of treatment. Simultaneously, social, political, 
and personal pressures oblige the psychotherapist (un- 
der the prospect of national health insurance) to assess 
and review his or her practices. Michels (4) attributed 
the failure of the profession itself to stave off this chal- 
lenge and criticism to four factors: 1) a fundamental 
disappointment with the limitations of science and rea- 
son in answering the problems of marikind, 2) an anti- 
elitism that aims to mitigate the power of professionals 
as symbolic representations of the inequitable distribu- 


` tion of resources in society, 3) the compounding of the 


antiprofessional stance by members of the profession 
who have failed and then have turned against it in re- 
sponse to exclusion from membership, and, most rele- 
vantly for.the morality issue in psychotherapy, 4) the 
fear of overgeneralization of the authority of the pro- 
fessional from scientific to ethical arenas. 


THE INTERFACE BETWEEN SCIENCE AND 


.ETHICS IN PSYCHOTHERAPY 


The issue of the relationship of science to ethics in 
psychotherapy may bé considered the conceptual 
heart of the matter. Webster's New World Dictionary 
defines ''ethics" as ‘‘the system or code of morality of 
a particular person, religion, group or profession," 


' "morals"' as ''relating to, dealing with, or capable of 


making the distinction between right and wrong in con- 
duct," and "science," which psychotherapy pre- 
sumes to be, as “а branch of knowledge or study con- 
cerned with establishing or systemizing facts." Theo- 
retically, science and ethics have been viewed as two 
distinct and separate entities, almost antithetical: sci- 
ence as descriptive, ethics as prescriptive; science as 
resting on validation, ethics as relying on judgment; 


. and science as concerned solely with '*what is, ethics 


as addressing "what ought to be” (5). The lines be- 
come less sharply drawn, however, when the com- 
plexities of social reality are brought into the picture, 
when the psychotherapist is obliged to act as a 
"double agent” (6) to accommodate conflicts of inter- 
est posed between patient and therapist and by third 
parties to whom the therapist holds allegiance, such as 
family members and school, hospital, and military au- 
thorities (7). The lines become even less clear as the 
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therapist confronts the ambiguity between the science 
and the art of psychotherapy, dual attitudes of the psy- 
chotherapist’s identity that differ in degree and quality 
(8). In fact, there is still a question of whether psycho- 
therapy ise science at all, in that it deals with herme- 
neutics rather than explanation, is humanistic rather 
than mechanistic, seeks private rather than public 
knowledge—in all, in that it is not a science but a body 
of knowledge with a special status, which frees it from 
obligations that other sciences share (9). 

In addition, although the distinction between the 
principles of science and those of ethics may more 
readily hold for the researcher inside his or her labora- 
tory, it is simply less applicable to the clinician in daily 
practice (10). Lifton (6) highlighted this point in de- 
scribing his work with Viet Nam veterans, which re- 
quired him to combine sufficient detachment to make 
psychological evaluations with involvement that ex- 
pressed his own personal commitments and moral pas- 
sions. (He had taken an active antiwar advocacy posi- 
tion during the Viet Nam conflict and expressed pro- 
found interest and concern for Hiroshima survivors.) 
Lifton aptly concluded, ‘‘I believe that we [therapists] 
always function within this dialectic between ethical 
involvement and intellectual rigour." He went even 
farther to recommend that ''bringing our advocacy 
‘out front’.and articulating it makes us more, rather 
than less, scientific. Indeed, our scientific accuracy is 
likelv to suffer when we hide our ethical beliefs behind 
the claims of neutrality and that we are nothing but 
‘neutral screens.’ " | 

With the above in mind, we may say that it is inevi- 
table for the boundaries between science and ethics to 
become blurred. To the extent that the therapist im- 
pliciily, if not explicitly, cares about '*what ought to 
be’’ as well as ‘‘what is,’’ ethical issues will inhere in 
virtually all of his or her work. In the broadest terms, 
then, there has been a growing recognition that sub- 
jective commitment (unconscious as well as con- 
scious) places inevitable constraints on the presumed 
purity and verity of objective treatment. More specifi- 
cally, the idyllic notion of psychotherapy (and the psy- 
chotherapist) as value-free is now widely accepted as a 
fallacy (11). This is supported by current research 
demonstrating many contradictions in expressed belief 
versus reported practices in psychotherapy (12). 
Buckley and associates (12) hypothesized the presence 
of a ‘‘two-tier’’ system: one, the ideal or correct (i.e., 
value-free, nonsuggestive); the other, the practical or 
applied view (i.e., direct suggestions, encouragement 
of specific goals), which loosens the adherence to a 
value-free frame of reference. In brief, when actually 
applied, psychotherapy represents neither pure sci- 
ence nor pure ethics but a branch of the healing profes- 
sion that resides somewhere in between. Therefore, 
Erikson (13) concluded that psychotherapy can find its 


ethical place only by locating a legitimate and unique ' 


area between the two ideological extremes of being an 
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objectively applied true science and representing an 


ideology of healthy conduct. 


Concern with :he interface of science and ethics or 
healthy conduct and with the place of values in treat- 
ment is certainly not new to the field of psychothera- 
py. A major controversy has long pivoted on the 
degree to which psychoanalysis inherently propounds 
any particular value system. Some believe it does not 
do so (14). Others imply that it is political and repres- 
sive by definition (15, 16), that it favors particular cul- 
tural values, especially biases toward certain social 
classes over others (17), and that its basic tenets are 
inherently biased against women (18). Still others, al- 
though they accept that psychotherapy cannot be val- 
ue-free and even believe that in its overall goals it 
should not be (19), see the fundamental issue as wheth- 
er the imposition of such values are ‘‘deliberate and 
avowed” or ‘“‘unrecognized and unavowed”’ (13). 

On a more concrete level, Freud can be credited 
with the discovery and longtime recognition of the 
unique power and intensity of the transferential rela- 
tionship (both to cure and to be resisted) and the inevi- 
table influence of the therapist and his or her velues in 
treatment. This has been classically dealt with in great 
depth in analytic attempts to maintain the purity of the 
therapeutic relationship (transference) through the 
technical neutrality of the therapist, and, when inad- 
vertently violated, the full exploration and understand- 
ing of the therapist’s countertransference. Freud cer- 
tainly held an ethical ideal about the conduct of psy- 
chotherapy when he wrote, ‘‘One must not forget that 
the relationship between analyst and patient is based 
on a love of truth, that is, on the acknowledgment of 
reality, and that it precludes any kind of sham or de- 
сей” (20, p. 248). 


THE GOALS OF PSYCHOTHERAPY 


The Principles of Medical Ethics of the American 
Medical Association (21), first adopted in 1847, set 
down. the standards of practice for physicians. Al- 
though psychiatrists are assumed to have the same 
goals as all physicians, APA added to the Principles 
Annotations Especially Applicable to Psychiatry (22). 
The rationale for these annotations was that ‘‘there are 
special ethical problems in psychiatric practice that 
differ in coloring and degree from ethical problems in 
other brariches of medical practice (22). These annota- 
tions made no alterations whatéver in the original 


* AMA standards. 


, Section 3 of the AMA Principles was the only one 
not ‘annotated for psychiatry. It states that a physician 
(and therefore a psychiatrist) should practice a meth- 
od of healing fóunded on a scientific basis; and he 
should not voluntarily associate professionally with | 
anyone who viole: this principle." In the annotation |. 
to section 6 of the Principles the psychiatrist js advised 
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that ‘‘he/she should neither lend the endorsement of 
the psychiatric specialty nor refer, patients to persons, 
groups, or treatment programs with which he/she is 
not familiar, especially if their work is based only on 
dogma and authority and not on sgientific validation 
and replication." : 

Fisher and Greenberg (23) suggested that the ques- 
tion of the scientific credibility of Freud's theory and 
therapy, despite extensive exploration, has not been 
decisively settled in the minds of psychiatrists them- 
selves, although their hearts may tell them otherwise. 
Moreover, the proliferation of well over 100 supposed 
schools of psychotherapy,' each with its own, albeit 
overlapping, theory of mental illness and health, thera- 
peutic agents, overall goals, and specific practices 
(24), reflects the massive nature of investigating thera- 
‘peutic efficacy and the complexity of establishing sci- 
entific guidelines. Given the stunning diversity of ther- 
apeutic forms now being offered to potential patients, 
how does one ethically equate tlie goals encompassed 
in a screaming cure (Janov's primal therapy), a reason- 
ing cure (Ellis' rational therapy), a realism cure (Glas- 
ser's reality therapy), a decision cure (Greenwald's di- 
rect decision therapy), an orgasm cure (Reich's or- 
gone therapy), a meaning cure (Frankl’s logotherapy), 
and even a profound-rest cure (transcendental medita- 
tion)? For example, Leo (25) quoted Slavson's assess- 
ment of ''feeling therapy, nude therapy, marathon 
therapy, and other new remedies of the ailing 
psyche.” Slavson concluded that ''these activities 
[are] untested, theoretically weak, and potentially 
very dangerous." More specifically, he asserted that 
‘latent or borderline psychotics with tenuous ego con- 
trols and defenses may, under the stress of such 
groups and the complete giving up of defenses, jump 
the barrier between sanity and insanity." However, 
the data on the efficacy of these practices are not yet 
in. Does the psychotherapist have an ethical responsi- 
bility to force closure on these events, especially if his 
or her judgments are premature? 

Such tremendous confusion in the state of the art 
has led to a virtual identity crisis for psychiatry and the 
psychotherapist (26-28), highlighted negatively (29) in 
the recent growth of the antipsychiatry movement, 
which makes it possible for a psychiatrist to be a psy- 
chiatrist by training, accreditation, affiliation, and stat- 
us but at the same time an antipsychiatrist in ideology 
and action. (All this under one ethical psychiatric 
roof.) Indeed, the goals and responsibilities of the psy- 
chotherapist are now so broadly and vaguely defined 
that Raskin (30) said ours is a profession without à 
**role-specific function’’ and Vispo (31) said our prac- 
tices run the gamut from "'science to social révolu- 
tion." Redlich and МоШса (7) described the quandary 
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of whether the practical purpose of psychiatry and the 
psychotherapist as its agent is ‘‘to diagnose, treat, and 
prevent a relatively defined number of psychoses? to 
perform this task on a number of neurotics? to make 
unhappy and incompetent persons happy and compe- 
tent? or to tackle poverty and civil and international 
strife?" Although these are not beyond the legitimate 
concern of psychotherapists in their quest to improve 
the psychological welfare of their patients, there is a 
question as to whether these goals are beyond their 
legitimate competence. Where does one draw the line? 

Although broadly recognized goals can include 
Freud's love and work and variants of growth and mat- 
uration, self-realization, self-sufficiency, and security 
and freedom from anxiety—all of which may be noble 
aspirations—ethical issues inhere in the practices that 
are conducted in their name. Across a spectrum of 
possibilities have been posed questions of freedom to 
change or not to change versus coercion, helping and 
healing versus shaping and imposing the therapist's in- 
fluence, and issues of ‘‘cure’’ of illness versus positive 
growth. Szasz (32), probably the most prolific and vo- 
cal propounder of an antipsychiatry position, views 
conventional therapy by definition as ‘‘social action, 
not healing" and as ‘‘a series of religious, rhetorical, 
and repressive acts." The basis of the controversy is 
the medical model's designation of *'patient," which 
presupposes restrictive conceptualizations of normali- 
ty and health. 

One of the most fundamental ethical dilemmas di- 
rectly related to the goal of therapy is whether to en- 
courage the patient to rebel against a repressive envi- 
ronment or to adjust to his or her condition (33). This 
issue is illustrated by psychiatry's standard definition 
and traditional treatment of homosexuals. ‘Нотоѕех- 
uality’’ as a ‘‘sexual deviation” (DSM-II) and its impli- 
cations have been ardently challenged by advocates 
for gay rights, and sufficient pressure was brought to 
bear on APA that the official designation was changed 
to ‘‘sexual orientation disturbance." A review of the 
psychotherapy and behavior therapy literature indi- 
cates that therapists generally regard homosexuality 
as undesirabie, if not pathological (34). On the less 
theoretical plane of actual treatment goals, the thera- 
pist may be obliged to take a position, implicitly if 
not explicitly, as to whether a heterosexual orientation 
is a valid ultimate goal for the patient or the patient 
should maximize the quality of his or her life adjust- 
ment as a homosexual. The latter stance, often un- 
popular, was subject to debate when a behavior thera- 
pist treating a man who was sexually attracted to boys 
provided the patient with methods to transfer that at- 
traction to men, not wonien (11, 35, 36). Obviously, 
definitions of goals not only vary between therapists 
but change with the times as definitions of normality 
evolve. 

Another ethical dilemma in establishing therapeutic 
goals pertains to the dual allegiance of the therapist to 
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the patient and to society's representatives. This was 
placed in bold relief in the role of psychiatrists who 
were treating soldiers in Viet Nam (6). Lifton stated 
that in such instances the therapist is forced to tread 
the thin lime between advocacy and corruption. With 
adjustment to the military as the goal of therapy, the 
psychiatrist most likely **helped"' the troubled soldier 
to remain on military duty. This meant that the soldier 
had to continue the commission of war crimes, which 
is what he was expected to do in Viet Nam. Thus psy- 
chiatry served unsuspectingly ‘‘to erode whatever ca- 
pacity [the soldiers] retained for moral revulsion and 
animating guilt” (6), and the goals of psychotherapists 
became inseparable from those of military authority. 

Aside from conflictual goals in psychotherapy posed 
by the individual versus the larger society, Hadley and 
Strupp (37) found that a major area of negative effects 
of psychotherapy according to a survey of practition- 
ers and researchers in the field was ‘‘undertaking un- 
realistic tasks or goals." These authors listed false as- 
sumptions concerning the scope and potency of thera- 
py’s purported goals first among tendencies in the 
conduct of treatment that have profound ethical impli- 
cations. Misleading impressions may be imbued by 
therapists when their need to instill hope in the patient 
and the omniscience endowed them (by themselves 
and/or the patient) become intertwined. Although 
some degree of positive expectation or hope is re- 
garded as requisite for producing therapeutic effects in 
all psychotherapies (38), the patient may get the er- 
roneous impression that therapy and the therapist can 
solve everything. This can perpetuate unrealistic ex- 
pectations and goals that are ultimately deleterious to 
the patient. Such tendencies are often compounded by 
the failure to discuss, describe, or even acknowledge 
the reality of goals during treatment or when the stated 
goals are too broad or obscure. 

Special technical problems with ethical implications 
also arise when goals explicitly or implicitly exceed 
the patient’s capabilities, which fosters false hopes of 
speedy progress that cannot be realized if the patient 
actually requires longer treatment. Another problem 
occurs when the patient has accomplished certain 
goals but the therapist alters the goals to prolong treat- 
ment because he or she is unwilling to terminate it. 
Greenson (39) aptly warned that any form or aspect of 
therapy that makes the patient an addict to therapy 
and to the therapist is undesirable. 

Therapists are obliged to ask themselves, How ethi- 
cal is it to have limited goals when the needs of the 
patient may change or evolve as the therapy progress- 
es, or when the patient is in need of long-term treat- 
ment but either financial or administrative expedi- 
encies will not permit it? Can superficial inter- 
pretations, made in the interests of time, shortchange 
patients? Where does one draw the line in serving 
long-term goals? For example, psychotherapists tend 
not to prescribe medication for moderate insomnia, 
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anxiety, or depressien, the presumed justification 
being the potentially motivating aspect of discomfort 
and suffering for psychological work. If this is the 
case, has the patient been informed of the means and 
ends of the therapist? 

In summary, the issue of the goals of psychotherapy 
is complex and subtle, including professional versus 
personal, long- versus short-term, nonspecific versus 
specific, and overt versus covert goals. It is the latter 
that is ethically the most problematic and the one most 
under the therapist's and the patient's control. 


THE THERAPEUTIC RELATIONSHIP 


The therapeutic relationship or special power rela- 
tionship that exists between doctor and patient consti- 
tutes psychotherapy's strength as well as its weak- 
ness. The duality inheres in the concept of authority, 
which may be defined in many ways (40). In its purist 
sense, it refers to an individual who is a specialist in 
his or her field and is entitled to credit or acceptance 
on this basis; in another sense, it refers to power that 
requires submission. Different types of therapeutic 
relationships have been formed with different thera- 
pies (24) or at different times in the process of the same 
therapy (41). A common ethical problem for psycho- 
therapy pivots on the degree to which the therapeutic 
relationship is authoritarian versus egalitarian, or, 
more specifically, to what extent the pervasive power 
of the therapeutic transference relationship, which of- 
fers the therapist a unique vehicle for exercising 
enormous influence over another human being, is bal- 
anced by a true ‘‘therapeutic alliance” (39) or ‘‘thera- 
peutic partnership" (42). Redlich and Mollica (7) 
pointed out that in general psychiatry ‘ће fiduciary 
system, in which a patient puts his trust in the physi- 
cian's ability and willingness to make crucial deci- 
sions, is being replaced by a contractual system.” This 
trend applies as well to the current psychotherapies. 

An egalitarian therapeutic relationship is gaining in 
prominence and is considered more humanitarian and 
facilitative of iree exchange between patient and thera- 
pist than the traditional medical model (i.e., doctor-to- 
patient) or the behavioral model (i.e., teacher-to-stu- 
dent) (24). Might some aspects of this model, however, 
have negative implications for the therapeutic endeav- 
or in general? Parsons (43), in his analysis of social 
structure and the dynamic process, identified certain 
requirements of the doctor-patient relationship neces- 
sary for successful treatment. One of the mest essen- 
tial was the ‘‘social distance” between practitioner 
and élient. In their study of human organization Burl- 
ing and associates (44) concluded, ‘‘We are coming to 
understand that faith in the doctor is a necessary ele- 
ment in cure, [and] that he will not be able té exercise 
therapeutic ele if we, as patients, regard him in 
too prosaic a light" (p. 71). These authors suggested 
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that the therapist's power to clnim the patient's con- 
fidence and the therapist's effectjveness will be im- 
paired by growing familiarity. Where, then, does one 
draw the line between the good use of power in the 
traditional model and its abuse? Where do the new 
boundaries of partnership end and those of ‘‘real’’ fa- 
miliarity and friendship begin? More important for the 
times, will there be new ethical dilemmas in the egali- 
tarian relationship between therapeutic partners? 

Goldberg’s exposition of the equitable ‘‘therapeutic 
partnership" (42) suggests that it is not only the nature 
of the therapeutic alliance (i.e., its power distribution) 
that is critical but the degree to which it is made explic- 
it. Often within its nonexplicit nature lies the ethical 
rub of psychotherapy. Goldberg recommended that a 
therapeutic contract establish a mutually agreed on 
and explicitly articulated working plan (comparable to 
the medical model's treatment plan), the essence of 
which is how each agent will ultimately use or restrict 
his or her use of power. This should consist not only of 
agreed on goals but established means, evaluation of 
therapeutic work during its course, and methods of ad- 
dressing dissatisfacticns in the working alliance. Artic- 
ulating in practice what one intends in theory, how- 
ever, is an admirable but not easily accomplished task. 
In addition to goal ambiguity, noted earlier, the dis- 
tinction between theory and practice has also been a 
criticism of newer modalities like encounter group 
therapy (45, 46). Despite appearances of therapeutic 
virtues like openness. autonomy, and mutuality, en- 
counter group therapy often gives little attention to the 
specificity of individual participants’ psychological 
needs (45), and treatment is often started without de- 
fining what the patient wants or expects to be the re- 
sult of the encounter (46). 

How the therapeutic relationship is manifested also 
relates to one of the most prominent negative effects of 
the traditional therapeutic relationship, according to a 
1976 survey (37): its insufficient regard for the patient's 
intentionality or will. This can be exacerbated in many 
ways. For example, in the analyst's fervent search for 
unconscious determinants the therapy may soon be- 
come an end in itself and the therapist may assume 
prioritv over all other people in the patient's life. This 
can occur in an even more extreme form in the newer, 
“spiritual” therapies, which encourage pious belief in 
the therapist that overrides the realities of life itself 
(witness the tragedy of Guyana). In either event, the 
therapist's power is greatly exaggerated for reasons 
that may have more to do with the therapist's needs 
than those of the patient.. 

Dependency, nonetheless, is one of the most com- 
mon characteristics of all patients and allows for the 
early establishment of the-helper-helpee relationship. 
Other relationships (e.g., transference and a working 
alliance) that help to play out that dependence and ulti- 
mately gid the therapist in ое independence 
in the patient develop in the process of treatment. 


Am J Psychiatry 137:12, December 1980 „ 


Some patients, however, need lifelong supervision of ` 
their lives even after much of the psychotherapy work 
is done; often they may take action themselves ‘and 
terminate treatment. It is also possible that a therapist; 
because of lack of experience or for less éenign rea- 
sons (e.g., financial or pathological needs) perpetuates 
the dependency and unresolved transference of the pa- 
tient. Although most often viewed within the arena of 
a technical problem of treatment, the question re- 
mains, When does this technical problem in therapy 
become an ethical issue as well? 


CONFIDENTIALITY 


The issues of confidentiality and privileged commu- 
nication in psychotherapy have had national implica- 
tions in the last decade, exemplified by the Watergate 
scandal and the attempt to steal Daniel Ellsberg’s rec- 
ords from his psychiatrist’s office, but these issues are 
generally more subtle in everyday psychotherapeutic 
practice. Although psychotherapists need be con- 
cerned here with the ethical rather than the legal as- 
pects of confidentiality, the subject is often com- 
plicated by the specter of legal sanction, 

The sanctity of confidentiality for the psycho- 
therapeutic endeavor is crucial because of the inher- 
ently personal nature of its communications, which 
plumb the depths of the patient’s innermost thoughts, 
fantasies, and feelings. A number of states, in fact, 
have statutes that grant the relationship between psy- 
chiatrist and patient the same absolute protections 
from public policy as are accorded to the relationship 
between husband and wife and attorney and client, to 
grand jurors, and to secrets of state (47). Indeed, the 
most elaborate clause of APA’s Annotations to The 
Principles of Medical Ethics (section 9) (22) relates to 
this subject. It calls for extreme care in matters of both 
written and verbal communications, especially in in- 
stances of consultation with other professionals, with 
clinical notes and records, and in case presentations 
and other use or dissemination of confidential teaching 
materials. In addition, Redlich and Mollica (7) warned 
against the more insidious dangers of "gossip" be- 
tween therapists that might inadvertently prove detri- 
mental to the patient and the therapeutic relationship. 

Having to meet current demands for detailed record- 
keeping in anticipation of the requirements and wishes 
of third-party payers and peer review organizations 
means that the confidential boundaries of the tradition- 
al dyadic relationship between therapist and patient 
have greatly enlarged and eroded. Both the domain for 
potential communication (i.e., who is privy to cen- 
fidential informatiog) and the risk of violation of con- 
fidentiality have geometrically increased. Plaut (48) 
has said that an escalating conflict exists between the 
right to secrecy and the right to information because of 
1) increasing government involvement in areas that 


„Ат J Psychiatry 137:12, December 1980 


* were previously considered private affairs, 2) the elec- 
tronic revolution in data collection, storage, and re- 
trieval, and 3) the prevailing atmosphere of high suspi- 
ciousness between individuals and government au- 
thorities, fer‘ whom knowledge has always meant 
power. 

In view of these new outside pressures, the major 
questions of confidentiality in psychotherapy are, 
Whose agent is the psychotherapist (the patient's? the 
family's? society's? the law's?)? What are the goals of 
divulging confidential material (better treatment? eval- 
uation? consensual validation? support?)? What are 
the risks? (Will.the therapeutic relationship be jeop- 
ardized? Will the patient terminate treatment?) Con- 
versely, will rigid adherence to a rule of confidentiality 
between therapist and patient blind the therapist to 
worse fates for the patient—the risk of danger to self 
or others? 

Sometimes the confusion of the therapist's alle- 
giance inheres in the nature of the psychotherapy he or 
she is conducting individual-, family-, or society-ori- 
ented. Although individual-oriented psychotherapy 
may limit itself to the more orthodox dyadic goals 
within the private framework of the patient's inner 
thoughts and feelings, other goals may be more so- 
ciety-oriented and may use the information communi- 
cated between therapist and patient to influence the 
patient's social milieu. A serious question that often 
arises is the therapist's role and responsibility to the 
family of the patient. In general, the less healthy the 
patient, the more important this issue can become. 
With relatively stable and independent individuals, 
there is usually no need to contact family members, 
nor would the therapist encourage any communication 
from them. Should the latter occur, it is usually in the 
patient's best interests that he or she be promptly in- 
formed of the family contact and that the contact be- 
come material for the sessions themselves, grist for the 
mill of the psychotherapeutic treatment. However, 
more disturbed patients may not only need the support 
of the family; they may involve family members with 
the therapist as an extension of their disturbance. In 
such circumstances, each communication with the 


family not only complicates the treatment but also. 


raises serious ethical questions about breaches of con- 
fidentiality and whose interests the therapist is serv- 
ing. In family therapy, whose purported goal is ‘‘to 
treat the family as the patient" (49), the situation may 
be reversed in that an individual's confidences may be 
subverted in the therapeutic service of the marital unit 
or family. | | 

Thus whether a therapist adheres to an individual or 
a family orientation may determine not only the goals 
of treatment but also the nature of its treatment of the 
-individual within each mode. How does the therapist 
determine whether it is in the individual patient’s best 
interests to be seen alone or within the context of the 
family unit? How ethical is it to impose a systems ap- 
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proach in treatment (e«g., husband and wife, parents 
and children) because one views the problem as: 
stemming from the family or marriage? On the other 
side of the coin are instances in which dynamic psy- 
chotherapists so strongly believe in utmost con- 
fidentiality and individual privacy of the dyadic rela- 
tionship that they fail to divulge confidences or share 
information with familv members that may prove vital 
to the welfare of the patient. 

Indeed, the onlv exception to the overall rule of con- 
fidentiality between therapist and patient is that of 
*dangerousness"' to others. This concept was legally 
stipulated by the famous Tarasoff decision (50), which 
enunciated the maxim that ‘‘protective privilege ends 
where public peril begins.’ According to this decision, 
therapists must warn authorities specified by law as 
well as potential victims of possible dangerous actions 
of their patients. (The legal case involved a young 
man's confidential announcement to his therapist that 
he intended to kill his girlfriend. After the therapist 
had consulted with two psychiatrists and notified the 
police that the man was dangerous, the young man was 
detained. However, he was released when he denied 
such violent intentions. Simultaneously, in response to 
his therapist's breach of confidence, he broke offtreat- 
ment. Two months later he murdered his girlfriend. 
The therapist and his psychiatrist-supervisor were 
then sued by the woman's parents for failing to warn 
them of her peril.) 

The case, while highly unusual, places ir. bold relief 
the dilemmas of therapists in balancing the rights to 
confidentiality of individuals with the protection of so- 
ciety from danger. Several psychotherapists (51, 52) 
have been antagonistic to the decision because of its : 
conceptual and practical flaws and its negative impli- 
cations for psychiatry. Roth and Meisel (51), for ex- 
ample, stated that the decision assumes a degree of 
expertise in predicting violence or danger that the psy- 
chiatrist simply does not possess; that the result wil] 
be a confusion and lowering of the threshold of dan- 
gerousness for issuing warnings to intended victims, 
which can compromise the patient's right to con- 
fidentiality and possibly his or her treatment; that the 
psychiatrist is liable not only if he or she fails to warn 
but also for invasion of privacy or defamation of the 
patient if the threat of harm does not materialize; and, 
finally, as actually happened in the Tarasoff case, the 
patient’s dangerousness was probably increased be- 
cause of his sense of betrayal at the therapist's com- 
mitment attempt and the patient's premature termi- 
mation of the very treatment he needed. On a more 
conceptual level, Gurevitz (52) stated that the Tarasoff 
decisfon erroneously ‘‘defines and reenforces г social 
control function for psychiatry" by allying the psycho- 
therapist ‘тоге with the goal of protecting society. 
than with that of l'ealing patients.” It is not, 'Gurevitz 
pointed out, that psychiatrists reject the need to bal- 
ance these fuscis in fact, most psychiatrists at- 


1508 ETHICS OF PSYCHOTHERAPY 


tempt to fulfill both responsibilities. However, they 
have done so with procedures that have not mandated 
them to routinely perform a duty that is ‘‘counter to 
their power of prescience."' 

Despite the Tarasoff decision, and no doubt because 
of it, alternative courses of action that can be taken by 
psychotherapists short of actual warning have been 
recommended. For example, due to their very strong 
convictions about the importance of confidentiality in 
the doctor-patient relationship, in no instance have 
Roth and Meisel (51) directly warned a potential victim 
without first obtaining the patient's permission. Since 
actual violence is relatively rare, they stated that it is 
prudent to *'rely on odds and not warn.” In addition, 
they suggested that therapists should inform the pa- 
tient of the boundaries and limits of confidentiality. 
Even when danger seems imminent, the therapist 
should consider a number of social or environmental 
manipulations to reduce dangerousness before he or 
she makes the decision to compromise confidentiality. 
When confronted with a potentially violent patient, the 
therapist has options that include 1) continued thera- 
peutic management of the patient, 2) involuntary hos- 
pitalization, 3) notifying the police, and 4) notifying the 
potential victims. Each of these choices of action 
places a differing weight on the competing values of 
confidentiality versus protection of the social order (or 
protection from ‘‘public peril"). 

There is also the question of the more private peril 
of the patient's danger to himself or herself. The fol- 
lowing questions remain: Is the therapist able to pre- 
dict danger to self any better than he or she can predict 
danger to others? If not, at what point does the duty to 
warn enter? Where does one draw the confidentiality 
line when the patient is a threat to himself or herself? 
Here issues of suicide and its active prevention may 
also ethically relate to the therapist's ideological posi- 
tion. Recently publicized cases of so-called ''rational 
suicide," especially under the psychological and phys- 
ical specter of terminal illness, along with the call for 
increased options for dealing with dying, suggest that 
the psychotherapist may be increasingly faced with the 
need to respect such choices by patients as part of his 
or her ethical responsibilities. In each such instance, 
the therapist and patient alike are obliged to confront 
and resolve their ethical dilemmas together. 


THERAPIST-PATIENT SEX AND SEXISM 

The Hippocratic Oath pledges that ‘‘with purity and 
holiness I will practice my art. ... Into whateyer 
houses I enter I will go into them for the benefit ‘of the 
sick and will abstain from.every voluntary act of mis- 
„chief and corruption, and further from the seduction of 
females ‘or males, of freemen and‘slaves’’ (53). The 
Annotations Especially Applicable to Psychiatry of 
The Principles of Medical Eis fan less eloquently 
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but no less unequivocally upholds this moral tradition ' 
by stating simply, ''Sexual activity with a patient is 
unethical." Indeed, it is the only specific activity 
deemed unethical between doctor and patient that is 
presented in so unambiguous a fashion. Ag part of the 
requirement that the physician ‘‘conduct himself with 
propriety in his profession and in all the actions of his 
life” (22), the dictum regarding sexual activity is espe- 
cially important in the case of the psychiatrist because 
the patient tends to model his or her behavior after that 
of the therapist by identification. Further, the intensity 
of the therapeutic relationship may activate sexual 
feelings and fantasies on the part of both patient and 
therapist, while weakening the objectivity required for 
treatment. Insofar as it has earned a position of such 
priority, therapist-patient sex may be considered the 
ultimate expression of the overt misuse and ex- 
ploitation of the transference relationship. 

Nonetheless, sexual activities (including sexual in- 
tercourse and various forms of erotic contact between 
therapist and patient) have been increasingly reported 
in the literature; they have involved clinicians at all 
levels of training, from psychiatric resident to training 
analyst (54-61). Despite appearances, this is hardly a 
new problem for psychotherapists, who have reported 
erotic transferences and their vicissitudes since the 
dawn: of psychoanalysis. Mesmer, Breuer, Janet, and 
Charcot, as well as Freud, have amply described the 
emergence of strong sexual feelings in treatment and 
the inevitable problems wrought by their presence. Al- 
though affairs between therapist and patient were nev- 
er sanctioned by Freud or his followers, they did oc- 
cur. However, therapists were often saved from moral 
indictment, as they still are, by marriage to the patient 
(and, of course, the termination of treatment by the 
spouse-therapist). Such a ‘‘shotgun’’ resolution be- 
tween therapist and patient may be a rather extreme 
and limited option for dealing with sexual acting-out 
deriving from the therapeutic relationship. The ques- 
tion still remains, What are the ethical options if the 
therapist does not marry the patient? 

In a current assessment of the legal and professional 
alternatives in deterring, disciplining, or punishing 
sexual activity between therapist and patient, Stone 
(62) cited four possible avenues of approach: 1) crimi- 
nal law (e.g., charges of rape by fraud or coercion), 2) 
civil law (e.g., malpractice suits), 3) medical boards 
(e.g., revoked licensure), and 4) professional associa- 
tions (e.g., pressure to limit referrals and threatened 
career opportunities). Each in its turn has been virtual- 
ly ineffectual thus far in providing an effective system 
of control. In the instance of criminal law, rape 
charges, which were strongly recommended by Mas- 
ters and Johnson (63), are rarely brought and rarely 
Stick; most cases involve psychological coercion, not 
physical coercion. Both force and fraud appear to be 
required, and the prevailing judicial view is that if the 
patient consents and the therapist never claimed that 
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sexual activity was treatment there has been neither 


force nor fraud. In the instance of civil law damages or . 


malpractice cases, again no legal course may be avail- 
able if the therapist has not misidentified the sexual 
activity asetreatment. In one recent publicized in- 
cident, two factors were held in the therapist's favor: 
the patient pressed charges a year and a half after the 


sexual relationship began, and the patient presumably ` 
did not have a normal transference. (Legally the thera-- 


pist was found "negligent," and he continued to prac- 
tice without his medical license.) Medical licensing 
boards are not consistent from state to state and often 
do not have a close relationship with members who are 
psychiatrists. Finally, professional associations gener- 
ally have no subpoena power and little expertise in evi- 
dentiary investigation, either to protect the due pro- 
cess rights of the therapist charged or if the therapist 
sues them. Davidson (34) pointed out that going into 
treatment may be another way for the seductive psy- 
chiatrist to escape censure; treatment thus serves to 
sabotage efforts at discipline. Given the above failings 
of sanctions from without, Stone (62) was forced to 
conclude that in the end ‘‘patients must depend on the 
decent moral character of those entrusted to treat 
them." 

What constitutes ‘‘decent moral character," how- 
ever, may be changing with the times, at least accord- 
ing to the findings of some psychotherapists. We have 
not only Masters and Johnson's extreme stance on the 
matter (i.e., therapists who have sex with their pa- 
tients should be charged criminally with rape, no mat- 
ter who initiated the seduction) (63) but also attitudes 
on the other side of the scale. Evidence suggests that 
the sexual value system of psychiatric clinicians has 
evolved in the direction of increased sexual per- 
missiveness in terms of what is acceptable for them- 
selves and what is acceptable for others (64). In addi- 
tion, there is the current overt endorsenient of touch- 
ing and so-called ''nonerotic" physical behaviors, 
especially by advocates of the human potential move- 
ment (65, 66). Such activities, far from being regarded 
as unethical or harmful, are viewed as promoting per- 
sonal growth and enbancing the therapeutic relation- 
ship. 

The range of opinions and/or activities on the matter 
appears to reflect not only individual predilection but 
also theoretical orientation (67) and major medical spe- 
cialty (57). Kardener and associates’ survey of physi- 
cians’ erotic and nonerotic physical contact with pa- 
tients (57) may be relatively heartening in that it found 
psychiatrists among the lesser offenders in comparison 
with other medical specialists. Psychiatrists’ reported 
rates of erotic contact— 10% —and sexual intercourse 
with patients—595— were lower than those of general 
practitioners, surgeons, and obstetrician/gynecolo- 
Bists. Moreover, substantial differences regarding 
therapist-patient sex were found between psychiatrists 
with **psychodynamic"' and those.with other theoreti- 
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cal orientations. Fory«example, although 85% of the 
therapists with a psychodynamic orientation felt that 
erotic contact with the therapist would never benefit 
the opposite-sex patient, this figure was substantially 
lower for humanistic and behavioral therapists (71% 
and 61%, respectively). That there is Widespread am- 
bivalence on the subject even after the fact is reflected 
in Taylor and Wagner’s review of cases of therapists 
who had actually had intercourse with their patients 
(68). Less than half (47%) reported that the experience 
had had negative-effects on either patient or therapist, 
32% reported that it had mixed effects, and 21% that it 
had positive effects. (The authors did not survey the 
patients.) Butler (58), however, found that 95% of 
therapists who had sex with their patients reported 
conflict, fear, and guilt; yet only 40% sought consulta- 
tion for their problems. 

In brief, available evidence suggests that erotic 
practices with patients do not conform, nor have they 
ever conformed, to medicine’s ethical dictates; neither 
are any real risks taken by those who engage in them. 
Those therapists who may not themselves engage in 
sexual activity with patients have lent subtle support 
to the practice by protecting their errant colleagues 
with silence or with treatment (34). Several questions 
remain: Is such behavior unequivocally unethical re- 
gardless of outcome? If erotic contact is decidedly 
unethical, how ethical is the ‘‘nonerotic’’ kissing, hug- 
ging, and touching that more than 50% of a sample of 
psychiatrists said they engaged in with patients (57)? 
When, if ever, are these appropriate? 

Others raise a more subtle issue: Are sexual rela- 
tions with a patient (nearly always a female patient) 
simply the tip of the iceberg of the more pervasive 
practice of sexism in psychotherapy (69, 70)? The eth- 
ics of psychotherapy in relation to patient gender has 
implications not only for its specific abuses (e.g., sex 
between the male therapist and the female patient) but 
for other forms of sexual exploitation and discrimina- 
tion. They may be manifested in psychotherapy's un- 
derlying theory, training practices, and doctor-patient 
relationship. Although it may well be difficult (even 
unethical) to do otherwise because of subtie and per- 
vasive social pressures, therapeutic theories have 
more often supported than questioned stereotypical 
assumptions about sex roles. Broverman and associ- 
ates (71) noted different standards of mental health for 
women and men, including tacit assumptions that de- 
pendency and passivity are normal for women where- 
as assertiveness and independence are normal for 
‘men. Women who are unhappy in their traditional role 
have often been considered psychopathological (69). 

In'addition to the unfortunate legacy of an ‘‘anti- 
feminine Freudian position" (69), women may also be 
harmed by a “‘blame-the-mother”’ tradition, especially 
by therapists positing their potential as ‘‘s¢hizophre- 
nogenic"' to their children (70). Such sex role biases 
are then often corkpounded during the therapist's pro- 
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fessional training, in which androcentrism (i.e., male 
chauvinism) is not likely to be corrected by a male su- 
pervisor (70). Indeed, female therapists are much less 
likely to have had supervisors of their own sex as role 
models during training: some even have had none (72). 
By far the most insidious issue of Sexism in the prac- 


tice of psychotherapy has been a function of the pre-. 


dominance of male therapists and the resultant tenden- 
cy in psychotherapy to replicate within the dyadic 
relationship the ‘‘one-down’’ position in which women 
are typically placed. This may encourage the fantasy 
that an idealized relationship with a powerful other is a 
more desirable solution to life's problems than taking 
autonomous action (56, 70). Such a posture, in fact, 
may set the stage for the kind of sexual exploitation 
that occurs in instances of therapist-patient sex. , 

In the final analysis, ethical recommendations for 
dealing with both sex and sexism in psychotherapy 
would approximate the constellation of factors found 
in the new feminist therapies: a greater egalitarianism 
between therapist and patient in an active attempt to 
balance the therapist and patient's social power in the 
therapeutic endeavor and a conscious recognition of 
the necessity at all times to provide an ethical role 
model for the patient. 


CONCLUSIONS 


While ethical concerns have no doubt been with the 
field of psychiatry since its inception, The Principles of 
Medical Ethics with Annotations Especially Appli- 
cable to Psychiatry (22) provides a rather modest ad- 
dendum of suggested standards for the profession. Un- 
fortunately, some therapists feel that, however un- 
precedented its appearance and despite its noble 
aspirations, it has serious limitations in assisting them 
to make ethical decisions in their daily practice. It is 
understandably disappointing to those who confuse 
codes with covenants or who expect to magically pro- 
duce morally scrupulous psychiatrists. | 

Aside from the merits or failings of a code of ethics 
itself, Zitrin and Klein (73) insisted that the more 
pressing problem is not the establishment of guidelines 
but their enforcement. The sentiment here is that a 
document can always be: revised to better meet the 
psychiatrist's needs, but there are major problems in 
self or peer review processes and procedures. These 
problems include the voluntary nature of complaint in- 
vestigations, the conflicting roles in which professional 
committees are required to act (as investigator, prose- 
cutor, judge, and jurv), inaccessibility and bureau- 
cratic barriers to the system, inaccurate (afid in- 
sufficient) case reporting, fear of liability by the profes- 
sional reviewer, ánd overconcern with confidentiality, 

“which often takes precedence over other ethical con- 
siderations and can be used as a rationalization to re- 
sist investigation (74). In actuality, however, it is ex- 
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ceedingly difficult to know what really occurs within ' 
the therapeutic relationship. Psychotherapists, like 
other professionals, are naturally reluctant to judge 
their colleagues, nor may they feel morally or techni; 
cally equipped to do so. For example, Sulljvan (75) re- 
ported that of more than 200 known charges of unethi- 
cal conduct brought against psychiatrists within a 26- 
year period (1950-1976), only 8 psychiatrists were 
more than reprimanded. 

The ethics not only of the profession but of peer re- 
view is also of concern (75). Here a major criticism is 
that the patient has been excluded from the design pro- 
cess and has been poorly informed about current pro- 
cedures. Consequently, a prevailing view suggests that 
psychiatry at this time is simply unable to police itself 
(73) and that peer review, as currently constructed, is 
“bound to fail" (76). Nonetheless, we have made and 
continue to make positive headway in the peer review 


' process (77). 


The expectations held for a code of ethics and for 
peer review may be overendowed, especially by prac- 
titioners not directly involved in their development 
and implementation. For example, in his examination 
of the true roles and functions of a code of ethics, 
Moore (74) defined two major purposes as ''struc- 
turing" and ''sensitizing." The first has a basically 
preventive value and aims to hold back impulsive or 
unethical behavior; the latter has an essentially educa- 
tive value and aims to raise one's ethical con- 
sciousness. However, a code of ethics can be misused 
by the moralist or therapist with personal motives that 
are essentially punitive, not educative or preventive. 
Moore made the point that a code of ethics should not 
be viewed as a vehicle for revenge, vindication, or pri- 
vate gain. Comparably, Newman and Luft (78) consid- 
ered the primary purpose of the peer review process to 
be education, not control. | ‚ 

These authors suggested that an educational peer re- 
view system promoting cooperation among profes- 
sionals would be of greater utility and more acceptable 
to clinicians than a bureaucratic system of control, 
which might tend to foster manipulation. Since the 
question remains as to how much authority should be 
vested in peer review committees, using such systems 
involves very powerful and delicate processes. Ulti- 
mately the need for continuing and remedial education 
for the practicing psychotherapist must be addressed, 
both for the clinician and for the selection, training, 
and evaluation of reviewers. More áctive development 
of codes of ethics as basic guidelines, not disciplinary 
instruments, can be used to help elucidate ethical con- 
flicts and the part they play in the life of every psycho- 
therapist. : 

In conclusion, as I have suggested throughout this 
paper, the problem of ethics in the practice of psycho- 
therapy is not entirely soluble in that there is no single 
answer to the varied and complex dilemmas psycho- 
therapists face in relation to the patient and to society. 


` 
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Thus at this time we cannot completely rely on codi- 
fied instruments—nor should we. Ideally, with the 
guidance of our professional peers, we must seek indi- 
vidual answers to the ethical problems that inevitably 
"arise. I think the following suggestions would maxi- 
mize the exercise of ethical choices by the psycho- 
therapist: 

1. Greater exploration of the philosophical founda- 
tions of therapeutic practice and the ethical assump- 
tions on which psychotherapy is predicated. | 

2. Awareness of one's own self and personal com- 
mitments, for example, by constant examination and 
analysis of attitudes and behaviors within and outside 
of the therapeutic relationship. 

3. Active development within the treatment en- 
deavor of a ‘‘therapeutic alliance" or partnership in 
which there is equal power and participation by both 
parties toward mutual goals and responsibilities. 

4. Greater allegiance to a code of ethics and its de- 
velopment to better sort out one's ethical choices and 
their implications for both patient and therapist. 

5. Greater responsibility by the clinician for the 
maintenarice of professional competence for himself or 
herself and others of the profession. 

6. Openness to consultation with others and recep- 
tivity to outside opinions in making the best ethical de- 


` cisions in treatment. 


7. Greater understanding of human nature and mo- 
rality from which timely and productive ethical alter- 
natives can be derived. 

As Bernal y del Rio (79) aptly put it, “Ву definition, 
ethical problems remain unresolved. By their unre- 
solved quality, they provoke a continuous anxiety in 
the practicing psychiatrist and concomitantly a desire 
to search, to oppose, to think, and to research.” 
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Chronic Crisis Patients: A Discrete Clinical Group 


BY ELLEN BASSUK, M.D., AND SAMUEL GERSON, PH.D. 


X 





Patients who made repeated visits to a psychiatric 
emergency ward and who were studied appeared to 
comprise a discrete clinical group characterized by a 
distinct symptom profile, common psychiatric history, 
and sirailar styles of interacting with caretakers. They 
generally did not differ from nonrepeater patients with 
regard to acute symptomatology but were hospitalized 
more frequently. They were generally negativistic, had 
a lengthy psychiatric history consisting of multiple 
inpatient hospitalizations and current outpatient 
treatments, and had difficulty establishing rapport 
with the emergency ward therapists, often evoking 
intense feelings of dislike. The authors offer an 
approach to the management of these patients based 
on an understanding of their cycle of seeking and 
rejecting help. 





sychiatric emergency services positioned at the in- 

terfaces between the community and the hospital 
and between inpatient and outpatient facilities sensi- 
tively mirror changes in the ideology and provision of 
mental health services. With the dramatic reduction in 
the population of state hospital inpatient units, am- 
bulatory services have gradually assumed greater re- 
sponsibility for.the care of the chronically ill patient 
(1). This shift in the locus of care has been a major 
factor in the phenomenal expansion of psychiatric 
emergency services during the last two decades and 
will undoubtedly contribute to increasing demands on 
these services in the next decade (2). To effectively 
meet the challenge of providing acute management for 
the broad spectrum of psychiatric patients, it is be- 
coming increasingly important to delineate subgroups 
of patients who share common characteristics and for 
whom specific treatment approaches can be devel- 
oped. 
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One such group of patients are those who, despite 
persistent efforts to engage them in ongoing treatment, 
keep returning to the emergency ward. Difficulties in 
providing continuity of care and preventing these pa- 
tients, known as repeaters, from becoming part of the 
emergency ward revolving door is a major problem 
facing the clinician in this setting. 

Previous studies of repeaters (3-7) have reported 
that 7%-17.9% return to the emergency ward within 6 
months of the initial visit. Although one study (4) re- 
ported no demographic differences between repeaters 
and nonrepeaters, another (3) concluded that more 
than 90% of repeaters were women and 56% were di- 
vorced, widowed, or separated. In the latter study, re- 
peaters were described as having a slightiy different 
symptom profile characterized by a higher level of sui- 
cidal ideation, depression, psychomotor retardation, 
and anorexia. 

In a study of repeaters to a 24- to 48-hour holding 
facility (6), the authors found that 13.1% were seen 2-7 
times. An interesting observation was that multiple 
visits were related to a single episode of illness and 
generally occurred within days of each other. Most of 
these patients were women with chronic personality 
disorders, frequently accompanied by alcoholism and 
drug dependence. In contrast, most of the non- 
repeaters were given the diagnosis of transient situa- 
tional disorders. 

To our knowledge, the only report in the literature 
discussing the clinical issues in the management of the 
repeater group is an anecdotal description of 15 pa- 
tients who each made 7-30 visits to the emergency 
ward within one year (5). During at least one admis- 
sion most were labeled as borderline, although 5 were 
also diagnosed as having chronic schizophrenia. This 
group returned repeatedly during recurrent crises with 
urgent demands for immediate relief of their distress 
related in a provocative, often help-rejecting style. 
Their manner of relating may significantly contribute 
to their difficulties in becoming engaged in a stable 
psychotherapeutic relationship and, therefore, to their 

* frequent use of emergency services. 

. A rational treatment approach to the clinical man- 
agement of these difficult patients demands an elabora- 
tion of their common distinguishing characteristics. 
Patients comprising this group represent a sizable pro- 
portion of most emergency ward populatiorts and con- 
sume an even greater percentage of personne] time. To 
improve patient care and the eficient use of resources, 
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we designed a study to clarify ourunderstanding of the 
repeater group and the reactions fhey elicit in their 
caretakers. 


METHOD 


This study was conducted at the Beth Israel Hospi- 
tal in Boston, Mass., a private general hospital affiliat- 
ed with a medical school. The psychiatric emergency 
service, located in the emergency unit, provides 24- 
hour care 7 days a week and is primarily staffed by 
first-year psychiatric residents and first-year psycholo- 
By interns. Approximately 1,400 psychiatric patients 
are seen each year. The overall pattern of utilization is 
similar to that reported in the many descriptive studies 
in the literature of similar urban settings. . 

The total sample consisted of 307 patients treated by 
18 therapists. Of these, the 50 patients (16.3%) who 
were seen in the psychiatric emergency service more 
than once during the previous 12 months were defined 
as repeaters. The choice of one year as the time frame 
for defining repeaters was based on the clinical as- 
sumption that most repeaters return for subsequent 
treatment within that period. 

At the conclusion of the assessment and dispositiori 
of each patient, data on a variety of demographic and 
clinical variables were gathered. The tests used includ- 
ed the Brief Psychiatric Rating Scale (BPRS) (8), 
which measures the patient's clinical characteristics, 
and the Global Assessment Scale (GAS) (9), which 
measures the overall severity of the patient's function- 
al impairment. In addition, the therapist's affective re- 
sponse to the patient was measured on a self-report 
scale consisting of nine items, each scored on a 7-point 
scale, rating rapport with, interest in, and emotional 
reactions to the patient. A total score of 63 is possible 
on this scale; scores of 23 or lower represent an in- 
tense negative response, and scores of 50 or higher 
represent a strong positive response to the patient (10). 

To delineate patient characteristics associated with 
frequent use of psychiatric emergency services, the re- 
peater group of patients was compared with the non- 
repeaters on the following six dimensions: demograph- 
ics, psychiatric treatment history, social supports, 
clinical symptomatology, therapist's affective re- 
sponse, and disposition. 


RESULTS a3 

Demographically, the 50 repeaters and 257 non- 
repeaters differed significantly only on the age Vari- 
able; there was a significantly greater likelihood of 
being a repeater if the patient was between 31 and 50 
years of age (y?—24.91, p<.001). Although there was a 
tendency for more: women and housewives to be re- 
peaters, the results were not significhnt. Race, marital 
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TABLE 1 
Psychiatric History of Patients with Repeated Visits and Patients with 
Single Visits to a Psychiatric Emergency Service 








Percent of | Percent of 

Variable Repeaters Ņonrepeaters 
Past inpatient treatment (N=307)? 

Yes 86 36.2 

No 14 63.8 
Number of previous hospitalizations 

(N«136)^ 

1-2 

3-5 30.2 74.2 

6 or more 23.3 18.3 
Current and past psychotherapy 46.5 7.5 

(N307) 

Never in therapy 18.0 50.6 

Currently in therapy 60.0 29.2 

Not currently but 

previously in therapy 22.0 20.2 


ау2-40.10, df 1, p<.001. 
5y2--32.31, df=2, p.001. 
5221.50, df=2, р<.001. 


TABLE 2 
Clinical Characteristics of 307 Patients Seen on a Psychiatric Emer- 
gency Service 











Variable Ü 
BPRS symptom 
Somatic concern 2.57" 
Anxiety —1.16 
Emotional withdrawal —1.08 
Conceptual disorganization 1.71 
Guilt feelings —6.42* 
Tension — .87 
Mannerisms and posturing 1.83 
Grandiosity 1.16 
Depressive mood —1.22 
Hostility 4.53* 
Suspiciousness 2.57" 
Hallucinatory behavior 1.89 
Motor retardation —2.044 
Uncooperativeness 4.29* 
Unusual thought content 2.10% 
Blunted affect 1.30 
Total BPRS score 2.144 
Global Assessment Scale (GAS) score 6.10° 
Degree of suicidal threat 46 
Degree of homicidal threat .28 
*Positive t values indicate that the symptom was more prevalent in repeaters. 
%<.01. 
с 001; 
“р<.05. 


status, and socioeconomic class did not differentiate 
the two groups. 

The current and past psychiatric treatment of the re- 
peaters significantly differed from that of the rest of the 
emergency ward patients (see table 1). More of the re- 
peaters were involved in ongoing psychotherapy, and 
more of them also had received previous inpatient 
treatment. Of the patients who had been previously 
hospitalized, the repeater group had a significantly 
greater number of inpatient episodes. 

The network of social supports available to repeat- 
ers was significantly more sparse than that available to 
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nonrepeaters; 46% of the repeaters, but only 26.4% of 
the nonrepeaters, said they had one or no supports 
(4215.36, p<.001). The scanty social supports of the 
‘{epeaters was also evidenced in the finding that the 
great majonity of repeaters (84%) arrived on the emer- 
gency ward unaccompanied by friend or family, com- 
pared with only 38.5% of the nonrepeaters (p<.001). 

The major clinical difference between the two 
groups of patients was in their response to the emer- 
gency ward therapists. The repeaters were rated as 
significantly more hostile, suspicious, and uncoopera- 
tive than the nonrepeaters (see table 2). The groups did 
not differ significantly on ratings reflecting the clinical 
symptoms of acute psychoses, affective disorders, or 
anxiety reactions. Overall ratings of psychopathology 
(total BPRS score) and functional impairment (GAS 
score) were significantly higher for the repeater pa- 
tients. 

Approximately one-half of the repeaters were con- 
sidered to have character disorders and one-half psy- 
choses, compared with approximately one-third of the 
nonrepeaters for each of these categories. 

Measurements of the therapist-patient interaction 
revealed that the repeaters as a group tended to elicit a 
generally negative affective response from their emer- 
gency ward therapists. Thirty-two percent of the re- 

: peater group but only 4.3% of the nonrepeaters were 
found to be intensely disliked (therapists! scores of 12- 
23); only 8% of the repeaters, compared with 31.5% of 
the nonrepeaters, were found to engage in a highly 
positively toned interaction with the therapist (scores 
of 50-62) (x?—45.05, p<.001). 

Fifty-two percent of the repeaters and 33.926 of the 
nonrepeaters were referred for hospitalization (?= 
16.78, p«.01). 


DISCUSSION 


The data indicate that the repeaters represent a dis- 
crete clinical group characterized by a common symp- 
tom profile, a similar treatment history, and a typical 
manner of interacting with therapists. These three di- 
mensions are interrelated, continuously reinforcing 
each other and resulting in a self-defeating style of 
seeking help and then rejecting it. The repeater group 
can be defined as chronic crisis patients; they share 
similar symptomatic and historical characteristics with 
a group of borderline patients described in a recent 
study conducted on an emergency ward (11). A cross- 
sectional analysis of their behavior illustrates the pat- 
terns that generate and maintain their status as repeat- 
ess. 
Beginning with the symptom pgofile, these patients 
relate to caretakers in a generally negativistic manner 
and have been described as ‘‘entitled demanders” and 
*manipulative help rejecters" (12). Often they come 
to the emergency ward with the unrealistic expectation 
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of immediate gracification of their wishes and instant 
relief of their discomfort. Their neediness is accentu- 
ated by their inability to effectively communicate real- 
ity-based wishes and their ambivalence about in- 
volvement in a potentially close relationship. They 
transmit intense enger and communicate in a provoca- 
tive style. As our findings indicate, the therapist re- 
sponds to this symptom profile with feelings of anger 
and dislike and has difficulty establishing a relation- 
ship. 

The lack of rapport and the therapist’s intense nega- 
tive affect may contribute to the greater likelihood of 
hospitalizing such patients. The finding that repeaters 
and nonrepeaters did not differ significantly in the de- 
gree of acute psychotic, suicidal, homicidal, anxious, 
or depressive symptomatology suggests that other fac- 
tors were involved in planning the disposition of the 
patient. The tendency to hospitalize repeaters more 
frequently than nonrepeaters may therefore be more of 
a reflection of the difficulty in establishing meaningful 
contact with the former group than of the clinically 
based need for inpatient care. 

Further support for the decision to hospitalize may 
come from the striking paucity of the repeater’s social 
network. Clinical experience and historicai data sug- 
gest that the manner in which these patients communi- 
cate their needs often leaves other persons emotional- 
ly exhausted and depleted, not unlike the feelings that 
the emergency ward therapist experiences in attempt- 
ing to manage this group: Over a period of time this is 
likely to result іг a gradual recession of potential re- 
sources, a factor that has been shown to be a major 
determinant in dispositional decision making (13). 

The psychiatric history of the repeater patient ap- 
pears to be another nonclinical factor that affects deci- 
sion making. For example, the finding that repeaters 
were diagnosed as psychotic more frequently than 
were nonrepeaters, even though the two groups did 
not generally diier in clinical ratings of psychotic 
symptomatology, may illustrate the influence cf the 
patient’s history. With regard to disposition, therapists 
may be overly influenced by the impressively large 
number of previous hospitalizations and may regard 
this as the treatment of choice. The resulting hospital- 
ization only seems to perpetuate the cycle of rejection 
of help. A similar process may also occur in an out- 
patient treatment context. 

To bypass this pattern the therapist should view the 
engagement and containment of these patients in any 
setting as a protracted process characterized by fre- 
quent flights from the helper. This disengagement is an 
expectable part cf the behavior of some patients when 
involved in treatment. It partially reflects their inca- 
pacity to negotiate a comfortable distance without 
feeling isolated or a reasonable closeness without feel- 
ing engulfed. They are unable to tolerate the limits of a 
relationship and defend against it by seekingwan alter- 
native source of support, again repeating the.cycle. 
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For the purpose of discussing. an approach to the 
more effective emergency ward management of re- 
peaters, they can be divided into two subgroups: those 
currently involved in a treatment program and those 
without therapeutic support. Ás the data indicate, 
many repeaters who visit the emergency ward are 
seeing an outside therapist and often have concerns 
and complaints about their treatment. This commonly 
is a manifestation of a transference bind and should be 
viewed as an inevitable part of the process of psycho- 
therapy. Often when the patient cannot tolerate am- 
bivalent feelings about the therapist, he or she may use 
the defense mechanism of splitting (14). The patient 
may view the therapist as the bad, devalued object and 
the emergency ward clinician as the good, over- 
idealized object or vice versa. The emergency ward 
clinician should recognize this defensive operation and 
attempt to delineate the precipitant of the visit, focus 
on the therapeutic relationship, reality test some of the 
patient's distortions about the therapist, and encour- 
age the patient to return and discuss his or her feelings 
with the therapist. In addition, and after discussion 
with the patient, the emergency ward clinician should 
notify the therapist of the patient's visit and develop 
an integrated approach to his or her management (15). 

Treatment of the repeater who does not have a ther- 
apist is more difficult. As previously described, these 
patients may be repeatedly hospitalized because they 
lack a support network, tend to reject help, and have a 
history of psychiatric treatment. However, the same 
principles of management should be applied to this 
subgroup. Most importantly, an attempt should be 
made to engage these patients in ongoing treatment. 
For those few repeaters who have not been previously 
hospitalized or been in psychotherapy, strenuous ef- 
forts should be made to engage them in treatment. This 
may sometimes necessitate a short-term inpatient stay 
to complete a diagnostic assessment and initiate treat- 
ment, Such an inpatient stay should be weighed 
against the possibility of a severe regression, which of- 
ten marks the clinical course of these patients. 

Most repeaters have made abortive attempts to be- 
come involved in psychotherapy or in various treat- 
ment programs. As Raphling and Lion (5) have sug- 
gested, these patients should be managed on the emer- 
gency ward and their repeated visits should be viewed 
as opportunities to engage them in a therapeutic rela- 
tionship. Consistent with the principles of aftercare, 
some of these patients will ultimately form a transfer- 
ence to the emergency ward that will help to ef 
fectively contain them at an optimal level of function: 
ing (16). This approach might dilute the intensity of the 
transference, but it may sacrifice the possibility of 
working through aspects ‘of the patient's problems 
with closeness in relationships. To successfully man- 
age patients in this setting and to avoid further split- 
ting. it 45 essential to have frequent and consistent 
communication with each member of the emergency 
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ward staff who comes into contact with the patient. 
Most often the patient's previous behavior and history 
can offer clear indications for the most appropriate 
therapeutic stance. ` 


: : : / 
What is most difficult in the management of these 


patients, however, is not the development of a dis- 
positional approach, but rather the management of the 
therapist's feelings in response to the repeaters' pro- 
vocative style. Because these patients are often in- 
tensely hostile, manipulative, uncooperative, and de- 
valuing, the therapist experiences anxiety, help- 
lessness, and even hate (11). To manage these feelings, 
the therapist must repeatedly remind himself or herself 
that the patient's style repeats aspects of the troubled 
early mother-child relationship. It is, in part, a learned 
response and has become a model for later relation- 
ships despite its distortions. An understanding of this 
will help the therapist remain empathetic in the face of 
the patient's provocativeness. The therapist should 
make every attempt to bypass the struggle while ac- 
knowledging to himself or herself the intensity and dis- 
comfort of these feelings. Often it is necessary to set 
limits on the patient's inappropriate behavior while si- 
multaneously providing support and reassurance and 
clarifying aspects of the patient's help-rejecting 
stance. 


CONCLUSIONS 


Although the general hospital is gradually assuming 
some of the functions of the state hospital, it has not 
yet developed a comprehensive range of intermediate 
services such as partial hospitalization, halfway 
houses, and community residences. In addition, in 
many cases formal affiliation agreements that directly 
guide the flow of patients through the complex mental 
health system have not been defined. It is our clinical 
impression, supported by discussions with other emer- 
gency ward directors, that repeaters use multiple 
points of entry simultaneously, thereby establishing 
many opportunities for splitting and for sabotaging the 
existing therapeutic relationship or preventing one 
from developing. Communication through a commit- 
tee of regional directors of emergency ward services 
can often help in the management of this difficult group 
of patients. 

Identifying one facility as the major caretaker and 
notifying it of the patient's use of other settings will 
further improve the patient's care. Community mental 
health centers with many integrated and diverse treat- 
ment components might be more appropriate settings 
for the management of the repeater group because 
they offer a wider range of treatment alternatives with- 
in a centralized setting. However, if the patient has 
access to multiple psychiatric facilities within the geo- 
graphic region, broader communication among these 
services must be established. The most important prin- 
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ciple in the care of these patients is that a single treat- 
ment facility, such as the emergency wárd, be identi- 
fied as the primary therapist and be responsible for 
‘planning a consistent treatment approach. This offers 
the patient*he greatest possibility of containment, en- 
gagement in a treatment process, and eventual resolu- 
tion of his or her problems. 
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Relationship of Neuroleptic Drug Effects at Brain Dopamine, 
Serotonin, a-Adrenérgic, and Histamine Receptors to Clinical 
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BY STEPHEN J. PEROUTKA, M.D., AND SOLOMON H. SNYDER, M.D. 








The authors examined the potencies of 22 neuroleptic 
drugs competing for binding sites associated with 
dopamine, serotonin, a-adrenergic, and histamine 
receptors in brain membranes. They found that 
although many neuroleptics are quite potent in 
competing at several of these receptor sites, the 
average antipsychotic clinical potency correlates 
closely only with the drug affinity for dopamine 
receptors labeled by *H-spiroperidol. At clinically 
effective doses, however, substantial occupancy of 
serotonin, o-adrenergic, and histamine receptors 
often occurs and may account for some of the 
auxiliary actions of neuroleptics. 


arly pharmacological studies suggested that the 
E antischizophrenic neuroleptic drugs exert their 
therapeutic actions by blocking dopamine receptors 
(1). Although phenothiazine neuroleptics are potent in- 
hibitors of a dopamine-sensitive adenylate cyclase in 
brain tissues, the butyrophenone class of drugs, which 
includes the most potent neuroleptics, is com- 
paratively weak at these receptors (2, 3). With the ad- 
vent of techniques to label neurotransmitter receptors 
in the brain by binding procedures (4), it became pos- 
sible to directly measure the recognition site of dopa- 
mine receptors through the binding of *H-neuroleptics 
such as ?H-haloperidol (5, 6) and ?H-spiroperidol (7, 
8). 
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Neuroleptics are potent inhibitors of *H-haloperidol 
binding to dopamine receptors, and their effects at 
these sites correlate closely with clinical potencies in 
humans and pharmacological activities in animals (9, 
10). However, when techniques were developed to la- 
bel other neurotransmitter receptors, it was found that 
neuroleptics are also quite potent at muscarinic choli- 
nergic (11), a-adrenergic (12), serotonin (13-15), and 
histamine H, (16) receptors. In several instances : 
neuroleptics are just as potent or even more potent at 
these other neurotransmitter sites than at dopamine re- 
ceptors. For instance, clozapine is approximately 10 
times as potent at certain a-adrenergic (12), serotonin 
(13, 15), and histamine (16) receptors than at dopamine 
receptors (6, 9, 17). Spiroperidol, on the other hand, 
has a similarly high affinity of 0.6х10-° M at both 
dopamine and serotonin receptors. 

Accordingly, it is conceivable that the antischiz- 
ophrenic effects of neuroleptics may be associated 
with actions at sites other than dopamine receptors. 
To explore this possibility, we have evaluated a series 
of 22 neuroleptics for their effects at dopamine recep- 
tors labeled by *H-spiroperidol in rat caudate, sero- 
tonin receptors labeled by *H-spiroperidol in rat fron- 
tal cortex, a-adrenergic receptors labeled by ?H-WB- 
4101 (2- ([2' ,6’-dimethoxy] phenoxyethylamino) meth- 
ylbenzodioxane) and histamine receptors labeled by 
the antihistamine ?H-mepyramine. We confirm and 
extend earlier findings (9, 10) that an extremely close 
correlation exists between average clinical potency 
and drug affinity for brain dopamine receptors. Addi- 
tionally, we report here that no significant correlation 
was observed between clinical potency and neurolep- 
tic affinity at other neurotransmitter receptors despite 
comparatively high drug affinity for these other sites. 


METHOD. 


Radioreceptor binding assays were performed es- 
sentially as described previously (9, 12, 15, 16). Brjef- 
ly, caudate and frontal cerebral cortex were dissected 
from freshly decapitated male Sprague-Dawley rats 
and homogenized with a Brinkmann Polytron in 50 
mM Tris-HCl buffer (ph 7.7 at 37° C). The tissue was 
washed twice by resuspension and centrifugation. Fi- 
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. Average Clinical Daily Dose for Neuroleptics and in Vitro Potency at Neurotransmitter Receptors ae 








Inhibition of ?H-Ligand Binding К, (nM) 











\ T 3H-Spiroperidol 
d Average At Dopamine А! Serotonin й * 
Clinical Dose Receptors Receptors 3H-WB-4101 at 3H-Mepyramine 
Neuroleptic (mg/day) (caudate) (cortex) a-Adrenergic Receptors at Histamine H, Receptors 
Phenothiazines 
Fluphenazine 115 3.7 25 13 58 
Trifluoperazine 25 4.4 24 67 135 
Chlorpromazine 600 25 19 4.3 28 
Thioridazine 625 63 16 7.1 25 
Promazine 660 280 130 9.4 2. 
Butyrophenones 
Spiroperidol 1.5 0.68 0.59 14 550 
Benperidol 1.6 1.4 3.7 7.1 200 
Clofluperol 2.4 4.2 42 56 300 
Trifluoperidol 3 2.7 6.8 84 2,100 
Bromperidol 4 3.7 26 130 700 
Droperidol 8 3.0 4.6 1.4 2,500 
Haloperidol 12 4.4 45 14 2,600 
Moperone 22 9.3 52 22 22,000 
Fluanisone 100 16 36 1.8 150 
Pipamperone 450 360 6.1 100 450 
Others 
Fluspirilene 2 2.6 5.9 240 1,700 
a-Flupenthixo: 4 3.0 13 8.2 39 
Pimozide 4 3.6 25 20 1,100 
(+)-Butaclamol 6 3.8 2.6 20 470 
cis-Thiothixene 30 4.5 36 11 37 
Penfluridol 30 7.8 150 280 3,400 
Clozapine 725 380 29 17 20 


nal resuspensions were made in 0.1% ascorbic acid, 10 
ЫМ pargyline, 120 mM NaCl, 5 mM KCl, 2 mM CaCh, 
and 1 mM MgCl, for *H-spiroperidol studies. The tis- 
sue in the ?H-WB-410] experiments was resuspended 
in 50 mM Tris-HCl buffer, and the tissue used in ?H- 
mepyramine experiments was resuspended in Na*-K*- 
phosphate buffer (50 mM, pH 7.5, at 37° C). 

Each tube received 0.8 ml of tissue suspension, 0.1 
ml of various concentrations of neuroleptic drugs, and 
0.1 ml of *H-ligand. Final concentrations were 10 mg’ 
ml wet weight of tissue and 0.25 nM ?H-spiroperidol, 
0.22 nM ?H-WB-4101, or 2.0 nM ?H-mepyramine. 
Triplicate tubes wére incubated at 37? C for 15 min- 
utes for ?*H-spiroperidol and at 25° C for 30 minutes for 
other *H-ligends and rapidly filtered under vacuum 
through Whatman GE/B filters with three 5-ml rinses 
of cold buffer. The filters were counted by liquid scin- 
.tillation spectrometry. 

Specific binding to dopamine receptors was defined 
as the excess over blanks taken in the presence of | 
uM (+)-butazlamol when ?H-spiroperidol was assayed 
in the caudate. Serotonin receptors were labéled with 
3H;spiroperidol in the frontal cerebral cortex with spe- 
cific binding defined as the excess ever blanks taken in 
the presence of 1 uM d-LSD. Recent studies from sev- 
eral laboratories (13, 15, 18) have concluded that al- 
though *H-spiroperidol binding in the caudate labels 
only dopamine receptors, ?H-spiroperidol binds ai- 


most exclusively to serotonin receptors in the frontal 
cerebral cortex where dopamine projections are much 
less evident. 

Specific binding to a-adrenergic receptors was de- 
fined as the excess over blanks taken in the presence 
of 100 uM (—)-norepinephrine. Histamine Н, recep- 
tors were labeled with *H-mepyramine with specific 
binding defined as the excess over blanks taken in the 
presence of 1 uM tripolidine. 

For each drug, competition for the *H-ligands was 
measured at three or four concentrations of drug and 
the 50% inhibitory concentrations (ICs) were derived 
from log-probit analysis. These values were converted 
to apparent Ку according to the equation Kj- 
IC4,/(1-C/Kp) where C is the concentration of ra- 
dioactive ligand and Kp is its dissociation constant. 
Each value reported is the mean of three or four sepa- 
rate experiments and is given in nanomolar concentra- 
tion (107° M). Clinical potencies were derived from 
several studies (19-22). For each drug, the midpoint 
vàlues of listed ranges of daily dose were averaged. 
The doses are presented in milligrams per day in table 
1. In comparisons of clinical and receptor potency in 
figure 1, differences in molecular weight of the various 
drugs were taken into account by converting doses to, 
micromoles. To facilitate comparisons with animal po- 
tencies (9), values were expressed ds micromoles per 
kilogram, assuming a human weight of 70 kg.: 
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FIGURE 1 . 


Correlation cf Average Clinical Dose with Neuroleptic Affinity for Dopamine Receptors (a), Serotonin Receptors (b), a-Adrenergic Receptors (c), 


and Histamine Ну Receptors (d) 















Am J Psychiatry 137:12, December 1980. 


100 | "m 














K, INHIBITION OF 3H-WB-4101 BINDING IN CORTEX (K,,nM) 


RESULTS 


In confirmation of our earlier findings, we found that 
neuroleptics are potent inhibitors of ?H-spiroperidol 
.binding to dopamine receptors (table 1). Affinities for 

‚ the receptor site labeled by *H-spiroperidol in the rat 
caudate'are quite'similar to values reported with 3H- 
haloperidol binding (5, 6, 9, 10). As observed earlier, 
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K, INHIBITION OF 3H- MEPYRAMINE BINDING: IN CORTEX (Клм), 


spiroperidol is the most potent agent at dopamine re- 
ceptors labeled in this way, with a K; value of approxi- 
mately. 0.7 nM. It is also the most potent neuroleptic 
reported in clinical studies. Benperidol and fluspirilene 
are similar to spiroperidol in that they are extremely 
potent neuroleptics and also have the second and third 
highest affinities for the dopamine receptor labeled by 
3H-spiroperidol. On the other hand, clozapine is clini- 
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cally the least potent neuroleptic of the 22 drugs stud- 
ied; it also has low affinity for dopamine receptors, 
being less than 0.226 as potent as spiroperidol. A strik- 
‘ingly close correlation exists between average clinical 
potencies end affinities of the neuroleptics for dopa- 


"mine receptors labeled by ?H-spiroperidol (r=.93; 


p<.001) (figure 1a). In addition, the slope of the regres- 
sion line is approximately unity. 

In rat frontal cerebral cortex ?H-spiroperidol pre- 
dominantly labels serotonin receptors with negligible 
binding to dopamine receptors (18). Although many 
neuroleptics have high affinity for serotonin receptors 
(table 1), a different rank order of potency is observed 
when compared to relative potencies in blocking the 
*H-spiroperidol labeling of dopamine receptors in the 
caudate. For example, although spiroperidol has the 
same potency at the serotonin receptors in the cerebral 
cortex as at dopamine receptors in the caudate, cloza- 
pine is more than 10 times as potent at serotonin than 
at dopamine receptors. The most marked discrepancy 
between serotonin and dopamine receptors occurs 
with pipamperone, which is 60 times more active at 
serotonin than at dopamine sites. Conversely, agents 
such as clofluperol, haloperidol, and fluphenazine are 
substantially more potent at dopamine than at sero- 
tonin receptors. Therefore, although on the average 
neuroleptics have high affinity for serotonin receptors, 
we observed no statistically significant correlation be- 
tween clinical dosages and potency at central sero- 
tonin receptors (figure 1b). 

Earlier we showed that several neuroleptics are 
quite potent in competing for o-adenergic receptors la- 
beled by ?H-WB-4101 (12). The relative potencies of 
neuroleptics at a-adrenergic sites compared with those 
at dopamine receptors labeled by ?H-haloperidol cor- 
relate closely with the sedative-hypotensive side ef- 
fects of neuroleptics (12). In the present study we have 
confirmed and extended these observations (table 1). 
Neuroleptics with sedative properties such as pro- 
mazine, droperidol, chlorpromazine, thioridazine, and 
fluanisone are among the most potent agents at these 
a-adrenergic sites. By contrast, bromperidol, cloflupe- 
rol, spiroperidol, and trifluperazine are considerably 
more active at dopamine receptors than at 2-айгепег- 
gic receptors and are not associated with sedative side 
effects. As was the case with serotonin receptors, no 
statistically significant correlation exists between clini- 

„cal potency and affinity of neuroleptics for the о-ай- 
renergic site labeled by *H-WB-4101 (figure 1с). 

We found that promazine, thioridazine, and chlor- 
promazine are among the most potent neuroleptics at 
histamine H, receptors labeled by ?H-mepyramine. 
This finding agrees with the pharmaceutical develop- 
ment of chlorpromazine and othereneuroleptics as anti- 
histamine agents (e.g., the widely used phenothiazine 
antihistamine, promethazine). In general, the pheno- 
thiazine neuroleptics are substantially more potent 
than the butyrophenones and other.neuroleptics at his- 
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tamine H, receptors, Again, however, we observed no 
correlation betweer the drug affinities and their clini- 
cal potencies (figure 1d). 


DISCUSSION 


The most striking finding of the present study is that 
many neuroleptics are extremely potent agents at sero- 
tonin, a-adrenergic, histamine, and dopamine recep- 
tors. We also found that clinical antipsychotic potency 
failed to correlate significantlv with sedative effects at 
serotonin, a-adrenergic, and histamine sites, although 
we observed an extremely close and highly significant 
correlation between average clinical potency and drug 
affinity for dopamine receptors labeled by ?H-spiro- 
peridol. These results further strengthen the hypothe- 
sis that blockade of dopamine receptors may explain 
the therapeutic actions of neuroleptic drugs. 

The correlation of effects on dopamine receptors 
with clinical poiency is particularly striking consid- 
ering the fact that clinical potency is determined by the 
absorption route, in vivo metabolism, and penetration 
into the central nervous system as well as by drug af- 
finity for the target receptor. Presumably, these varia- 
tions in bioavailability are averaged over the extensive 
series of neuroleptics evaluated here. In eddition, re- 
ported clinical doses vary considerably (19-22). since 
itis difficult to complete well-controlled human studies 
with a large series of neuroleptics. Animal behavioral 
studies, however, have preduced more precise in vivo 
data. Both apemorphine-induced (23, 24) and am- 
phetamine-induced (23) stereotypy are behavioral cor- 
relates of dopamine overactivity in the brain. The abil- 
ity of neuroleptics to block these behavioral syn- 
dromes is highly correlated (r=.9, p«.001) with their 
in vitro affinity for the dopamine receptor (9). 

Our findings demonstrate that the correlation of clin- 
ical potency and affinity for dopamine receptors is 
highly selective, since no such correlation is observed 
with any of the other neurotransmitter receptors eval- 
uated. This occurs despite the fact that the nearolep- 
tics are often as potent or even more potent at sero- 
tonin, a-adrenergic, and histamine receptors than at 
dopamine receptors. Indeed, spiroperidol is currently 
the most potent drug known at both dopamine and 
serotonin receptors. 

Because of the considerable potency of neuroleptics 
at multiple neurotransmitter sites, it is likely that at 
therapeutic doses these other neurotransmitter recep- 
tors are occupied and mav account for certain side ef- 
fects. For instance, the ability to block muscarinic 
cholinergic receptors correlated with a lowered in- 
cidence of the extrapyramidal side effects often associ- 
ated with neuroleptics (11). The differential striatal and 
limbic actions of drugs may also be relevant (25). The 
observation of a relationship between the Sedative- 
hypotensive effects of certain neuroleptics and their 
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ability to block a-adrenergic receptors (12) has been 
confirmed and extended by our study. The effect of 
serotonin blockade is less clear. 

The antihistamine effect of neuroleptics appears to 
be limited to the phenothiazine derivatives, with all 
butyrophenones showing low affinity for central hista- 
mine receptors. It is unclear what behavioral effects 
would result from blocking central histamine H, recep- 
tors. The brain has a higher density of H, histamine 
receptors than any body organ examined (16), and 
some phenothiazine neuroleptics and tricyclic antide- 
pressants are as potent at these sites as the most po- 
tent classical antihistamines (26, 27). 
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Assessing Families in Their Own Homes a 


BY PETER STEINGLASS, M.D. 


a 





Assessment of the family in its own home provides 
important information about the family’s style of 
regulating its internal environment. The author 
presents data from a study of families in which one of 
the spouses was alcoholic. These families were 
observed at home on nine occasions over a six-month 
period; the technique used, the Home Observation 
Assessment Method, measured dimensions of family 
behavior associated with routines of daily living. 
Dimensions of home behavior were highly correlated 
with traditional clinical measures of psychiatric 
symptomatology, severity of alcoholism, and family 
boundaries. 





Ithough psychiatric clinicians have long been curi- 
А about family behavior in the home, home ob- 
servation techniques have seldom been incorporated 
into clinically oriented research studies, and home vis- 
its are not usually included in the clinical assessment 
of individual or family patients. Despite enthusiastic 
reports of the benefits of home visits as a procedure 
allowing the clinician to evaluate the family on its own 
turf (1-4), practical considerations appear to have dis- 
couraged tbe large-scale use of home visits in clinical 
practice. A conceptual model clarifying how home ob- 
servations might complement customary assessment 
procedures used in office and hospital settings has also 
been lacking. 

In contrast to psychiatric clinicians, behavioral sci- 
entists, especially those interested in child develop- 
ment, have been generating a great deal of data about 
family behavior at home (5-8). However, although 
clinical inferences can often be drawn from these data, 
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clinical issues are seldom central in the design of these 
studies (9, 10). As a result, clinicians have received 
little guidance about how to interpret these naturalistic 
data in relevant terms. 

An interest in these issues and a desire to explore 
the relationships between a family's home behavior 
and its management of chronic psychiatric illness 
motivated me to undertake a clinical research study 
built around home observation. This decision 
stemmed from a conviction that the home setting is the 
best place to study an aspect of family life one might 
label the family's regulation of its internal environ- 
ment. This aspect of family life is of particular interest 
to me because I suspect that family behavior related to 
control of its internal environment is a critically impor- 
tant factor determining the family's style of dealing 
with chronic illness. Since most psychiatric illnesses 
are chronic rather than acute in nature, a better under- 
standing of such a relationship, if it in fact exists, 
would be of value to the psychiatric clinician. 

In this particular study, alcoholism was the specific 
chronic condition examined. In another report (11) I 
dealt with aspects of home behavior that seem unique 
to alcoholism. In the present paper I will use data from 
the same study to focus on two issues related to the 
home assessment of family behavior: 1) Is it possible 
to objectively assess the family's regulation of its in- 
ternal environment? and 2) What links can be drawn 
between data emerging from such an assessment and 
the more customary dimensions of behavior used by 
clinicians in assessing the family in an office or hospital 
setting? 


METHOD 
The Home Observation Assessment Method 


The data to be presented come from a study in 
which 31 families that included one spouse who was 
‘alcoholic were observed in their homes on nine sepa- 
rate occasions over six months. Each family member 
signéd an informed consent contract before data were 
collected. Each family was observed for six 4-hour 
time blocks (approximately 5 p.m. to 9 p.m.) during 
randomly selected weekday evenings and thfee.4-hour 
time blocks on weekend days (usually afteritoon time 
blocks when the family was at home together). 


+> 
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Data were collected using the. Home Observation 
Assessment Method (HOAM), an instrument designed 
to allow two observers to make detailed observations 
of selected dimensions of interactional behavior over a 
4-hour observation session (12). Each observer was 
assigned to either husband or wife and moved about 
the house as unobtrusively as possible. Although it 
- sounds highly intrusive, the style of observation 
proved to be quite the opposite. Families quickly be- 
came accustomed to the observation process and felt 
that they behaved as they usually did when they were 
not being observed. 


Coders recorded seven aspects of their subjects’ be- 


havior: 1) the subject's physical location in the home, 
2) the identity of other people in the room with the 
subject, 3) the physical distance between the subject 
and others in the home when they were talking to each 
other, 4) basic interaction rates, both physical and ver- 
bal, 5) the content of selected verbal exchanges that 
involved decision making, 6) the affective level of the 
selected verbal exchanges coded, and 7) the outcome 
of the verbal exchanges coded. 


Behavioral Indices and НОАМ Factor Structure 


After data had been collected, behavioral indices, 


were created by applying two major questions to each 
of the seven dimensions of behavior coded: 1) How 
much of this behavior is occurring (its level of activi- 
ty)? and 2) How variable is the behavior from observa- 
tion to observation along this dimension (its variabili- 
ty)? Because we were interested primarily in family 
rather than individual properties, all indices were cal- 
culated as couple means. (Although the behavior of 
children is not separately coded in the HOAM system, 
the patterns of interaction between parents and chil- 
dren are accurately reflected in the couple data gener- 
ated. It is therefore appropriate to think of these in- 
dices as family measures.) 

In all, 25 indices of behavior were separately calcu- 
lated for each of the families observed. Indices were 
approximately equally divided between activity mea- 
sures and variability measures. The 25 indices were 
then subjected to a multivariate factor analysis using 
Varimax rotation (13). The most satisfactory factor 
structure yielded the five following factors: 

1. Intrafamily engagement. Families scoring high 
on this factor interacted frequently with each other 
and at the same time tended to ignore the presence of 
the behavioral observers. 

2. Distance regulation. This complex factor reflects 
a particular style of family interaction. Individuals ій 
families scoring high on this factor came together. in 
the same location only if they intended to talk to each 
other for some purpose/ Although interaction oc- 
-curred, family members did not appear to be comfort- 
able with each other in the same location at home and 
maintained а considerable distance from each other. 
Families scoring low in this factor tended to ‘‘huddle’”’ 
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together in the home, rarely leaving each other’s sight 
for independent projects. 

3. Extrafamily engagement. Families scoring high 
on this factor were open to the presence of people who · 
were not family members in the home andewere more 
tolerant of individual differences in interactions with 
strangers. 

4. Structural variability. Families scoring high on 
this factor demonstrated considerable variability of in- 
teracticnal behavior and physical movement from one 
coding session to another. Families scoring low on this 
factor most likely had a highly patterned and fixed 
style of interaction. 

5. Content variability. Families scoring high on this 
factor manifested both high rates of decision-making 
behavior and variability of affect associated with ver- 
bal interaction. The direction of this variability in- 
dicates that such families had a relative tolerance for 
ambiguity, which allowed them to raise unsettled is- 
sues and to discuss them at length rather than quickly 
resolving them or making decisions as individuals 
without discussing them within the family. 


Traditional Clinical Measures of Behavior 


Traditional measures of behavior were obtained 
from three sources: 1) a self-administered symptom 
checklist, the SCL-90 (14), a measure of psychiatric 
symptomatology, 2) a self-administered alcoholism 
screening test, the SAAST (15), to assess the magni- 
tude of alcoholism, and 3) a rating scale filled out by 
the observers reflecting their degree of comfort or dis- 
comfort in the family's home. 

The SCL-90 is a widely used 90-item symptom 
checklist that develops index scores for degree of 
symptomatology along nine traditional psychiatric di- 
mensions and combined ratings of ‘‘global health” re- 
flected in the overall pattern of symptomatology. The 
instrument was administered individually to each 
spouse. Scores are based on sex-related normative 
data. 

The SAAST is a 30-item instrument covering a wide 
range of physical and behavioral-social consequences 
of alcoholism as well as history of treatment contacts 
for alcoholism. Each family in our sample had one 
identified alcoholic who scored in the alcoholic range 
on this instrument. There was, however, a wide range 
in the magnitude of scores (low of 10 to high of 24). 
The SAAST scores, therefore, are an accurate reflec-, 
tion of the magnitude of the consequences of alcohol- 
ism experienced by the family. 

Following the six-month data collection period, be- 
havioral observers were asked to rate each family on a 
comfort-discomfort scale, a 10-point scale reflecting 
how comfortable ar uncomfortable the family made 
the observer feel in the home. Observers demon; 
strated extremely high interrater reliability, and rat- 
ings reflected an even distribution of families along the 
scale. 
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FIGURE 1 
Movements of Husband and Wife During an Evening In-Home Observation Session: A “Midrange” Family 
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FIGURE 2 
Movements of Husband and Wife During an Evening In-Home Observation Session: A ‘‘Huddling” Family 
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RESULTS 
Differences Between Families in Home Behavior 


The families studied, although all had one alcoholic 
member, varied dramatically in the behavior they ex- 
hibited in their homes. One of the aspects of behavior 
recorded, the subject's physical location in the home, 
illustrates these differences. Because the HOAM cod- 
ing system records the subject's physical location se- 

*quentially as he or she moves from room to room, it is 
possible to reproduce the pattern of use of space dur- 
ing the observation session from the raw data record- 
ed. If both husband and wife were charted on the same 
graph, the pattern of interaction between spouses was 
reflected in their relative synchrogy of movement. 

Figures 1-3 illustrate representative observation 
sessions for three very different families. The ‘‘mid- 
range’’ couple (figure 1) had a mixed pattern of inter- 
action in which blocks of time with consistent physical 
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and verbal contact were interspersed with blocks of 
time in which each spouse was in a different part of the 
house. The ‘‘huddling’’ couple (figure 2), on the other 
hand, never seemed to leave each other's sight. The 
‘‘distant’’ spouses (figure 3) operated like ships pass- 
ing in the night. Husband and wife spent virtually all 
their time in separate rooms and had only minimal ver- 
bal contact during the 4 hours they were being ob- 
served. 

Each of these patterns оЁ.іпіегасіоп was consistent 
fer the respective couple and would look strikingly 
similar for all nine observation sessions over the six- 
month period. It seems obvicus that these families had 
adopted very different rules for managing their internal 
environments and that the concept of distance regula- 
tion is helpful in déscribing the family’s use of time and 
space within the home (location shifts, the index illus- 
trated in these figures, is one of the variaples that load- 
ed heavily on the factor of distance regulation). 
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Movements of Husband and Wife During an Evening In-Home Observation Session: A "Distant" Couple 
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Comparison of HOAM Dimensions and Traditional 
Measures of Behavior 


Correlations comparing the five HOAM factors with 


SCL-90 scores reflecting overall level of symptom- 


atology, SAAST scores indicating magnitude of alco- 
holism, and level of comfort or discomfort experi- 
enced by observers indicate that there were strong 
relationships between selected HOAM dimensions 
and each of the traditional measures. The correlations 
were performed using the Pearson product-moment 
correlation; significance levels were determined by 
two-tailed t test for 31 subjects. Two dimensions of 
interactional behavior, intrafamily engagement and 
content variability, were negatively correlated with the 
level of symptomatology reported by the alcoholic spouse 
in the family (r2—.34, p=.06, and r=.33, p=.07, 
respectively). All HOAM dimensions, however, were 
unrelated to level of symptomatology experienced by 
the nonalcoholic spouse. The magnitude of alcohol- 
ism, on the other hand, was negatively correlated with 
a different HOAM dimension, distance regulation 
(r=~.68, р=.001): Observer comfort was positively 
correlated with extrafamily engagement (r=.41, 
p=.02). 

Further correlations comparing the five HOAM di- 
mensions and the nine separate symptom subscales 
measured by the SCL-90 bring the profile of associa- 
tions between home behavior and selected types. of 
symptoms on the part of the alcoholic spouse into 
sharper focus (see table 1): These correlations suggest 
the existence of powerful associations between high 
depression and anxiety scores on the part of the alco- 
holic spouse-with low intrafamily engagement and con- 
tent variability. Content variability also appears to be 
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negatively correlated with somatization, paranoid 
ideation, and psychoticism subscores. On the other 
hand, two subscales that one might expect to be re- 
lated to patterns of family interaction, the inter- 
personal sensitivity and hostility subscales, appear un- 
related to patterns of behavior as reflected in the 
HOAM dimensions. Also of interest is the absence of 
any significant associations between home behavior 
and level of symptomatologv reported by the non- 
alcoholic spouse. 

The SCL-90 score reflects the level of symptom- 
atology experienced by members of the family while 
home observations were being made, but the SAAST 
score is based largely on retrospective judgments 
about the consequences of alcoholism on physical and 
social-behavioral well-being as well as the history of 
treatment contacts for alcoholism. Table 2 summarizes 
the correlations between HOAM dimensions and these 
three separate components of the SAAST score. One 
might have anticipated a connection between inter- 
actional style of the family at home and magnitude of 
social-behavioral consequences of alcoholism, but sig- 
nificant correlations were found with physical con- 
sequences and treatment contacts as well. 

A series of correlations was also performed com-, 
paring demographic variables with each of the tradi- 
tional measures (including separate correlations for 
each of the SCL-90 and SAAST subscales) to verify 
that the significant findings linking HOAM dimensions 
and these measures could not be attributed to a 
spurious demographic distribution in our sample. Pre- 
vious analyses of HOAM data from this same samplj 
of families (11) indicated that intrafamily engagement 
decreased as years of marriage increased. It was there- 
fore particularly important to establish that these de- 
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TABLE 1 .* 

Correlations Between Home Observation Assessment Method (НОАМ) Dimensions and Symptam Checklist (SCL-90) DimensSior s? 

HOAM Dimension 
| "i Intrafamily Distance Extrafamily Structural Content 
-90 Dimewsion | Engagement Regulation , Engagement Variability Variability 

Alcoholic spouse 
Somaitization —.08 +.16 — 36° — .06 — 28 
Obsession-compulsion —.24 +.23 —.26 +.01 — 25 
Interpersonal sensitivity —.24 +.21 —.22 +.05 -.21 
Depression —.47° +.21 —.19 4.00 —.35^ 
Anxietv —.37* +.21 —.29 —.05 -.32 
Hostility —27 +.17 —.27 —.04 — 19 
Phobic anxiety —.16 +.01 —.09 -.22 -H 
Paranoia —.13 +.08 —.37° —.09 —.34 
Psychoticism -.31 +.09 —.29 —.07 —.42° 
Total —.34 +.20 —.30 —.02 ~ 33 

Nonalcoholic spouse 
Somatization —.00 +.00 — .09 —.25 +.25 
Obsess:on-compulsion —.17 —.13 +.11 —.16 +.13 
Interpersonal sensitivity +.10 —.21 +.11 —.10 +.30 
Depression —.10 —.21 +.03 —.12 +.10 
Anxiety +.03 —.17 —.04 —.26 +.11 
Hostility +.14 —.09 =. ] —.25 +.12 
Phobic anxiety +.14 4.03 —.1 —.28 +.03 
Paranoia +.31 +.23 —.11 —.29 *.01 
Psychocicism —.02 — .06 +.08 -.15 +.05 
Total —.04 —.11 +.07 —.18 T.07 

аА] correletions were performed using Pearson product-moment correlation; significance levels were determined by two-tailed t test for 31 subjects. 

*p«.05. 

*p«..01. 

TABLE 2 

Correlations Between Home Observation Assessment Method (HOAM) Dimensions arid Self-Administered Alcoholism Screening Test (SAAST) 

Dimensions? 

HOAM Dimension 
Intrafamily Distance Extrafamilv Structural Coment 

SAAST Dimension Engagement Regulation Engagement Variability Variability 

Physical consequences of alcoholism +.13 —.50° 2327 —.01 ~ 1 

Social consequences of alcoholism 27 —.46° —.14 —.09 +.22 

History of treatment contacts for alcoholism -.12 —.63* —.14 —.08 +.14 

Overall score —.14 —.68* —,15 —.01 +.13 








*all correlations were performed using Pearson product-moment correlation; significance levels were determined by two-tailed t test for 31 suzjects. 


>p<.01. 
°р<.001. 


mographic variables (and others as well) were not also 
correlated with SCL-90, SAAST, or comfort/discom- 
fort scores. 

The demographic variables examined included ages 
of the husband and wife, their educational levels, Hol- 
lingshead-Redlich social class, years of marriage, size 
of the family, and size of the house (this last variable is 
an alternative measure of social status and is also im- 
portant because this is a study using home observa- 
tions). None of the correlations between these vari- 
ables and the SCL-90 or comfort/discomfort scores 
reached even marginal levels of significance. 

SAAST scores, especially for the social-behavioral 

ubscale, were correlated with husband’s age and so- 

cial class. However, distance regulation, which was 
highly correlated with SAAST scores, was not corre- 
lated with any of the demographic variables tested. 


DISCUSSION 


I have presented two groups of findings in this pa- 
per. First, the families’ styles of regulating their inter- 
rial (home) environment could be formally measured 
by paying attention to concrete aspects of zach fam- 
ily’s use of time and space within the home. (The fami- 
lies in this sample differed widely in their regulatory 
style.) Second, there were striking associations be- 
tween dimensions of home behavior and traditional 
clinical measures. 

The’ concept of family internal environment is a fa- 
miliar one in familv theory. Jackson (16) used this con- 


cept in applying Cannon’s idea of homeostasis to regu-. 


latory mechanisms exhibited by families. Hehdel (17) 
referred to the ‘‘psychosocial interior’ gf the family. 
Kantor and Lehr (18) proposed a model of family life 
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hat stresses, the importance of ,the family's internal 
versus external environment, proposed use of time 
and space as dimensions for delineating these environ- 
ments, and used distance regulation as its central con- 
cept. — 

However, it'has customarily been assumed that this 
aspect of family life is determined by a confluence of 
many factors, particularly such abstract phenomena as 
family themes, family boundaries (both internal and in 
relationship to its environment), and the family feel- 
ing-tone, and that it is consequently resistant to formal 
measurement. It is therefore encouraging to learn that 
one can observe families at home, count behaviors 
that relate to the family's use of space and time, and 
statistically identify specific regulatory dimensions. 
These dimensions, however, would be of only theoret- 
ical or descriptive interest if we were unable to demon- 
strate that the family's style of, for example, intra- 
family engagement was associated with such clinical 
phenomena as the level of psychiatric symptomatolo- 
gy in one of its members. This latter connection as- 
sures us that the judgments we are making in our tradi- 
tional clinical settings have predictive ramifications for 
family home behavior. 

It is also of interest that the relationships between 
HOAM dimensions and traditional clinical measures 
were selective. For example, although distance regula- 
tion appeared exquisitely sensitive to magnitude of al- 
coholism in one member of the family, other aspects of 
behavior seemed to have been hardly affected at all 

. (see table 2). These findings are actually more inter- 
esting than their alternative. If all aspects of behavior 

. varied in relation to magnitude of psychopathology, it 
might suggest that family life at home was over- 
whelmed by the presence of a pathological individual 
in the family. Rather, the more selective findings are 
consistent with a hypothesis that the regulatory mech- 
anisms for controlling each family's internal environ- 
ment tended to be selectively adjusted to meet certain 
contingencies, such as how to cope with a chronic dis- 
ease. 

Significant correlations do not, of course, imply a 
cause and effect relationship between measures of pa- 
thology and home behavior or vice versa. For ex- 
ample, it seems equally feasible that a pattern of de- 
creased intrafamily engagement would tend to ‘‘pro- 
duce" symptoms of depression and anxiety in the 
alcoholic member of the family or that decreased fam- 
ilv contact occurs in response to the impact of an anx- 
ious and depressed individual. (I am referring here.to 
the significant negative correlation between intra- 
family engagement and the SCL-90 depression ,and 
anxiety subscales.) Many family therapists, however, 
have argued that attempts to uncover such cause and 

. effect relationships are less fruitful than a family sys- 
tems. approach, which concentrates on the reciprocal 
relationship, between different aspects of behavior. 
The Systems approach offers another explanation, 
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namely, that as family styles of behavior develop they 
are both responsive to and influence the character of , 
individual behavior. The significant correlations: we 
found would be interpreted within this framework. as- 
evidence of a mutual and consistently defined relation- 
ship between the two dimensions being examined. 


CONCLUSIONS 


Examining these findings within the context of such 
a model I would conclude, first, that in families with a 
history of chronic alcoholism there is a strong relation- 
ship between the level of depression and anxiety in the 
identified patient and the family's pattern of intra- 
family engagement and content variability. This means 
that there is a relationship between individual symp- 
tomatology and family patterns of home behavior. It 
also means that the family's style of behavior is related 
to individual characteristics of the identified patient; 
there was no correlation between HOAM factors and 
symptomatology in the nonalcoholic spouses. Paren- 
thetically, the relationship between individual symp- 
tomatology and family behavior was specifically tied 
to depression and anxiety in the identified patient. It is 
important to note that separate analyses of correla- 
tions between HOAM dimensions and symptoms їп 
the husband compared with the wife (a sex role analy- 
sis) indicated demonstrably lower correlation coeffi- 
cients (in some instances the correlations were still sig- 
nificant because our sample had a male-female sex ra- 
tio of 3:1 for the identified alcoholic) than the alcohol 
role analysis. In other words, family behavior could be 
thought of as being organized around the chronic ill- 
ness in such families (19). The direction of the correla- 
tions indicated that both intrafamily engagement and 
content variability decreased as symptoms increased, 
which seems clinically reasonable. 

Second, there was a highly significant negative cor- 
relation between distance regulation and the magni- 
tude of alcoholism experienced by the family as mea- 
sured in terms of physical and social-behavioral con- 
sequences and treatment history. In other words, the 
greater the magnitude of alcoholism, the more the fam- 
ily tended to manifest a ‘‘huddling” rather than a ''dis- 
tant" pattern of interaction. This style of behavior 
might be a reaction to severe stress created by a ram- 
pant alcoholic condition, but it is also quite reasonable 
to hypothesize that such an interactional style tends t 
bring the alcoholic behavior more directly into the dai- 
ly life of the family and in this sense makes it more 
susceptible to negative consequences. Most impor- 
tant, however, is the finding in this area of a relation- 
ship between a characteristic of a chronic psydho- 
pathological condition and the family style of regulat- 
ing its home environment. 

Third, the finding of a positive correlation between 
observer comfort/discomfort and extrafamily engage- 
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ment seems clinically reasonable. Insofar as extra- 
family engagement reflects boundary permeability be- 
tween the family and its external environment, observ- 
‘ers’ could be expected to feel most comfortable in 

ily situations in which they were allowed to enter 
the family’s internal world. Surprisingly, however, 
such aspects of behavior as content variability and in- 
trafamily engagement seemed largely immaterial in as- 
sociation with observer comfort or discomfort. Struc- 
tural variability, the factor that most closely reflects a 
sense of order or patterning of behavior during times 
of observation, also did not seem to matter. 

What the clinician typically hears about in the of- 
fice or hospital setting are the unusual rather than the 
routine events in the life of a family. Crises or changes 
in routine, with their associated increase in uncer- 
tainty for the family, capture the family’s attention and 
are passed on to the clinician as important data the 
family assumes are etiologically related to their dys- 
phoric state. In this process, first the family and then 
the clinician tend to overlook aspects of behavior asso- 
ciated with daily routines that may play an instrumen- 
tal role in the maintenance, if not the etiology, of 
chronic psychiatric illnesses such as alcoholism. Al- 
though our attempts to assess the family in its own 
home are still at an early stage, the initial findings pre- 
sented in this paper suggest that the concept of a fam- 
ily internal environment, carefully regulated through 
specific behavioral mechanisms, may be a statistically 
discernible entity. Clinicians and behavioral observers 
alike can sample the flavor of this internal environment 
by taking a measure of the family’s routines and by 
remaining sensitive to the quality of the boundaries 
established to protect its internal environment. 
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Misunderstood Spanish-Speaking Patient 


BY FRANK KLINE, M.D., FRANK X. ACOSTA, PH.D., WILLIAM AUSTIN, M.D., 


AND RICHARD G. JOHNSON, JR. i 





The authors examined the reactions of Spanish- 
speaking patients and of therapists to initial therapy 
interviews conducted with or without an interpreter. 
Twenty-one patients who used an interpreter, 40 
bilingual patients, and the 16 psychiatric residents 
who conducted the interviews completed 

. questionnaires aimed at evaluating therapy and 
communication effectiveness. A number of patient and 
therapist perceptions were significantly different. 
Patients interviewed with interpreters felt understood 
and helped and wanted to return, whereas the 
therapists responded that patients seen with 
interpreters felt less understood and less helped and 
did not want to return. The authors recommend more 
bilingual/bicultural therapists and an effort to help 
present therapists realize how valuable their efforts 
with patients who need an interpreter are. 


ur clinic is located in Los Angeles, in the midst of 

the nation's largest Mexican-American popu- 
lation. However, as in most mental health and public 
psychiatric outpatient clinics, the Spanish-surnamed 
are not proportionately represented among our pa- 
tients and staff. In a 1975 survey of 354 consecutive 
new patients, only 56 (16%). were Spanish-surnamed. 
: Nonetheless, there are more patients who want an ini- 
tial interview in Spanish than our bilingual staff can 
interview so we use interpreters. We wondered how 
patients and therapists react to the presence of an in- 
terpreter so we collected, examined, and compared 
the therapists’ and the patients’ reported impressions 
of initial interviews conducted with and without an in- 
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terpreter. We contrasted the patients in both of these 
Spanish-surnamed groups with patients previously 
surveyed in our clinic (1). 


METHOD 


All of the patients and therapists were volunteer 
subjects. Twenty-one of the patients were primarily 
Spanish-speaking. These Spanish-speaking patients 
requested and used an interpreter in their initial inter- 
view. Forty patients were fluent enough in English to 
not require the use of an interpreter; they neither re- 
quested nor used one. Thirty-two of the 40 further in- 
dicated that they were bilingual. Assignment of pa- 
tients to evaluation with an interpreter or directly in 
English was thus determined by the patients’ language 
fluency and request for an interpreter. All patients 
were randomly assigned to the therapists. 

The therapists were 16 second-year (postgraduate 
year 3) psychiatric residents. Nine were Caucasian 
men, 2 were Caucasian women, 2 were black men, 2 
were black women, and 1 was an Asian-American 
man. None of the 16 spoke Spanish. 

Immediately after their initial intake interview, the 
patients were asked to voluntarily complete a 17-item 
questionnaire. Those who used an interpreter were 
given a Spanish version of the questionnaire. The 
questionnaire dealt with some of the following areas: 
patient’s language use, response to clinic service, re- 
sponse to the therapist’s service, patient’s impression 
of what the therapist did, and whether the patient felt 
helped and understood. 

At a later date the psychiatric residents who did the 
initial intake interviews were asked to complete a 
questionnaire. This questionnaire dealt with the thera- 
pist’s feelings about interviewing patients directly in 
English versus through interpreters. 

Some items in the patient questionnaire used in this 
study were identical to those in our previous study (1)? 
This allowed comparison of some of the responses giv- 
en by the patients in this study with those of 146 con- 
secutive patients in the previous study. Comparisons 
were also made between the Spanish-surnamed pa- 
tients in this studyewho used ап interpreter and thse 
who did not, and a further comparison was made of 
tween the responses given by the psychiatric residents 
and both groups of Spanish-surnamed patients. . 

The responses of the bilingual patients and the Span- 
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TABLEL — | - 
Percent of Spanish-Surnamed Patients Who Rated Clinic Services 
Positively After Initial Visit 








ES р Patients Who Patients 
ў ° Did Not Use Who Used 
AY Translator Translator 

Question? (N40) (N=21) 
Were the following helpful? 

Arranging appointment 93 95 

Registration 78 86 

Therapist interest 83 86 

Therapist appearance 88 95 

Therapist service generally 83 90 

Medication 40 57 

Understanding (self) 53 90 

Specific directions (specific ad- І 

vice оп my problem) 60 86 
Dic the doctor help you with your 

problem? 40 76 
Even though your doctor couldn't 

speak Spanish, was the inter- 

view helpful? 40 76 
Would you like to have continued 

to see the doctor for more visits? 73 76 
Do you feel the doctor understood 

you? 65 76 
Did you think you understood the 

doctor? 70 81 
Would you like to have continued 

to see the doctor for more visits 

with & Spanish-speaking trans- 

lator? 62 
What did the doctor do? 

Advised me what to do 55 71 

Gave me medication 40 52 

Suggested I go to another clinic 8 .10 

Didn't know what to do 8 10 

Mainly listened to me 50 90 

Other 8 5 


To the first question, a positive response was indicated by the choice of 
"excellent" or “good” from "excellent," "good," "fair," and "poor." In 
the rest of the questions, a positive response was indicated by the choice of 
"very much" from "very much," ‘іп general," "very little," and "not at 
all," except for the last question, which was answered by checking the 
appropriate items. 


ish-speaking patients were compared by 2X2 chi- 
square tests. The responses of the residents and pa- 
tients that were comparable were analyzed with 3x4 
or 2X3 chi-square tests. 


RESULTS 
Patiert Responses 


Patients interviewed through interpreters said that 
they were generally better satisfied with the clinic 
service than were patients interviewed directly in En- 
glish (see table 1). Those interviewed directly in Eng- 
lish were generally as satisfied as our previously sam- 
pled group of 146 patients (1). 

he Latino patients interviewed without inter- 
reters were noticeably less pleased than the Spanish- 
speaking patients seen with interpreters with the help 
provided. by self-understanding (ҳ2=6.29, df=1, 
p<.025) -and, while not significantly so, were also 
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TABLE 2 " 
Residents’ Views on Clinic Services for Spanish-Spéaking Patients 





Residents (N=16) 
Who Agresd? 


Statement . М % 





An initial interview is satisfactory to me 
when the patient speaks English. 

The patient appreciates the session more 
when we both speak English. 

Ithink that patients see themselves as 
helped more when we both speak the 
same language. 

Ithink that patients are eager to return 
for subsequent visits when inter- 
viewed via a translator. 5 

I think that patients interviewed via a 
translator feel they communicate bet- 
ter than do English-speaking patients. 3 

Ithink that patients feel they were better 
understood when they can talk to the 
therapist without a translator. 

Ifeel comfortable seeing a patient in psy- 
chiatric treatment with the help of a 
translator beyond the initial interview. 1 6 

I think I help non-English-speaking pa- 
tients just as well with a translator as І 
do English-speaking patients with no 
translator. 0 0 


31 
19 


81 


*Residents who chose "egree strongly,” "agree," or "agree slightly" from a 
list also including '"disagree slightly," ''disagree,'"' and "' disagree strongly." 


much less pleased with the help provided by the doc- 
tor’s specific advice (y?=3.20, df=1, p<.10). Nearly 
twice as many patients interviewed through inter- 
preters as patients interviewed without them said they 
were helped by the doctor in the initial interview 
(х2=7.12, df=1, p<.01). 


Based on the patients’ reports (table 1), it appeared 


that both Spanish-surnamed groups found self-under- 
standing and specific direction from the doctor more 
helpful than medication. Both groups felt that they had 
been understood and wanted to see the same doctor 
for more visits. 


Resident Responses 


Table 2 shows that, in contrast, the residents 
thought that patients interviewed directly in English 
felt more appreciative, were more eager to return, and 
felt better undersiood. In addition, the residents unani- 
mously stated that the initial interview in English was 
more comfortable and satisfactory to themselves and 
they thought it was more helpful to the patients. 


Patient Versus Resident Responses 


‘In order to make comparisons between the re- 
spanse$ given by residents and those given by both 
groups of Spanish-surnamed patients, specific ques- 
tionnaire items were compared. While the wording of 


the questionnaire items administered to the patients is, 


not identical to that of the items administered to the 
residents, the commonality in meaning forthe specific 
items compared is close enough to allow ms 
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arisons. leg we thus compared patient and thera- 
pist responses, several important facts emerged. 

1. Eighty-one percent of the patients interviewed 
through interpreters thought they understood the doc- 
tor and 76% that the doctor understood them, while 
70% of the patients interviewed without an interpreter 
thought they understood the doctor and 65% that the 
doctor understood them (table 1). In marked contrast, 
81% of our residents thought that patients interviewed 
through translators felt less understood (x?—15.51, 
df=6, p<.025) and that these patients felt they com- 
municated less (x?=51.85, df=6, p<.001). 

2. Seventy-six percent of the patients interviewed 
through interpreters wanted to return for a second vis- 
it. In contrast, only 31% of the residents thought these 
patients were eager to return (ҳ2=17.41, df=3, 
p<.005), and only 6% were comfortable seeing them 
beyond the initial interview (x?=20.27, df=3, p<.001). 

3. None of the residents thought they helped pa- 
tients interviewed through interpreters as much as 
they helped English-speaking patients. However, 76% 
of the patients interviewed through interpreters and 
40% of the bilingual patients interviewed directly in 
English thought the interview was helpful (ҳ2= 15.32, 
df=6, р<.05). 

When the patient and resident responses were com- 
pared using the chi-square tests, the residents consis- 
teniy underestimated the degree to which Spanish- 
surnamed patients felt understood and wished to re- 
turn. They misunderstood the patients interviewed 
through interpreters more than those interviewed di- 
rectly in English. The residents’ misinterpretations 
seemed to be related to their discomfort with these pa- 
tients, according to the second finding above. 


DISCUSSION 


Over 22 years ago, Saunders (2) pointed to negative 
effects of bias in the treatment of medical patients. The 
1967 work of Yamamoto and associates (3) showed 
that psychiatric residents are less interested in patients 
from different cultures and races, and in 1974 Kline 
and associates (1) noted that unspoken therapist dis- 
interest may cause patients to unilaterally leave thera- 
py. Hart and Bassett's 1975 data (4) suggest that thera- 
pists and patients may not agree on which therapeutic 
modality is most belpful and that the psychiatrist may 
not be aware of the patient's preferences. 

Patients may also stereotype therapists. Saunders 
(2) and Kline (5) stated that Spanish-American patients 
have negative stereotypes of Anglo-Americ$ps.. In 
contrast, Acosta and Sheehan (6) found that Mexican- 
Americans.held more positive attitudes toward an An- 


-glo-American professional therapist than toward an 
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equally јгаіпеа and experienced Mexican-American. 
Teplin's woNC 7) suggests Latinos may have more 
n attitudes toward Anglos than toward Latinos. 
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Information on the treatment of Spanish-speaking 
patients with the help of interpreters is minimal. Ín a 
clinical report Marcos (8) pointed to potential language 
difficulties that may result when untrained interpreters: 
assist therapists. MacKinnon and Michels (9) also 
noted potential difficulties in using an interpreter in 2 
psychiatric interview but did recommend the help of 
an interpreter in working with non-English-speaking 
patients. 

When this study was done in our outpatient clinic, 
our resident physicians generally underestimated the 
degree to which Spanish-speaking patients inter- 
viewed through interpreters felt helped. They also un- 
derestimated the patient's desire to return for a second 
visit. In addition, 15 out of 16 residents clearly in- 
dicated that they were not comfortable seeing these 
patients beyond the initial interview. Perhaps the resi- 
dents’ discomfort prevented them from recognizing 
the patient's desire to return and the patient's feelings 
that they were helped. Instead of being offered a return 
appointment, the patient was often referred to already 
overburdened bilingual therapists, given prescriptions, 
referred to another clinic, or discouraged from return- 
ing. 

How can psychiatrists who take pride in accurately 
perceiving other people's feelings be so wrong? Is this 
only the result of our psychiatric residents” inexperi- 
ence? Do such misjudgments occur only when thera- 
pists work through interpreters? 

Undoubtedly, part of the difficulty is related to 
working through interpreters. A psychotherapist oper- 
ates in a highly verbal field but also tries to deduce 
mental process by correlating speech, body move- 
ment, and facial expression. In an interview conducted 
through a translator, the patient speaks, the doctor 
watches body movement and facial expressions, and 
only later couples visual observations with speech. 
This may be like watching television without sound 
and then hearing the sound later. The lack of precision 
may make therapists unsure and uncomfortable. Also, 
working through an interpreter takes twice as long to 
gather and convey information and requires twice as 
many people to do the work. 

Perhaps therapists’ concerns about confidentiality 
and the desire to preserve а “риге transference” lead 
them to feel that patients resent the presence of a third 
person. Second-year residents may feel particularly 
unsure about the quality of their work and therefore be 
especially sensitive about someone observing them a 
work. 

We think the therapist's uncertainty about his or her 
data base, general insecurity, and the double amount 
of time needed for the interview lead to feelings of 
doubt, helplessnest, frustration, and loss of interest. 
The therapist then erroneously concludes that the p3- 
tient does not feel helped or understood and is not in- 
terested in a second visit. 

Obviously there are other possible explanations for 
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the therapist's discomfort and misperception. It may 
be, as other studies have suggested, that therapists are 
not comfortable with people from different cultures 
“апі different social classes and do not want to treat 
these people. Even though we try to help our residents 

' become sensitive to minority patients' problems, they 
may be less aware of Latino culture and values. Rac- 
ism or simple prejudice may be a factor. All three ex- 
planations may be partially correct. They do not pre- 
clude each other or even other explanations. 

On the other hand, a few sample cases from our 
study did show that at least 2 patients who used a 
translator were seen for an average of 13 visits and 
showed therapeutic progress. We also have data that 
indicate patients interviewed through interpreters are 
more appreciative and feel better understood than pa- 
tients interviewed in English. On the surface this 
seems like a violation of simple common sense. How 
could anyone possibly be better satisfied with an inter- 
view through an interpreter and in a foreign tongue? 
We suspect this occurs because most patients who do 
not speak English get cursorv attention from English- 
speaking professionals. By contrast, in our study pa- 
tients worked with both an interpreter and a psychia- 
trist and had the relatively undivided attention of both 
for almost an hour. In this context, it is easier to un- 
derstand why these Spanish-speaking patients ex- 
pressed more appreciation. A few drops of water in the 
desert are infinitely more valued than in a rain forest. 
There are other possible explanations. Latinos may, as 
blacks once did, prefer Anglos (7), or Latino cul- 
ture may require greater compliance to authority or be 
more gracious and less openly critical. This list is nei- 
ther complete nor exclusive. 

What can we as mental health professionals do for 
patients who speak only Spanish? First and most obvi- 
ous is that we need more bilingual and bicultural thera- 
pists. This would be helpful for direct service. It would 
save time and would provide positive role models for 
patients, staff, and community. In addition, bilingual 
and bicultural therapists bring to all patients and to all 
staff additional and sometimes unique understanding. 

However, in our efforts to encourage the develop- 
ment of more bilingual/bicultural therapists, we must 
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not overtly or covertly devalue, Черге, ог D 
courage our present.therapists' efforts. We need to go 
even further and help beginning mental health profes- 
sionals realize that they are at present not only the 
main, but sometimes only, resource for most Spanish- 
speaking patients and that their efforts may be more 
highly valued by patients who need an interpreter than 
by other clinic patients. 

Overall, the most important lesson of this study is 
that mental health professionals may not understand 
what patients want or feel and may instead project 
their own wishes or discomfort onto patients. We need 
to continue to compare professionals’ conclusions 
about what patients want and need with the patients' 
stated wishes. 

We cannot escape the conviction that the therapists 
in our study did not understand that patients who re- 
quested interpreters wanted to return for a second vis- 
it, felt understood, and thought, or at least said, that 
their initial visit vas helpful. This misjudgment seems 
to come not from crude anti-Hispanic prejudice but 
from the difficulty we all experience in bridging cultur- 
al and linguistic barriers. 
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Effects\ef Divorce on the Visiting Father-Child Relationship 


BY JUDITH 8. WALLERSTEIN, PH.D., 





Findings from a 5-year longitudinal study of 131 
children from 60 divorcing families, drawn from a 
predominantly white, middle-class California 
population, revealed unexpected changes in the 
relationship between the visiting parent and the child 
after the marital separation. The changes that showed 
improvement and that showed deterioration in 50% of 
the father-child relationships were substantially 
related to the difficulties and psychological conflicts 
engendered by visitation and divorce, the father’s 
capacity to accommodate to the constraints of the 
visiting relationship, and the age and sex of the child. 





5-year longitudinal clinical study of 60 divorcing 

families with 131 children who were between 3 
and 18 years old at the time of the marital separation 
has brought to light unexpected changes in the rela- 
tionship between the visiting parent and the visited 
child that occurred in the immediate aftermath of the 
separation in a substantial number of families. We 
found no correlation 18 months after the separation be- 
tween the predivorce father-child relationship and the 
frequency or regularity of the visiting patterns. This 
discontinuity reflected both improvement and deterio- 
ration in almost equal measure. Men who had been 
close to their children during the marriage and had 


spent every weekend with them in warm companion- 


ship failed to visit altogether or arrived infrequently 
and irregularly. Conversely, previously distant fa- 
thers, who had hardly acknowledged their children 
during the marriage or often appeared irritated by their 
presence, began to visit with a regularity that surprised 
the children and their mothers. 

These observed changes were both age and sex re- 
lated. Father-daughter relationships remained more 
‘stable over time; those which were poor during the 
marriage were more likely to remain so, and those 
which were warm and affectionate were more likely to 
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continue unchanged. Father-son relationships were 
twice as likely to change as father-daughter relation- 
ships. Improved relationships were significantly more 
evident in children younger than 8 years old at the time 
of the marital rupture, whereas deterioration in the 
relationship was more evident in the 9- to 12-year-old 
age group. Sex differences were not linked to change 
among the adolescent youngsters. The influence of 
mothers' attitudes on visiting patterns appeared to be 
more evident when the woman encouraged or wel- 
comed the visiting; however, the mothers’ anger or op- 
position did not necessarily decrease the visiting fre- 
quency. In fact, the father's visiting was often fueled 
by the mother's opposition. 

At the 18-month postseparation follow p half of the 
father-child relationships were significantly changed 
from their dominant cast during the marriage: 25% 
were closer and 25% had unexpectedly and strikingly 
deteriorated. 

These findings point to serious limitations in relying 
on the predivorce relationship between father and 
child (or mother and child) as a reliable predictor of the 
postdivorce relationship. Much legal testimony by 
psychiatrists and other mental health professionals in 
litigation over visitation or over custody is predicated. 
on the assumption that the parent-child relátionship 
forged during the marriage 1s likely to endure past the 
breakup. Moreover, clinical wisdom and psychologi- 
cal theory have supported the notion of general conti- 
nuity in interaction between parent and child subjéct 
primarily to the developmental vicissitudes of each. 
Our data are at variance with these assumptions. Out 
of these and related findings we have come gradually 
to see influences that constrain and shape the visiting 
relationship which were not present during the mar- 
riage. We have come to recognize the visiting relation- 
ship as a singular relationship that has no counterpart 
in the intact marriage. The transition from a relation- 
ship within the intact family to one within an extreme- 
ly different family structure—divorce—and the con^ 
straints of visitation increase the potential for change. 
These changes and the conditions which surround 
them require careful examination. 

. | N 


METHOD J 


Our population consisted of 60 families with 131 
children living in a northern California suburban area. 
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The families represented an ethnic and socioeconomic 
cross-section of the county in which they resided: 88% 
were white, 3% were black, and 8% were interracial 
"marriages (Caucasian-Asian); most of the families 
меге middée-class. According to the Hollingshead 
two-factor index, 2396 were in Class I, 2096 in Class II, 
28% in Class III, 18% in Class IV, and 10% in Class V. 
The fathers were well educated: 27% held graduate de- 
grees in medicine, law, or business administration. 
The average age at separation was 36.9 years for the 
men and 34.1 years for the women. They had been 
married an average of 11.1 years before final separa- 
tion and averaged 2.2 children per family. 

Of the 131 children in the study 48% were male and 
52% were female. At the time they were first seen, 
53% of the children were between 3 and 8 years of age 
and the remainder were between 9 and 18. All of the 
children were drawn from a nonclinical population, 
and none had been identified as needing psychological 
or educational intervention either by their parent or 
by school personnel. 

Members of an interdisciplinary clinical team saw 
the children and parents individually in semistructured 
clinical interviews that averaged 14.2 per family, ex- 
tended over a 6-week period, and took place within 6 
months of the decisive parental separation. The inter- 
view data were supplemented by information obtained 
frora the school; teachers and other school personnel 
were interviewed by a team member who had no ac- 
cess to the clinical interviews or the histories. The sub- 
jects were interviewed again individually by the same 
clinician within 1 year of the initial interviews and 
again 5 years after the separation. Of the 60 original 
participating families, 58 were reassessed at the 1- and 
5-year follow-ups. Method and findings have been re- 
ported elsewhere (1-9). 

We used clinical and statistical methods of handling 
our data. For purposes of clinical study, all the inter- 
views were recorded in process note detail as a run- 
ning narrative of the session and were supplemented 
by family drawings elicited from the children during 
the interview. We then summarized the interview ma- 
terial in accord with divorce-specific psychosocial pro- 
files developed within the project. These profiles were 
sorted into small groups (according to the age and sex 
groupings of the children) and were inspected minute- 
ly, and items of interest that emerged were entered by 
band on large charts so that similarities and differences 
along various dimensions of interest could be high- 
lighted. 

In addition to the clinical study, four data forms 
were developed to organize our same data for pur- 
poses of statistical analysis. Wherever possible, items 
if entry on these forms had beef converted into 7- 

oint scales; the array of items included clinical, de- 
velopmental, environmental, and basic demographic 
variables. Parent data form I (initial assessment) com- 
prised 290 items, and parent data form П (follow-up 
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assessment) included 189 items. Similarly child data 
form I (initial assessment) comprised 231 items, and 
child data form II (follow-up assessment), included 182 
items. Statistical analysis included frequency distribu- 
tions, intercorrelatjonal matrices, and factor analyses. 
The children were grouped according to sex into two 
age groups: 3-8 years old and 9-18 years old. Analyses 
of variance indicated no significant differences in over- 
all psychological functioning between the means of the 
primary age and sex groups in the correlation studies 
and the factor analyses. 


RESULTS 
Predivorce Parent-Child Relationship 


In order to examine divorce-related change, we 
looked briefly at the parent-child relationship during 
the failed marriage and again at the changes that en- 
sued. Our findings are at some variance with the com- 
monly held view that parent-child relationships within 
a conflict-ridden marriage are likely to be troubled and 
conflicted as well. For a substantial number of the 
adults who were lonely and unhappy in manv aspects 
of their lives, parenting appeared to be relatively con- 
flict free. In fact, the most mature behavior a number 
of the couples seemed able to achieve revolved around 
their parent roles. 

Of the 131 children, 36 (in 16 of the families) en- 
joyed the affection and close cooperative parenting of 
both parents, who seemed entirely able to set aside 
their disagreements in matters relating to the children. 
Approximately 50%, or 66, of the children had fathers 
who were adequate parents. Of these, 23 children, or 
approximately 20% of the total number, enjoyed ex- 
ceptionally close relationships with the father. Similar- 
ly, 85 children, approximately 66% of the entire group, 
enjoyed adequate mothering. Of these, 43 children, or 
33% of the entire group, were especially close to the 
mother. The fact that many of the children had a very 
close relationship with at least one parent was due in 
part to the marital unhappiness; both mothers and fa- 
thers sought out one or more children as companions, 
friends, or intimates during many hours of enforced 
loneliness. Several fathers took their children regular- 
ly on camping trips, sometimes every weekend. Such 
activities enabled parents to obtain relief from the 
presence of their spouses but also encouraged the de- 
velopment of close camaraderie with children who 
considered themselves very fortunate and were the en- 
vy of their friends. 

At tfe other end of the spectrum 52 children, over 
40% of the entire group, had relationships with their 
father during the marriage that were exceedingly poor, 
i.e., marked by gross psychopathology or chronic dis- . 
interest. Some of the fathers were continually and 
harshly critical in ways which were corrosive of the 
children’s self-esteem. Others were physically abusive 
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or overtly s&ductive toward one or more children in 
the family. Atleast 33 children, 25% of the total group, 
had very poor relationships with their mothers, 
marked by emotional or physical neglect or threatened 
physical abuse. Socioeconomic factors were not sig- 
nificantly linked to psychopathological aspects of the 
mother-child or father-child relationship. 

About 2596 (N=33) of the children had witnessed 
chronic physical abuse between their parents. An ad- 
ditional 25% had seen physical violence between their 
parents at least once. Children also frequently heard 
and watched accusations and counteraccusations of 
promiscuity. In some families the violence and the ac- 
cusations occurred only in the presence of the chil- 
dren. Again, neither the physical violence nor the sex- 
ual acting out was significantly related to the socioeco- 
nomic level of the family. 


s 
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Response to the Father's Departure 


Many children experienced the departure of the fa- 
ther from the household as a terrifying event. Even in 
homes marked by violence, the departure brought re- 
lief only to a small number. Only 1046 of the children, 
including for the most part youngsters who were fear- 
ful for their own safety or the safety of the mother, 
were relieved with the divorce decision. 

The younger children experienced the father's dis- 
appearance as an almost magical event and wondered 
where he had gone and who was feeding him or taking 
care of his sleeping arrangements. For these children 
the visit from the father and especially the visit to the 
father's residence provided needed assurance that he 
was alive and well. They took particular comfort in 
observing that the father had both a bed and a re- 
frigerator. These early visits were immensely impor- 
tant in allaying the terror stirred by the father's sudden 
absence and the mostly unspoken expectation of half 
of the children that the remaining parent would prob- 
ably disappear as well. Children well into latency also 
experienced these anxieties and expressed great con- 
fusion about where the departed parent had gone and 
who was caring for him. 


Practical Problems of Visiting 


From the outset the visiting relationship was beset 
by practical problems that seemed insurmountable to 
many fathers: the bewildering sense of the participants 
of no place to go and no idea of what to do, the com- 
bined presence of children of different ages and collid- 
ing interests, and the absence of the mother, who had 
often served as interpreter of the children's needs. 
These practical problems seem, at first, \nsur- 
mountable to many fathers. What to do with young 
children needing nurturing £are or with older children 
who appeared to need continual stimulation and enter- 
tainment to stem their restlessness. Some confused 
men changed ‘һеј? entire routines for the children's 
visits; others changed nothing; and others, equally per- 
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plexed, expected the children io take full responsibili- 
ty for the agenda. ''I feel like a camp director,” said 
one exhausted father. 

The sense of time as a component of the parent-child ' 


“a 


relationship also changed. For parents amd children „ 


who share the repeated tasks of daily living together, * 


time is part of the unobtrusive background of family 
life. For the visiting parent and child, time was a jar- 
ring presence; the constraints of time and space could 
impose a severe burden or, in some instances, a wel- 
come limit on the interactions in the relationship. Be- 
cause parent and child had to find time to meet and had 
to part on time, meeting and parting acquired new 
meanings and also accompanying anxieties that could 
have endured. 

The broad and often unclear boundaries of the new 
visiting role heightened the anxiety of both parent and 
child. To what extent was the visiting father a guest, a : 
favorite uncle, or a parent? More explicitly, to what 
extent did the visiting parent continue to take respon- 
sibility for setting behavioral and moral standards? To 
what extent was he to register approval or disapproval 
or enforce discipline or even homework—and how 
could he do so without the built-in safeguards and bed- 
time rituals of intact family life that mute disappoint- 
ment, soften anger, and provide safe channels for alle- 
viating the inevitable conflicts and frustrations of the 
relationship? Hurt feelings were more likely to contin- 
ue, and misunderstandings were more likely to remain 
unclarified. Men who were used to having authority 
over their children—and many had held this role dur- 
ing the marriage —experienced a new sense of impo- 
tence and frustration. All of these complexities com- 
bined to keep the father's sense of who he was un- 
settled and unsettling. 

Men were uneasy about what to do with their lovers 
at visiting time. They wondered how this would affect 
their children and the developing relationship with the 
woman. They did not know how to arrange for privacy 
in close quarters, and they often failed abysmally to 
understand or to be aware of the consequences of their 
own behavior or to anticipate the children's response. 
One father who customarily shared his waterbed with 
his young daughter was exasperated and mystified 
when she cried and screamed when an occasional girl- 
friend slept there instead of her. Some children lied 
because they feared the anxiety of the improvised 
sleeping arrangements, saying that they would prefer , 
not to visit. 

Visiting parents soon found out that the visit itself 
became an arena that readily evoked in both parents 
the conflicts of the failed marriage and the fantasies of 
what might have been, even without contact betwe 
former spouses or When the contact was minimal. aN 


though the majority of parents tried to honor the chil-) , 


dren's visiting time, 20% of the women saw no use in 
the father's visits and actively tried to sabotage each , 
meeting. This fighting between parents reached patho- 
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logical, even tizarre, intensity; one refined mother, for 
example, smeared dog feces on the face of her hus- 
-band when he arrived to see his children. One-third of 
“the children were consistently exposed to intense an- 


ger and stress at visiting time. Most of the visits ruined. 


> by parents involved older children; the younger pre- 
` School children were more protected. Two-thirds of 
the women reported that they were moderately or se- 
verely stressed by the fathers' visits during the first 
year of separation, as did 80% of the men. 


Psychological Factors and Visitation 


In addition to the external complications of visiting, 
subtle psychological forces had a profound influence 
on the nature ànd frequency of the visiting relationship 

and contributed to its fragility. The father's psycholog- 
ical conflicts and, more important, his feelings about 
the divorce were at stake; The father's role in the di- 
vorce decision and his eagerness for or opposition to 
ending the marriage were crucial influences on the fu- 
ture of the visiting relationship. Unlike what many 
children believe and adults conclude, the pattern of 
visiting after separation was not an accurate reflection 
of the father's love or interest. On the contrary, among 
the factors that contributed to making the visits diffi- 
cult were the many psychological dilemmas of the fa- 
ther, which were not necessarily directly related to his 
feelings about his children. 

Men who were depressed after the separation and 
the divorce decision found it painful to visit their chil- 


dren and often did so irregularly or not at all. Depres- . 


sion, which occurs frequently after separation, was a 
serious hazard to the establishment of a continuing 
relationship. Fathers who had been rejected by their 
wives often expected the same from their children. 
Preoccupied with their own shame, grief, lowered self- 
esieem, even their own expendability, such men found 
that visits with their children deepened their depres- 
sion by bringing back painful memories of the marriage 
and its disruption. Some depressed men lacked the en- 
ergy to mobilize themselves for the stresses and de- 
mands of the visits. Visits occasionally brought on a 
flare-up .of scmatic or other depressive symptoms, 
such as increased drinking, after the child returned 
home. Their children rarely understood this and sadly 
experienced the inconstancy as reflecting the father's 
lack of interest in seeing them. The following vignette 
illustrates this problem. 


Mr. A had been a devotéd, shy, and undemonstrative fa- 
ther to his young daughters. When his.wife of 12 years de- 
ciced on divorce, she asked him to leave the house and in- 
vited her lover to move in with her. Mr. A soon found it 

ossible to pick up his two daughteys at the home he had 
(i for the family he had lost. He could not bear to stand in 
e doorway and wait for the children; he was preoccupied 
with thoughts cf another man in his place. His humiliation 
was compounded by the fact that the children seemed well 
and happy and not overwhelmed with longing for him. Al- 
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for 6 months after the separation. Neither 
children understood his conflict; théy assumed he was not 
interested in seeing his children. His oldest daughter became 
depressed as she futilely waited for him to visit. Fortunately, 
counseling helped Mr. A to reinstitute regular contact with 
his children. His farmer wife, who had not wanted to keep 
him away from the children, readily agreed to bring them toa 
neutral place to meet him. Mr. À continued to visit frequent- 
ly and regularly during the next 4 years. 


Men who felt consciously or unconsciously guilty at 
having ended the marriage had great trouble in initiat- 
ing and maintaining visits with their children. Some of 


. these fathers had been devoted to their children; in 


fact, the father-child relationship had been especially 
important to them because their difficult marriages had 
brought father and child together to share many activi- 
ties. The father's guilt was often profound at having 
left an affectionate parent-child relationship. Others 


: felt guilty about leaving their children with a psycho- 


logically disturbed or otherwise incompetent mother 
or to pursue a different lifestyle or lover. 

Guilt led either to a decline in visiting or to a guilt- 
ridden flurry of visiting immediately after the separa- 
tion that was rarely sustained. When the father's guilt 
led to a decline in visits, this further reinforced the 
guilty feelings; it was not uncommon for fathers to 
project their self-blame onto the children and thereby 
justify discontinuing their visits. One such father re- 
ferred, with irritation, to the ‘‘bourgeois values” of his 
5-year-old, whom he had cared for tenderly during the 
marriage. 

Children took on new psychological significance for 
the parents involved in a marital breakup. They be- 
came important sources of self-esteem whose reassur- 
ance was sought and whose absence was feared: ‘‘She 
is a mood elevator for me," said one father of his 7- 
year-old daughter. Thev were needed as friends and 
helpmates and even counselors during lonely, stressful 
decision-making times: '* He understands everything I 
say before I say it,” Mrs. B said of her 6-year-old son. 
"Yesterday he advised me to remarry.’’ They were 
needed as prizes to be fought over; they became the 
only reliable allies in the marital battle. The complex 
dependence of adults on children for their self-esteem 
was especially apparent as fathers became vulnerable 
to their children in new ways that sometimes radically 
changed the balance of the relationship. Approximate- 
ly 25% of the men feared rejection by their children. . 
They were worried about the children's disapproval 
ánd anger because of the divorce. These fears, coupled 
with tyfeir own guilt and insecurity in the new visiting 
role, led many men to take on the Santa Claus role, 
which they found, emotionally burdensome and eco- 
nomically draining. Nevertheless, they persisted in. 
buying presents, which the children did not need, hop- 
ing to win the children’s affection ahd allay their own 
anxieties. Over 33% of both parents were in active 
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competitiorNwith each other for the affection and loy- 
alty of the children and resented the child's turning to 
the other parent. All of these factors threatened the 
fragile visiting relationship and generated stress. 


Factors That Eostered Visiting + 


е 
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All of the problems with visiting were counterbal- 
anced by the passionate, open yearning of the chil- 
dren, especially those younger than age 9, Бу the com- 
mitment of many fathers to their children, and by the 
interest of about half of the women in maintaining the 
visits. Other factors also fostered visiting. Fathers 
whose children expressed great pleasure in the visiting 
visited more. Fathers whose children were not angry 
at them over the marital breakup visited more. In ef- 
fect, fathers who were reinforced by the children’s 
pleasure visited more. Often the younger children pro- 
vided this reinforcement in full measure and were 
therefore visited more than older children, who were 
more difficult to please or to placate. The concern of 
men for children who had been left in the custody of 
depressed or psychologically troubled women led 
some to visit more. Fathers who were lonely, psycho- 
logically intact, and not depressed visited more. Fa- 
thers who were economically secure and better edu- 
cated visited somewhat more, and fathers in families 
where the relationship between the parents had 
calmed down and was no longer marked by intense an- 
imosity tended to visit more, although the mother’s at- 
titude toward the visiting was a less influential factor 
than we expected. 


DISCUSSION 


The visiting relationship that successfully outlived 
the marriage reflected not only the relationship of the 
predivorce family or the father’s and child’s motiva- 
tion to maintain their relationship but the psychologi- 
cal capacity of fathers, mothers, and children to adapt 
flexibly to the new conditions of the visiting relation- 
‘ship. Men who could bend to the complex logistics of 
the visiting, who could deal with the anger of the wom- 
en and the capriciousness of their children without 
withdrawing, who could involve the children in their 
planning, who could compromise between toially rear- 
ranging their schedules and not changing their sched- 
ules at all, and who could overcome their own feelings 
of rejection or guilt at the time of the divorce were 
predominant among those fathers who continued reg- 
ularly and frequently to visit. 

Our observations regarding the fragility of Ne vis- 
iting relationship at the time of the marital separation 
take on special meaning in light of our previous finding 
- that the relationship between children and their fa- 
thers 5 years after separation was significantly linked 
to outcome in bath boys and girls (9). We have report- 
ed that Children who were visited infrequently because 
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of the father's lack of interest or rejection during the 
years after the divorce were likely to suffer’ severely · 
diminished self-esteem (9). The most stressed children `` 
were those whose relationship with their father had' 
been close and affectionate during the marriage and С, 
who experienced a disruption in this relationship after ^ 
the divorce. Children found this sudden disruption in- 
comprehensible and remained unable to assimilate the 
loss and the intense hurt of the rejection during the 5 
years that followed (9). There is evidence in our work 
that the relationship between visiting father and child 
is most open to intervention immediately after the fa- 
ther has moved out of the household (9): Because the 
continued relationship emerged as a significant factor 
in good outcome, these findings suggest the father- 
child relationship in the immediate postseparation pe- 
riod as a specific target for preventive intervention. 
Strengthening the father-child relationship at this cru- 
cial time and helping the parents and the children.to 
master the new and complex demands of the visiting 
relationship could facilitate improved postdivorce i in- 
teractions. 

. After a marital separation, both parents and chil- 
dren, without rehearsal or available role models, need 
to adapt their feelings and mutual needs in the relation- 
ship to the narrow confines of a visit. We have concep- 
tualized this process as a funneling that requires com- 
plex, and sometimes exquisite, maneuvers from the 
several participants. The difficulties inherent in this 
compressive process have been insufficiently appreci- 
ated. Unfortunately, the courts and the embattled 
partners and their attorneys have focused on imposing 
restrictions and strict conditions that further encumber 
a relationship that, even under the best circumstances, 
needs encouragement. Divorcing families could bene- 
fit considerably from guidance during this. difficult 
transition, which could help them create new or main- 
tain close and affectionate bonds between the visiting 
parent and the child. 
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Evaluation and Modification of Exercise Patterns in the Natural 


Environment 


Ф Ыы 
BY KELLY D.:BROWNELL, РН.О.; ALBERT J. STUNKARD, M.D., AND JANET MICHELLE ALBAUM 7. 





Using a new experimental paradigm to evaluate 
physical activity in the natural environment, the 
authors made 45,694 observations of persons using 
stairs or an adjacent escalator at a shopping mall, 
train station, and bus terminal. In study 1, stair use 
more than doubled for both obese and nonobese 
persons during two 2-week periods when a colorful 
sign encouraging use of the stairs was positioned at 
the stairslescalator choice point. In study 2, stair use 
remained elevated for 15 consecutive days while the 
sign was present, decreased during a 1-month follow- 
up period, and returned to baseline by 3 months. 
These results not only demonstrate the usefulness of 
this paradigm, but also suggest the strength of simple, 
inexpensive public health interventions to increase 
physical activity. 





he physical activity of members of affluent so- 
T cieties has decreased markedly during the past 
century. The extent of this decrease is suggested by a 
two-fold increase in the prevalence of obesity in the 
United States since 1900, despite a 10% decrease in 
dailv caloric consumption (1, 2). This decline in activi- 
ty is noteworthy because inactivity is associated with a 
number of medical and psychological disorders (3). 
Physical inactivity is strongly related to obesity and 
coronary heart disease. Obese persons are less active 
than their thin counterparts (4-7). Inactivity can be ei- 
ther a cause or consequence of obesity, but it is known 
that exercise decreases body fat in obese humans and 
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animals (8-10). Coronary heart disease is more com- 
mon among sedentary persons than among physically 
active ones (11-16). Furthermore, physical activity 
may protect individuals against coronary heart disease 
(13, 14, 17), and persons with coronary disease may 
benefit from physical training (18-20). 

The physiological effects of exercise have been stud- 
ied under experimental conditions, but little is known 
about patterns of physical activity in the natural envi- 
ronment. Such information is essential before attempts 
can be made to modify these patterns. We present here 
an experimental paradigm for the study of physical ac- 
tivity in the natural environment and the results of its 
use in two studies. 

In many public places stairs and escalators are adja- 
cent, giving people an opportunity to choose one or 
the other. Evaluation of the characteristics of persons 
making this choice provides an unobtrusive measure 
of physical activity in natural settings. This method, 
which was used in a recent study (21), showed that 
obese persons used stairs less than did nonobese per- 
sons. 

The present report describes the measurement of 
the relative frequency of use of stairs and escalators to 
assess the impact of an intervention designed to in- 
crease activity. The first study assessed the effects of 
intermittent use of the intervention, and the second 
study evaluated long-term maintenance of changes 
produced by more prolonged use. 


STUDY I 
Method 


Subjects. A total of 21,091 observations were made 
of persons going up stairs or escalators in three public 
places where stairs and escalators were adjacent. The 
sex, race (black/white), age (over 30/under 30), and, 
weight (obese/nonobese) of each subject were record- 
ed. Subjects were considered over age 30 only if 
judged to be clearly over and were considered obese 
only if judged to be clearly so. Persons carrving bag- 
gage or items larger than an attaché case were ex- 
cluded, as were chiMren. A 

Setting. Observations were made during February", 
and March in three locations: a shopping mall, train 
station, and bus terminal. Observations were made onj 
the same day of the week during the same hours: 11:30; 
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Sign Employed to Encourage Use of Stairs 
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a.m. to 1:00 p.m. for the shopping mall, 7:30 a.m. to 
9:30 a.m. for the train station, and 3:30 p.m. to 5:30 
p.m. for the bus terminal. There were 30 steps at the 
shopping mall, 18 at the train station, and 24 at the bus 
terminal. 

Procedure. Observations were made by six under- 
graduate students and the authors. At each observa- 
tion site, four observers were located inconspicuously 
at the foot of the stairs and escalator. One observer 
each recorded data for men on the escalator, women 
on the escalator, and persons on the stairs. The fourth 
recorded data with each of the first three in turn to 
estimate reliability of the measures. Reliability data 
were collected for each category (sex, race, age, and 
weight) for 14.766 of the sample (3,105 subjects). Relia- 
bilitv coefficients were calculated by dividing the num- 
ber of agreements by the number of observations. 
There was agreement on 9796 of the observations for 
age, 9976 for race, 99% for weight, and 100% for sex. 

Experimental conditions. Observations at each site 
were made once a week for 8 weeks. In an ABAB ex- 
perimental design (22), the first two observations con- 
stituted a baseline phase (A), the next two were obser- 
vations during the intervention phase (B), and the se- 
quence was then repeated once. During the baseline 
phase, naturally occurring activity patterns were ob- 
served. The intervention consisted of placing a sign at 
the stairs/escalator choice point. The sign measured 
three feet by three-and-one-half feet and encouraged 
subjects to use the stairs (see figure 1). 

“ The percentage of subjects using the stairs did not 
differ between the two baseline phases or between the 
two intervention phases, so the two like phases were 
combined for analvsis. In order to examine the effect 
of several factors simultaneously, we calculated the 

oportion of stair users for all (27-532) combinations of 

vels of the five factors (sex, race, age, weight, and 
intervention). Angular transformation was then used 

ў transform the proportions to approximately normal- 








y distributed variables, permitting a weighted analysis 
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of variance (23). The effect of each variable was then 
determined after adjusting for the influénce of other 
factors. 


Results 


Figure 2 shows that the sign markedly increased the 
percentage of subjects using the stairs. The percentage 
of subjects using the stairs increased from the first 
baseline to the first intervention phase (5.3% to 
13.7%), then decreased when the sign was removed 
(7.196) and increased again when the sign was reinsti- 
tuted (1596). An average of 6.396 of the subjects used 
the stairs during the two baseline phases and 14.4% 
during the two phases when the sign was used 
(Е(1,64)=346.1, p<.0001). We found that the sign had 
similar effects across all sites and across all categories 
of subjects. The analysis of variance revealed several 
interesting effects of the site and category of subject. 

Effects of site. There were highly significant dif- 
ferences in stair use among the three locations 
(F(2,64)=38.7, p<.0001). Stair use during baseline was 
significantly higher at the shopping mall than at the 
train station or the bus terminal (x?—9.16, p<.002); 
stair use at the latter two sites did not differ. The inter- 
vention produced far greater increases in stair use at 
the shopping mall (7.2% to 17.8%) than at the train sta- 
tion (5.6% to 12.7%) or the bus terminal (5.9% to 
10.6%) (Е(1,64)= 15.5, p<.0002), and greater changes 
at the train station than at the bus terminal 
(F(1,64)=4.97, р<.93). 

Characteristics of subjects. During baseline only 
1.5% of the obese subjects used the stairs, compared 
with 6.7% of the nonobese subjects (p<.0001). The 
sign produced a highly significant increase in stair use 
for both groups (7.8% and 14.9%, respectively; 
p<.0001 in both cases), but the nonobese subjects con- 
tinued to show a significantly higher level of use 
(p<.0001). The intervention was equally effective for 
obese and nonobese persons. 

During baseline, significantly more men (7.4%) than 
women (4.9%) used the stairs (p<.0001), and the sign 
produced a highly significant increase for both groups 
(15.7% and 13%, respectively; p><.0001 in both cases). 
The differences between men and women remained 
significant (p<.0001), and the intervention was equally 
effective for both groups. 

Although stair use by blacks (6.8%) and whites 
(6.1%) did not differ significantly during baseline, sig- 
nificantly more whites (16%) than blacks (10.466) were 
influenced by the sign to use the stairs (у2= 53.6, 
p<.0001). The race X intervention interaction was 
highly Aignificant (F(1,64)—29.3, p<.0001). 

Stair use during baseline was greater for persons un- 
der 30 (8.7%) than for thosé.over 30 (3.9%). (x?= 102.4, 


p<.0001). The percentages for subjects under 30. 


(18.4%) and over 30 (10.2%) also differed during the 
intervention phase (’=145.8, p<.Q001).~{he inter- 
vention X age interaction was not significant, in- 
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FIGURE 2 *. . 
Percent of Study* 1 Subjects Using Stairs at AH Three Sites During 
Baseline and intervention Phases 
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dicating that both age groups responded similarly to 
the sign. 


STUDY 2 


Study 2 was designed to address two issues raised 
by study 1. First, repeated exposure to the inter- 
vention was evaluated (in study 1 subjects were ob- 
served after a single exposure to the intervention). 
Second, the long-term maintenance of changes in ac- 
tivity was measured by observing the same group of 
people over time. 


Method 


Subjects, setting, and procedure. A total of 24,603 
observations were made using the same procedures 
described in study 1. Observations were made at a 
commuter train station in the business district in 
downtown Philadelphia from 7:30 a.m. to 9:00 a.m. on 
consecutive days, excluding weekends, from May 
through August. Since the observations were made be- 
fore commercial businesses opened, there were few 
tourists in this part of the city; and because the same 
trains entered the station during the observation 
hours, the likelihood that the same people were ob- 
served each day was maximized. There were 18 stairs 
at this site. Reliability data were collected for 12.5% of 
the sample (3,065 subjects). There was agreement on' 
9596 of the observations for age, 9976 for race, 9X6 fer 
weight, and 99% for sex. 

Experimental conditions. An ABA, experimental de- 
sign was used with two follow-up assessment periods. 
During the initial baseline phase (A), observations of 
stair/escalater use, Were made for 5 consecutive days. 
In the subsequent intervention phase (B), the sign used 
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FIGURE 3 
Percent of Study 2 Subjects Using Stairs Before, During, and Anter 
intervention 
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in study 1 was displayed for 15 consecutive days. A 10- 
day withdrawal-of-intervention phase (A) followed, 
during which the sign was not displayed. Two 1-week 
follow-up phases were then completed, during which 
the sign was not displayed; the first took place 1 month 
and the second, 3 months, after the last day of inter- 
vention. Statistical analyses were identical to those 
used in study 1. 


Results 


Figure 3 shows that the percentage of subjects using 
the stairs increased significantly from the baseline to 
the 3-week intervention phase (11.6% to 18.3%) 
(Е(1,11)=175.4, p<.0001). The percentage of subjects 
using the stairs was 15.5% during the 2-week with- 
drawal-of-intervention phase, 15.6% at the 1-month 
follow-up, and 11.9% at the 3-month follow-up. An 
analysis of variance revealed that stair use varied sig- 
nificantly across phases (F(4,11)=78.6, p<.0001), but 
that there was no significant variation in stair use with- 
in each phase. ` 

To evaluate stair use across phases, the Studentized 
range test was used (23). The .05 level was used, and 
the test revealed three distinct groups: the intervention 
phase, the withdrawal-of-intervention and 1-month. 
follow-up phases, and the baseline and 3-month fol- 
low-up phases. No significant differences were fou 
within each of thes® three groups. The imerventio 
phase featured significantly more stair use than the 
withdrawal-of-intervention and 1-month follow-up 
phases, and these phases in turn had significantly more і 
stair use than the- baseline апа 3-month follow-up \ 
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TABLE 1 a 
Fercent of Subjects Using the Stairs Before, During, and After Intervention? i , 
` Withdrawal of One-Month Three-Month 
Baseline Intervention .. Intervention Follow-Up Follow-Up Overall 
" Characteristi® 2% x p % x p % xX p % x! р Ф xX p.70 x р 
Age ! : 
Under30 13.3 63 .01 19.0 1.7 .19 17.0 6.3 .01 17.2 3.3 07 14.2 6.8 .009 17.0 20.5 .0001 
Over 30 10.4 17.9 14.5 14.7 10.6 14.9 
Sex 
Male 14.7 27.8 .0001 20.1 18.6 .0001 17.1 9.5 .002 18.4 17.5 .0001 14.6 15.6 .0001 17.9 77.7 .0001 
Female 8.8 16.7 14.2 12.8 9.5 13.8 
Касе А ' 
White 11.7 .8 .38 18.5 1.9 .168 15.9 7.3 .007 16.0 5.5 .02 121 1.3 .25 16.0 14.0 .0001 
Black 3.8 16.5 10.9 10.1 9.1 12.8 
Weight 
М№опозеѕе 11.8 3.3 .07 18.8 39.3 .0001 16.0 20.8 .0001 160 8.3 .004 123 7.3 .005 16.1 83.0 .0001 
Obese 5.6 4.8 42 6.2 2.8 4.9 
aThe x? and p values designate differences between groups within an experimental phase. 
phases. The intervention significantly increased stair DISCUSSION 


use. Much of the sign's effect remained when the sign 
was removed and persisted as long as 1 month later. 
Only after a 3-month follow-up did stair use decline to 
baseline levels. The sign's effect did not diminish dur- 
ing the 3 weeks it was displayed. . 

Characteristics of subjects. Chi-square tests were 
used to determine differences between subgroups 
within each phase (see table 1). Obese persons used 
the stairs significantly less than nonobese persons dur- 
ing.each experimental phase. Stair use by obese per- 
sons remained fairly stable across all phases, and non- 
obese persons showed significantly greater response to 
the sign than did obese persons (F(1,40)-7.67, 
p«.008). Over all phases, stair use by obese persons 
(4.9%) was less than use by nonobese persons (16.1%) 
(F(1,82)291.2, p<.0001). 

Men were significantly more likely to choose the 
stairs than were women during each experimental 
phase. Over all phases, 17.996 of the men and 15.896 of 
the women used the stairs (F(1,82)=98.1, p<.0001). 
Both groups displayed significant increases in re- 
sponse to the sign, but after it was removed the wom- 
en's stair use returned to preintervention levels more 
rapidly than did the men's (F(4,82)=2.8, p«.03). 

In all phases combined, 16% of the white subjects 
and 12.8% of the black subjects chose the stairs 
(F(1,82)— 18.7, »«.0001). Whites and blacks respond- 
ed equally to the sign and increased stair use signifi- 
cantly. There was a trend, although not statistically 
significant, for blacks to return to preintervention lev- 
els of stair use more rapidly than whites. 

Subjects under age 30 used the stairs significantly 
more than did subjects over age 30 during all phases 
po the intervention phase. Thé age х phase inter- 

| ction was not significant, indicating that the two age 

groups did not differ in response to the intervention, 

withdrawal cf the intervention, or ше long-term ab- 
ence of the intervention. 


These studies demonstrate the utility of a simple 
paradigm for the study of physical activity in the natu- 
ral environment (21). Stair versus escalator use is an 
instructive measure because 1) the activity is common 
to many people; 2) large numbers of subjects can be 
studied, thus allowing comparisons of subgroups ac- 
cording to sex, weight, age, and so forth; 3) in certain 
locations the long-term behavior of individuals can be 
evaluated; 4) the behavior appears to be sensitive to 
interventions designed to change it; and 5) perhaps 
most importantly, the behavior can be observed in the 
natural environment. 

The study of behavior in the natural environment 
provides a valuable supplement to laboratory studies 
with their artificial and reactive quality. The results of 
studies of eating behavior in natural settings have of- 
ten differed from those of studies conducted in the iab- 
oratory, and vigorous efforts are being made to devel- 
op experimental paradigms for studies of eating in nat- 
ural settings (24, 25). Similar efforts are needed for the 
study of physical activity. 

The most striking finding of these studies is the re- 
markable propensity for physical inactivity, as mea- 
sured by stair use in the presence of an escalator. Dur- 
ing baseline observations, only 6.3% of the people 
used the stairs in study 1, and only 11.696 used the 
stairs in study 2. This inactivity occurred even though 
the stairs were often more accessible than the escala- 
ters; people frequently waited in a crowd before gain- 
ing access to the escalator. 

Although the purpose of these studies was to devel- 
op a paradigm for the study of physical, activity, the 
finding that the sign increased stair use suggests a new 
means for increasing activity. Despite the apparent, 
virtues of exercise, relatively few persons engage in 
long-term programs of vigorous phy&jcal aetjvity. Vig- 
orous programs are useful for those who are able and 





thé obese forsexample, will not enter or complete a 
strenuous exercise program. Of those who initiate a 
program, 30% to 50% terminate it prematurely and 
even more fail to adhere to the prescribed regimen (26, 
27). For this reason, behavioral programs for weight 
control emphasize modest changes in routine activities 
such as walking and using stairs. Making these modest 
changes in the daily routine holds the promise of in- 
creasing adherence to activity programs. One study, 
for example, found that adherence and reported satis- 
faction were greater for persons prescribed a program 
of walking than for those prescribed a more vigorous 
regimen (26). 

Using stairs produces a surprisingly large ex- 
penditure of energy, even larger than that for such 
strenuous activities as jogging, swimming, cycling, 


and calisthenics (28). The caloric expense of sub- 


stituting walking up and down two flights of stairs each 
day for using an elevator or escalator amounts to 2.7 
kg for an average-weight (80-kg) man over one year. 
Modest increases in physical activity have been 
viewed favorably in weight reduction programs be- 
cause activity may influence appetite as well as energy 
expenditure. Mayer and Thomas (29) demonstrated 
that increased physical activity in sedentary Sprague- 
Dawley rats not only increased caloric expenditure but 
actually decreased caloric intake at low levels of activ- 
ity. Similar and probably more powerful effects have 
been reported in the Danforth yellow mouse (30), the 
dietary obese rat (31), other animal species (32-34), 
and even young children (35). 

Routine activity such as walking and stair climbing 
may also have cardiovascular benefits; tests of these 
programs are being carried out. In a study of civil serv- 
ice workers in Britain, Morris and associates (36) 
found that regular stair use was one of thé few activi- 
ties associated with reduced risk of coronary heart dis- 
ease. Ballantyne and associates (26) found reductions 
in plasma lipoproteins after a walking regimen, and 
several studies (37, 38) have shown increased cardiac 
efficiency in response to walking programs. 

The results from both studies show that a simple 
sign can increase use of the stairs and that the mainte- 
nance of these changes is a critical issue. Recent stud- 
ies (39-41) have shown that there is limited mainte- 
nance of even large behavioral changes in programs 
for reduction of risk factors, such as those for obesity, 
smoking, and hyperlipidemia. In study 2, increased 
stair use persisted with no decline for the 15 days the 
sign was in place. After the sign was removed, stair 
use decreased promptly but remained signifitantly 
higher than baseline levels for at least 1 month. Stair 
use finally declined to baseline levels by the three- 
month follow-up. Given the minimal intervention, it is 
surprising” that these changes in activity were main- 
tained this‘long. + 

The pefcen ntage of persons choosing the stairs in 
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these studies (6.3% and 11.6%) was remarkably nias 
to that in an earlier study of stair/escalator choice 
(6.1%) (21). In the present studies, nonobese persons 
used the stairs more than obese persons, men more ' 
than women, and persons under 30 more than persons 
over 30. Meyers and associates (21) also found that 
obese persons are relatively inactive, but found no dif- - 
ferences in activity according to age. Stair use in re- 
sponse to the sign increased significantly among men, 
women, blacks, whites, persons over and under age 
30, and nonobese persons. In study 1 there was a sig- 
nificant increase for obese persons, whereas in study 2 
stair use for obese persons remained stable throughout. 
The explanation for this difference is not apparent. 
There were several interesting differences among 
the subject subgroups regarding the response to the 
sign and the maintenance of changes. In study 1 whites 
were more responsive to the sign than blacks, but both 
groups were equally responsive in study 2. However, 
there was a trend for stair use to decline more rapidly 
for blacks than for whites once the sign was removed. 
Similarly; men and women showed equal response to 
the sign in both studies, but the decline in stair use 
after removal of the sign was more rapid for men than 


.for women. These findings are puzzling and suggest 


that various subgroups of the population might re- 
spond differently to efforts to change health behaviors. 
! 
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T Role of Humor and Folklore Themes in Psychotherapy 
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In tke alternation of deconstitution and constitution 
that is fundamental to human life, humor has a useful 
role, mainly as a deconstituting force, whereas 
folklore emphasizes the revitalization of existence. Yet 
humor can be harmful in situations where there is a 
lack of mutual respect, and it can be growth-retarding 
if it becomes a substitute for needed change. The 
effectiveness of humor and folklore themes is 
proportional to the genuineness of the interpersonal 
relationship. In folklore, humor reinforces the 
injunction to seek wider worlds beyond the one that 
has become monotonous and stifling. Humor and 
folklore themes can, therefore, prove helpful when 
used judiciously in psychotherapy. 





Remember laughter! You'll need it even in the blessed 
isles of Ever After. 


—James Thurber (1) 


his paper explores the idea that humor and folklore 

Iift us beyond the ordinary, blindly accepted limits 
of the everyday world and can therefore have impor- 
tant therapeutic implications. 

The numerous and often overlapping interpretations 
of the meaning and function of humor include pleas- 
urabie, vicarious release of suppressed emotions or in- 
stincts; satisfaction in a one-upmanship game; and joy 
in mastery, in sudden discovery, or in being defeated 
by a good punch line (2-4). I wish to emphasize опе 
important and apparently universal feature of humor— 
especially of jokes— that is implicit in most other inter- 
pretations. This is a sudden change in or widening of 
the recipient's experiential horizon. 

This formulation might be viewed as a variant of the 
observation that jokes permit the release of uncon- 
scious wishes or impulses. However, it encompasses 
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more. A change in an individual's experiential horizon 
may well uncover repressed or otherwise taboo data. 
However, it also reveals a wealth of feelings, ideas, 
and attitudes that are not yet, or are no longer, part of 
the individual's current reality. The ''state of unreal- 
ity" created by the humorous situation (4, 5) is then 
the vision of a different ‘‘world design.” 

The recipient's world design (i.e., the way he has 
structured his existence) is suddenly, albeit temporari- 
ly, modified as a result of the punch line of a joke. This 
world design is a crucial aspect of an individual's iden- 
tity, and considerable anxiety may be aroused when it 
is suddenly altered in other than humorous situations. 
What is it that causes mirth rather than fright when a 
joke is told?. 

Although there are good reasons for equating a per- 
son's world design with his identity, genuine human 
relationships that are intersubjective (rather than tech- 
nical, manipulative, or interobjective) are equally im- 
portant to one's identity. Such relationships are non- 
exploitative and characterized by unconditional re- 
spect and tolerance. It is primarily when assured of his 
identity by such a relationship that a human being is 
willing to explore new and wider world designs and 
has less need to cling to his habitual one. 

We find some of the qualities of intersubjective rela- 
tionships in those social gatherings that produce vari- 
ous forms of enjoyable humor. Mutual respect, per- 
missiveness, warmth, and absence of exploitation. 
create an atmosphere in which jokes are appreciated. 
In turn, jokes invite intimacy (4). 

Some of these observations about humor are also 
applicable to folklore. In fact, various forms of humor 
enhance the effectiveness of fairy tales (6). Folklore 
revolts against everyday reality inasmuch as it always 
turns to some extent against the established and rigid 
religious, political, social, or moral order, thereby 
opening new sources of vitality (7). Whether Beowulf 
defeats Grendel so that life can return to Herot, or 
whether the fairy-tale hero overcomes the һоїї 
king, the established order is always overthrown, ех- 
panded, modified, or revitalized. Like humor, folklore 
aims at the widening of overly rigid world designs, but 
it portrays the widening as a lasting achievement 
rather than a transitory glimpse.! \ 


п addition to humor and folklore, there are other human mani- 
festations that involve modifications of the individual’s world design 
including play (8), dreams, art, philosophic insights, and psychotic 
and neurotic symptoms. 
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THERAPEUTIC IMPLICATIONS 


Humor is an initial uncomplicated attempt at reveal- 
‘ing new and wider horizons and can therefore further 
the growtheof the person who is able to integrate some 
* of the new vistas in his world design. However, humor 
can also be used easily to avoid change when a joking 
individual pretends to be open to wider options but 
rapidly reverts to his habitual, narrow world design, 
thus deceiv:ng himself and others. At worst, joking in 
psychotherapy is а ‘‘playing at change" that allows 
therapist and patient to retain their uneasy security in 
their unchanging individual existences. At best, И is a 
helpful revelation of new options. It is the quality of 
the therapeutic relationship that determines whether 
humor becomes a holdfast or a growth-enhancing 
force and whether humor is a defense or involves 
meaningful suggestions that become integrated in the 
patient’s lifestyle. 

This is also the case with folklore. When humor or a 
folklore theme is introduced in psychotherapy, it is im- 
portant that the therapist underline its seriousness by 
rephrasing it and pointing out its pertinence to the pa- 
tient’s current manner of being in the world. A thera- 
pist would not allow a dream to be sidestepped with 
the remark that it is ‘‘only a dream,” and he must not 
allow a joke, a reference to a myth, or the mention of a 
fairy tale to be so dismissed. 

There are no rules for determining how, when, and 
where humorous or folklore themes should be pointed 
out or inserted in the psychotherapeutic situation. In 
fact, the more systematically the use of such themes is 
planned, the “ess effective it is likely to be. Their prop- 
er use depends primarily on the therapist's sensitive 
appreciation of the current relationship's quality, the 
patient's receptivity to such themes, and the relevance 
of the tale or witticism. The therapist must also have 
keen insight into inauthentic or defensive factors that 
prompt him to focus on a particular anecdote or to 
make a humorous remark. Such factors range from at- 
tempts at warding off anxiety-producing situations to 
veiled manipulations and inordinate needs to be liked 
and admired. Kubie (9) cautioned against the use of 
humor in psychotherapy and listed 16 potentially de- 
- structive effects. Similarly, Reik (10) pointed out how 
jokes are used to hide problems or conflicts. 

On the other hand, Levine (4) stressed the rebellious 
qualitv of humor that represents a voluntary with- 

al from “‘reality’’ in contrast to involuntary, mal- 
adaptive, pathologic withdrawals such as neuroses and 
psychoses. He saw humor as an intrinsic and essential 
component of the normal growth process and stressed 
its, use in psychotherapy as a means to facilitate the 
awareness of profound insights. HÉrshkowitz (11) saw 
he use of humor in psychotherapy as a way of pre- 
senting ambiguities that are acceptable, even sought 
after, and that may serve to make the patient tolerate a 
orld that is not always clear-cut. Grossman (12) men- 
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tioned that a patient's favorite joke often pP in- 
sight into otherwiseobscure areas of cofiflict. Finally, 
a patient may be more willing to tell his favorize jokes . 
than to remember dreams, and, unlike dreams, jokes 
and folklore themes are at the disposal iL: oth mem- 
bers of the treatment dyad. 


CLINICAL EXAMPLES 


I will present clinical examples of the occurrence 
and uses of humor and folklore in therapy. For the 
sake of clarity I will separate what the patient brings 
forth from what the therapist introduces during the 
sessions. In practice, however, this separation is 
rarely clear-cut, as the effectiveness of humor or folk- 
lore emerges only in the dialogue between therapist 
and patient. 


Humor and Folklore Mentioned by Patients 


Humor expressed in waking life. Meaningful and hu- 
morous was the statement by a patient sufferinz from 
impotence that ‘‘The body is nasty; it’s just something 
you carry around dangling below your brains!"' In an- 
other instance, an. exceedinglv bright and anxious 
young patient was first able to express his ambivalent 
feelings toward the therapist by asking him whether he 
had personalized license plates. When the psycLiatrist 
looked puzzled, the patient remarked casually, “I saw 
your car in front of your office and wondered whether 
the BBS on the license plate stood for ‘Big Bull- 
shitter’! 

Humor expressed in dreams. Not ШЕШУ ра- 
tients recognize puns in their dreams. А very obese 
lady who was forever deciding to start dieting the next 
day dreamed of receiving a phone call from a stranger 
who insisted he was “Тот Morrow.” Exasperated, she 
woke up and started to laugh as she recognized her 
pun. 

Folklore related to waking life. Patients often -ecall 
their favorite fairy tales or the epic heroes or heroines 
they once identified with. A very lonely patient longing 
for warmth and affection mentioned his frequent child- 
hood fantasy of being the-little boy loved by Hans 
Christian Andersen’s Snow Queen. The distortion of 
the actual tale proved quite significant: the patient had 
managed to turn the icy, rationalistic queen into a 
warm, caring lady. 

Folklore in dreams. At times patients describe 
d reams or daydreams whose themes are strikingly 
analogous to those of well-known folklore. A young 
man terrified of women dreamed of traveling around 
like Perseus, carryirfg a larbe mirror and feeling safer 
when looking only at the reflection of pretty giris. This. 
led us to discuss Sartre's belief that the participants in 
an interpersonal relationship tend to reduce each cther 
to objects or things (the Medusa complex). 








| HUMOR AND FOLKLORE sSHEMES 
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а Folklore Introduced by the Therapist 
А : 4 

Humor in everyday situations. A therapist must. be 
empathetic and keenly aware of his feelings toward the 
patient wh he decides whether the introduction of a 
particular humorous theme is appropriate. For ex- 
ample, a middle-aged, eternally frustrated woman re- 
lated that she was given a $35 raise when she had not 
expected more than $10; she immediately proceeded 

. to enumerate reasons why this raise still represented a 
painful slight. I responded by telling the story of the 
bov who lost a quarter but was given another by a 


passing, compassionate gentleman. The boy started to.’ 


cry again after a few seconds, and the man turned 
back, asking why he was still unhappy, even though he 
had received another quarter. The boy whimpered, ''If 
I'd not lost my first quarter, Га now have half a dol- 
lar" Laughing, the patient was able to acknowledge 
her affinity with the youngster's attitude toward life. 

^. Humor in dreams. The therapist may point out puns 

and humorous situations in a patient's dreams that he 
or she had not been aware of. An ex-nun longed des- 
perately for male affection and support. She dreamed 
she was in a large church where she stumbled down a 
. Stairway and fell into the arms of an ex-priest whose 
name was Armstrong. She did not immediately. recog- 
nize the pun related to her wish to. be taken into the 
arms of a strong man. 

An unhappily married woman kept assuring me that 
she had never hated anyone. However, she was both- 
ered by a recurring dream in which she was preparing 
a breakfast tray for her tyrannical husband. When she 
finally placed the salt shaker on the tray, the label al- 
ways read, to her great surprise, ''arsenic." Only 
gradually was she able to acknowledge. the dream's 
macabre humor. 

Ionce commented to a very prudish woman that her 
dream of ''teaching insects" 
wished.for ‘‘teaching in sex." As if to chide me, but 
again, totally. unaware of the pun, she reported at the 
next session a dream that centered on a "talking 
duck" (“talking ‘doc’ '"). и : 

Folklore in everyday life. Fairy tales were used to 

“interpret everyday life situations by prophets, poets, 
and philosophers long before Freud emphasized the 


Oedipus myths, before Jung recognized in them arche- . 


tvpal images, and before transactional analysts began 

-to view them as scripts. The choice of themes is great, 
and.there are numerous ways of using them in psycho- 
therapy. On several occasions I illustrated the hidde 
purpose of a patient's self-denial with Odysseus’ fa- 

. mous ruse in the. cave of Polyphemus, whom he told 
that his name was ''Nobody."' As you may remember, 
Odysseus: escaped from the cave-and was.saved be- 
cause the blinded giant could not get his giant friends 
to help him when he told them "Nobody" had blinded 
him. - 


bd of success being followed by ТР 18 


might mean that she. 


Am J Psychiatry 137112, Шай 1986 ; 
a 


Eo . i 4 c 
portrayed in the tale.of Polycrates, the prosperous rul-` 


er of Samos. As Polycrates' good fortune increases, 
his friend becomes more uncomfortable .and even- 


tually flees from the island, convinced that the gods ' 


will punish. the unbounded success of aemortal: .À 
young engineer to whom І told this saga. was deeply 
moved and began to recall that when he was younger 


his parents often yelléd at him and told him he was 


worthless whenever he began to feel happv and suc- 


cessful: 

Folklore in dreams. Numerous occasions have been 
reported in which folklore promoted a. deeper under- 
standing of dreams (13). A man with many sexual 
problems reported to me recently a dream in which he 
experienced considerable confusion in regard to the 
correct anatomical placement of his genitals. I was re- 
minded of an episode in the Winnebago trickster cycle 


where Wakdjunkaga carries his penis and scrotum in a. . 


bag on his back, learning only gradually their proper 


placement: The story helped the patient in recognizirg 
that our body image is not simply given; it results from 
our choices or responses in the face of various experi- 
ences originating within ourselves and in our early en- 


‘vironment. 


DISCUSSION 


The examples I have given do not include the ñu- 
merous humorous implications of verbal and non- 
verbal communications in psychotherapy. These can 
be captured only by videotapes. It is important that the 
therapist be as aware of them as possible. In addition, 
there are many hybrids of humorous and seemingly 
paradoxical responses. Other treatment modalities, 
such as psychodrama, role playing, and gestalt thera- 
py, are marginally related to humorous approaches. 
These modalities also bring into focus, and allow the 
questioning of, one-sided rigid presuppositions. An 
analogous function is performed, on a collective level, 
by the pranks of tricksters in folklore and by ritual 
clowning. Tricksters and clowns are allowed to break 


most social or tribal taboos, which are thereby placed . 


into perspective and become amenable to criticism cr 
modification. Even if these taboos are not modified ap- 


preciably in the long run, they appear less narrow and : 


stifling when viewed against a previously ignored, var- 
iegated background. 


Focusing on the background accomplishes, esa 


cially in wit, a reversal that can be likened to the well- 
known picture of two profiles facing each other that 
turns into a vase by reversal of figure and. ground. An 
old joke illustrates this well: A schoolteacher intends 


to demonstrate thef evil effect of alcohol on living 
things by placing one worm in a glass filled with water 


and the second in a glass filled with vodka. The second 
worm shrivels up and dies immediately, but the first 
keeps on swimming around happily. When the class is 
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asked about the moral of the experiment, Johnny ea- 
gerly raises his hand and declares, “If you drink 
enough vocka, you won't get worms!"' 
. The state of unreality created by the humorous situ- 
ation or by*certain folklore themes can be viewed as a 
' new potent.al reality. By the adoption of the humorous 
attitude or by identifying with the folklore protagonist 
we are free to think of doing outrageous things, to ex- 
perience outrageous feelings, to contemplate outra- 
geous actions, and to enjoy them without guilt (4). We 
thus gain a wider perspective of our everyday social 
and personal reality. 

Humor, ritual clowning, role playing, and folklore 
make us more critically aware of habitual lifestyles by 
setting them off against others. By placing before us 
alternate, different, and wider worlds beyond our ha- 
bituel world-designs, they reveal the presuppositions 
upon which our existence is built, or the scripts and 
hidden commitments by which we live. They may 
prove beneficial by encouraging the incorporation of 
some of these optional ways of being in the world into 
our everyday life. However, they often prove benefi- 
cial even when they do not lead to an observable 
change in our everyday lifestyle. Increased awareness 
that our individual or cultural world is always a re- 
stricted, chosen one and recognition of the fact that we 
could choose otherwise can promote a meaningful, 
new, freer recommitment to our present world. Some- 
times psychotherapy focuses too much on change, 
growth, and exploration of potentials, overlooking that 
for some individuals the deliberate, free commitment 
to a very limited range of interests may be quite au- 
thentic. 

When voicing an idea wittily, or telling a joke, or 
responding to a patient’s humor, a therapist must be 
genuine and capable of savoring the comical. At the 
same time, he must remain alert to the opportunities 
that humor offers for recognizing and evaluating 
unacknowledged feelings, unexpressed thoughts, and 
neglected options. Each opportunity can be explored 
in depth to enable the patient to reconsider the feasibil- 
ity of feelings, thoughts, and options veiled and re- 
vealed by the humor. Otherwise, humor easily be- 
comes a means of skirting important issues. Such 
skirting is also seen when patients smile or laugh at 
their weaknesses and predicaments, and focusing on 
its defensive features may prove helpful. 

Similar considerations hold for the effectiveness of 

ore taemes mentioned in the course of treatment. 
It is desirable that the therapist have at his disposal a 
wide repertoire and a broad understanding of the hid- 
den, multifaceted meanings of these stories. 

The examples presented earliep were chosen for 
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their simplicity and their usefulness in illusufititg a 
few basic points rafher than for their wittine’ , their , 
symbolic depth, cr their therapeutic effectiveness. All 
therapists, wittingly or unwittingly, use witgn psycho- 
therapy, and most will occasionally introdpice а folk- 
lore theme, even if it is only the Oedipus myth. In my 
own work with patients, the use of humor or folklore is 
never preplanned. With some patients I rarely find the 
occasion to introduce or interpret such themes. The 
themes usually arise spontaneously within my own or 
my patients’ consciousness. The only task, then, is to 
decide whether, in what form, and at what point during 
the psychotherapeutic interactions they can be used 
propitiously. 


CONCLUSIONS 


pi 


"Remember laughter!" is Golux's parting remark in 
Thurber's delightful fairy tale (1). The smiling Buddha, 
the jesting Zen master, the tricked trickster, and Don 
Juan in Castaneda's novels all manifest their authen- 
ticity by various qualities of laughter. Without this 
basic potential, without humor, all other forms of tran- 
scendence become unreliable. Dreams, philosophy, 
art, psychotherapy, and folklore need not always in- 
clude humor, inasmuch as they are more complex, en- 
during, and committed endeavors. Yet thé dreamer, 
the bard, the philosopher, the artist, or the therapist 
who is incapable of laughter and wit is bound to be 
ineffective in affirming, expanding, deepening, and en- 
riching his world or that of his fellow man. 
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Charismatic Religious Expérience and Large- 


: Group Psychology 


T he recent upsurge of charismatic religious sects in the United States and West- 
ern Europe has attracted considerable public attention. Religious revitaliza- 
tion movements in the Arab world and Southeast Asià have even assumed politi- 
cal significance. The psychological phenomena inherent in these groups raise im- 
portant issues for psychiatry. We will comment ori them after characterizing these 
groups. | A 

Charismatic large-groups typically have more than a score of members (usually 
many more) and are characterized by the following dynamics: 1) a consensual 
belief system, 2) highly cohesive membership, and 3) extensive influence on mem- 
bers’ behavior and lifestyles. On these counts, they contrast in size and character 
with the small social group, such as that used in traditional psychotherapy. Little 
consideration has been given to large-group dynamics in the psychiatric literature, 
although some is afforded in relation to group therapy training, as developed by 
Rice (1). | 

As social structures, charismatic large-groups are relatively short-lived, but 
they may go through a process of institutionalization after some years, as de- 


scribed by Max Weber. They are frequently led by a charismatic figure to whom. 


preternatural powers may be imputed. Some associated phenomena may be un- 
settling, such as the sudden induction to seemingly alien beliefs, mass experiences 
of hallucinatory phenomena, grossly deviant behaviors (even self-destructive, as 
in Jonestown), and abrupt abandonment of antecedent social ties. Many such 
groups have been chartered as established religions and are protected by constitu- 
tional safeguards. While these groups may employ age-old approaches, they chal- 
lenge our attempts to understand them within modern psychological theory. 
Who joins modern charismatic sects? Some observers have found that members 
‘are generally young adults from middle- and upper-middle-socioeconomic class 
families, sometimes with unhappy family relationships (2). Galanter's paper, 
"Psychological Induction into the Large-Group," provides information system- 
atically collected during recruits’ induction into one large sect, the ‘‘Moonies.”’ 
Those who ultimately joined the groups scored considerably lower than age- and 
sex-matched control subjects for psychological well-being and had weaker inter- 
personal ties outside the sect than those workshop members who chose not to 
join. Such sects address the dual problems of alienation and unhappiness among 
their potential recruits, providing a belief system that is rapidly accepted by induc- 
tees. > ; 
After a period of membership, however, elaborate psychological defenses may 
be necessary to sustain members' relationships to the group and its leader. 
Deutgch's paper, ''Tenacity of Attachment to a Cult4Leader," provides a rare 
glimpse, throtgh psychiatric eyes, of the mechanisms used by one cult's members 
to abide by a disturbed leader. They demonstrate the fragility of everyday ratio- 
nality in the face of the forces inherent in a charismatic large-group. 
. Shaver studied a large national sample of adult women with a mean age of 35— 
more than a decade older than typical recruits to the charismatic sects. In ‘‘Reli- 
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giousness, Conversion, and Subjective Well-Being: The ‘yiealthy-Minded’ Religion 
of Modern American Women” he provides systematic data on the childhood 
experiences of religious converts (primarily to traditional denominations) an 
д those who had maintained the same religious affiliation all their lives. The conves 
р ы reported being less happy, less religious, and more lanely in childhood than 
women who had not undergone conversion. Studies such as this one, using natiop- 
al samples, may be necessary to appreciate the extent of religious conversion 
within the American population. Among Shaver's sample, 1776 currently belonged 
to a religion to which they had converted ‘‘out of deep conviction." 
Conversion experiences guide us to useful insights regarding psychiatric nosol- 
ogy. Transcendental experiences and visions have been reported among ‘‘nor- 
mal” individuals undergoing ecstasy and meditation. William James wrote a clas- 
sic description of such events, which also occur in the absence of group sugges- 
tion. Similar experiences involving modern sect members have been documented 
under better controlled conditions (3). It is of interest that many of these tran- 
sient, self-limited experiences conform to standard definitions for the first-rarik 
symptoms of schizophrenia. The occurrence of psychotic-like phenomena in the 
religious or meditative context raises questions about possible biosocial aspects of 
these symptoms in psychopathological conditions. Have we come to under- 
estimate the role of cognitive and social induction in eliciting and modulating psy- 
chosis? 
Therapeutic influences of large-group experiences also merit attention. Affilia- 
tion may lead to an improvement in affective state, thereby providing a basis for 
reorganization of behavior patterns. The influence of informal social controls (as 
contrasted with formal legal or police action) within the subculture is important 
for the diminution of behaviorally related pathology. Diminished drug and alcohol 
use among members of modern charismatic sects (3, 4) illustrates the potency of 
such behavioral influences—all the more impressive in light of the therapeutic 
failures in altering patterns of drug use. 
Equally impressive is the role of religious conversion in alteriag character- 
ological adaptation. Pattison and Pattison, in their article ‘* 'Ex-Gays': Religious- 
ly Mediated Change in Homosexuals,” report on 11 mea who changed from exclu- 
sive homosexuality to exclusive heterosexuality after experiencing religious con- 
version. The transformations occurred without explicit religious instructions, 
since none had revealed his homosexuality to his religious group. This again illus- 
trates the power of informal social controls within reference groups. 
Personal change in the large-group setting occurs in a variety of therapeutic 
contexts not usually identified as religious. Alcoholics Anonymous, professionally 
directed programs, such as Soteria House for the treatment of schizophrenia (5), 
and certain drug-treatment therapeutic communities employ similar methods. 
Mass media have facilitated the rapid spread of ideologically oriented self-help 
groups, such as women's consciousness-raising groups and est. Since these 
groups aré sometimes therapeutic in their effects, might they represent a cost- 
effective alternative to traditional psychotherapy in certain cases? Like religious 
groups, however, these self-help activities usually entail an ideological engage- 
ment and strong, cohesive ties—- commitments that many choose not to make. 
Ethical issues and long-term side effects from ideological conversion are also im- 
mm portant considerations. 
Rapidly growing, highly cohesive sects that greatly affect their devotees’ lives 
tend to appear in contexts of rapid ѕйсіа] change, disjunction between traditional 
symbols and new values and attitudes, and social oppression of disenfranchised 
individuals without a group identity (65 7). Hierarchical relationships and the loci 
> of power may change dramatically in such situations, either in people's ‘per- 
ceptions or in fact. It is to be expected, then, that politi€al activities will frequent- 
A ly coincide with cult movements, varying from nonviolent crusades to violent. 
| rebellions against the established order. | : : 
How might the social and psychological effects of groups be used by the profes- 
) sional mental health community? Social readjustment among patients with chron- y А 
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| ic or recurknt disorders is often limited by disillusionment and alienation. Reha- 
bilitation сай be hastened by peer-oriented groups, such as Recovery, Inc., Alco- 


holics Anonymous, and Pills Anonymous. Few office practitioners have 
maximally integrated these peer-led groups with traditional therapies. Bridges 3 
need to be built and specific techniques developed for effecting а complementary Ы 
rather than a competitive relationship between professional treatment and self- | 
help groups. 

If tomorrow's professionals are to work with such groups, conceptual models 
must be integrated into a workable theoretical framework. We are seeing the de- 
velopment of models for small-group and family therapy that complement the psy- 
chodynamic hypotheses of individual psychology. 

Certain relevant concepts for large-groups are at an early stage. Lofland and 
Stark (8) have proposed a model for religious conversion based on predisposing 
conditions and situational contingencies. Developed from observations in a small 
millenarian cult, their model may be useful in understanding broader aspects of 
affiliation to charismatic groups. One study (9) has suggested the presence in 
large-groups of a sociobiologic ‘‘relief effect," which consists of increasing relief 
from neurotic distress as affiliation with the large-group intensifies. 

Reports from nonclinical settings may also contribute to our comprehension of 
group psychology. Lifton (10) has studied the forced '*conversion"' (or ‘‘thought 
reform") of Korean War prisoners to the belief system of the Chinese Communist 
state. He emphasized the role of establishing strict control over all communica- 
tions during this process. His observations apply to the induction techniques that 
certain charismatic sects practice. They are also relevant to certain therapeutic 
contexts, such as induction into some therapeutic communities. 

In summary, the articles in this issue's special section illustrate striking psycho- 
logical effects associated with both induction into and membership in the charis- 
matic group. They also suggest roles for self-help activities and religious con- 
version vis-à-vis mental health. Further, they point to the value of developing 
models for these group-psychological processes based on empirical observation. 
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“Ех-Сауѕ”: Religiously Mediated Change in Homosexuals 


BY E. MANSELL PATTISON, M.D., AND MYRNA LOY PATTISON 





The authors evaluated 11 white men who claimed to 
have changed sexual orientation from exclusive 
homosexuality to exclusive heterosexuality through 
participatior. in a pentecostal church fellowship. 
Religious ideology and a religious community offered 
the subjects a ‘‘folk therapy” experience that was 
paramount in producing their change. On the average 
their self-ideatification as homosexual occurred at age 
H, their change to heterosexual identification 
occurred at age 23, and their period of heterosexual 
identification at the time of this study was 4 years. The 
authors repost 8 men became emotionally detached 
from homosexual identity in both behavior and 
intrapsychic process; 3 men were functionally 
heterosexual with some evidence of neurotic conflict. 
On the Kinsey 7-point sexual orientation scale all 
subjects manifested major before-after changes. 
Corollary evidence suggests that the phenomenon of 
substantiated change in sexual orientation without 
explicit treatment andlor long-term psychotherapy 
may be much more common than previously thought. 





T he possibility that homosexual orientation can be 
changed, or may change over time, is in vigorous 
debate. The gay-liberation movement asserts that any 
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fundamental change is rarely possible (1). Most behav- 
ioral therapists and psychotherapists conclude that 
changes in sexual behavior may be attained or anxiety 
and conflict about homosexuality can be reducec, but 
they, too, doubt that basic change in sexual orientation 
is generally feasible. Some psychotherapists suggest 
that in highly motivated persons a basic change can be 
accomplished but only through long-term intensive 
psychotherapy. The general tenor of professional 
opinion is given by West (2), who stated, "Permanent 
eradication of all homosexual inclinations appears to 
be rather rare.” 

Occasional autobiographical reports have described 
a spontaneous change in sexual orientation through 
salutary life experience, which usually includes reli- 
gious conversion (3-5), and there are individual case 
reports of spontaneous change without psychotherapy 
(2, 6, 7). However, such reports seem to be the ex- 
ception. 

Recently we came in contact with a religious hot- 
line crisis program sponsored by a pentecostal church 
that offers lay crisis services to homosexuals. This 
program claimed to involve a number of persons who 
were ''ex-gay,"' that is, these people had experienced 
a basic change in sexual orientation from exclusive ho- 
mosexuality to exclusive heterosexuality. The term 
‘ex-gay’ had been deliberately selected by them to 
denote an ideological position in opposition to-''gay 
liberation." -This change was said to have occurred 
within the context cf the church fellowship and with- 
out any psychotherapy or other professional inter- 
vention. The program seemed to offer an ‘experiment 
of nature" by which we could investigate this appar- 
ently spontaneous change from homosexuality. 
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METHOD А 
We obtained written permission-from-the chyrch 
program to review all their crisis program recarde and 
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to conduct personal interviews М their clients. The 

—3VW0) yielded 30 cases 
claimed Xo have changed from homosexuality to het- 
erosexualMy. These 30 cases were reviewed in detail 
with the prbgram staff, who knew all the subjects. This 
produced £ set of corollary data that confirmed the 
subjects' claims that they had changed in sexual orien- 
tation. Of these 30 cases we were able to obtain the 
cooperation of 11 men and to collect personal inter- 
view data on them. For the 6 subjects who were mar- 
ried, we also obtained corollary data from their wives. 
We found no substantial discrepancies in the data we 
collected from the staff, from interviews, or from 
spouses. 

Each subject signed a written consent form, which 
explained the purpose of the interview. Although the 
subjects knew we were investigating their changes in 
sexual orientation, we do not believe that this sub- 
stantially biased the data; they were forthright about 
the personal details of their past and present life and 
did not attempt to distort their life experience. 

Each interview, which was structured and detailed, 
included the following items: current mental status; 
developmental history; past and present sexual his- 
tory; sexual fantasies, dreams, and impulses; social re- 
lations; homosexual and heterosexual experience; het- 
erosexual marital experience; and details of alleged 
change in sexual orientation. All subjects were cooper- 
ative in every detail of the interview format, even 
though much of the subject material related to issues 
of considerable shame, guilt, and anguish to the sub- 
jects. 


RESULTS. 


Individual and group data will be presented. How- 
ever, to place the meaning of the data in context, we 
shall juxtapose our data with comparable data from 
two important recent large sample studies of homosex- 


. uals in the community: the 1973 study by Saghir and 


Robins (8) and the 1978 study by Bell and Weinberg 
(9). 

The Saghir and Robins study sample was drawn 
from volunteer recruits from the Chicago and San 
Francisco homosexual communities; it was comprised 
of “healthy homosexuals” who were ‘‘essentially hard 
core confirned homosexuals who have made some ad- 
justment to their homosexuality and the world at 
large." The sample was composed of white men w 
were socially functional and of high occupational stat- 
us; their age range was 19-70 years and their mean age 
was 35 years» The total sample size of white homosex- 
ual men was 89. The Bell 4nd Weinberg study sample 
‘was drawn from volunteer recruits from the San Fran- 
cisco homosexual community. Age stratification re- 
vedled that the ages of these men ranged from under 20 
years to d 70 years; the men's mean age was 37 


ME "-— 


= a 


Am J Psychiatry 137:12, December 1980 ) 


years. Their social status and economic status were 
variable. The sample size was 575, and all of the men ` 
were white. Throughout this paper when we refet to 
the studies conducted by these two teams of investiBe- ` 
tors, we will be referring specifically to these studies ef 
homosexuals. 


Sample Characteristics 


Our sample consisted of 11 white men between the 
ages of 21 and 35 years (mean age=27 years). All had 
at least 13 years of education; 10 had a graduate educa- 
tion. All subjects were in white-collar technical/busi- 
ness or professional occupations. This comports rela- 
tively well with the higher education and occupational 
status of the homosexual samples in both the Saghir 
and Robins and the Bell and Weinberg studies but in 
their samples about 50% of the respondents were more 
than 35 years of age. 

As shown in table 1, all our subjects experienced. 
defined homosexual proclivities before age 15. This 
compares well with the data of Saghir and Robins, who 
reported that 90% of their sample had an identified ho- 
mosexual orientation before age 15 and 82% had en- 
gaged in homosexual activities by that age. All of cur 
subjects declared that they had considered themselves 
exclusively homosexual, although 3 (27%) at some 
time considered themselves bisexual. This is much 
lower than the 59% bisexual self-identification report- 
ed by Bell and Weinberg. During the time of exclus:ve 
homosexuality, all our subjects had engaged in active 
homosexual experiences. 

The age at which a change from homosexuality to 
explicit heterosexuality occurred ranged from 19 to 29 
years (mean=23 years). The majority, 7 men (53%), 
changed at or before they were 22 years old. Similarly, 
Saghir and Robins reported that in their sample the pe- 
riod of greatest fluidity and change of homosexual 
identity and orientation was between the ages of 18 
and 22 years. Our subjects had been heterosexual from 
1 to 7 years (mean=4 years). There were no com- 
parable data in the other two studies. 


Kinsey Scale 


The most widely used scale for assessing degrees 
of heterosexuality/homosexuality is the original Kin- 
sey scale (10). Although this is a gross measure depen- . 
dent on rater judgment the scale represents the contin- 
uum of degree of psychic inclination and behavior to-,, 
ward either direction. A rating of 0 is defined as se 
subject having no physical contact with the same sex 


‘producing erotic arousal, no psychic erotic arousal te 


the same sex, and sociosexual contact exclusively 
with the opposite sex. A rating of 1 involves опу in- 
cidental physical of psychic response to the same sex. 
A rating of 2 includes definite same-sex response-but+ 
strong and predominant reaction to the opposite sex] 
A 3 rating is midway. A rating of 4 is a predominant 
response to the same sex, with definable heterosexua} 
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TABLE 1 1 
Characteristics of 11 Homosexuals Who Changed to Heterosexuality After Religious — ' 
' Marriage Data 
£ ' Age When Age When E ша. Intzapsy chic Evidence Kinfey Ratings? 
. Homosexuality Changed to Age at of Current Homosexuality 
KU А Identified Heterosexuality Years as Marriage Years а m ore After 
` Subject (years) (years) (years) Heterosexual (years) Married Dreams Fantasies Impulses. ox пре Change 
1° 24 10 19 5 17 7 Мо Yes No 6 0 
то 24 12 22 2 20 4 No No Yes 6 0 
ae 28 „15 24 4 25 3 Мо No No 6 0 
2 21 713 20 t No No No 6 1 
M 34 8 27 E No Yes No 6 1 
6 23 14 22 1 No No Yes 6 1 
ai 26 10 22 4 24 2 No No Yes 6 2 
БЫ 28 1 22 6 22 6 Yes No No 6 0 
9 26 11 22 4 Мо No No 6 0 
н“ 35 10 29 6 No Yes Yes 5 2 
11° 32 14 28 4 29 3 No No Yes 4 2 





"Kinsey scale: a rating of 0 is heterosexual, 3 is bisexual, and 6 is homosexual. 


‘Subject at one time considered himself bisexual. 
“Homosexual impu'ses were still source of neurotic conflict for subject. 


response and relationships. A rating of 5 is pre- 
dominantly homosexual, with occasional psychic re- 
spouse to the opposite sex. A rating of 6 is an exclu- 
sively homosexual physical and psychic response. 

In our sample the before-after scores on the Kinsey 
scale were 6-0 (N=4); 6-1 (N=3); 4-0 (N=1); 6-2 
(N=]); 5-2 (М=1); 4-2 (N=1). We cannot compare 
these scores with other available data. We do note that 
only 6% of the Bell and Weinberg sample scored in the 
0-3 range, bu: they gave no breakdown of this small 
but significant group. The national sample in the Kin- 
sey (10) data on men, using age- and education-cor- 
rected figures. indicated that most men who were the 
same age as our sample had a rating of 0 with a small 
but definable zroup who scored at the 1 and 2 levels 
(married men: 9496 scored 0, 696 scored 1, 196 scored 
2; single men: 68% scored 0, 7% scored 1, 2% scored 
2). The importance here is that there exists in the gen- 
eral population married and single men who demon- 
strate some degree of homosexual inclination, even 
though they are predominantly heterosexual. This 
group does nct include those who are loosely termed 
bisexuals, who are rated 3 on the Kinsey scale. Thus, 
all subjects ir our sample demonstrated a strikingly 
profound shift in sexual orientation. 

_ Despite tne fact that our subjects were currently liv- 
ing a heterosexual lifestyle and had a commitment to 
heterosexuality, we were particularly interested in 
, Whether they still experienced intrapsychic homosexu- 
~ ahproclivities. Thus, we asked them to elucidate a his- 
tory of the:r homosexual dreams, fantasies, and im- 
pulses during -he time of this claimed heterosexuality. 
None of our subjects reported a dramatic or immediate 
cessation of intrapsychic homosexual proclivity. 
Rather, they cescribed the graduaf diminution of their 
„homosexual crives as they proceeded in a hetero- 
ies life. The data in table 1 include the current in- 
rapsvchic status of the subjects. Of the 5 subjects who 


were rated 0, 2 had no intrapsychic evidence of homo- 
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sexual ideation. One subject had occasional memories 
of past homosexual experiences occurring during 
times of emotional distance from his wife; however, he 
declared no impulse to return to homosexuality. ‘One 
subject had occasional homosexual feelings, which he 
experienced as distasteful and ego-dystonic, and 1 had 
rare homosexual dreams of personal friendship with- 
out sexual activity. Of the 3 subjects who had a 1 rat- 
ing, 1 subject had fleeting memories of past homosexu- 
al friendships and 1 had occasional homosexual im- 
pulses, which he would dismiss as a memory of the 
past. The 3 subjects who were rated 2 reported signifi- 
cant intrusion into their consciousness of homosexual 
impulses; although these impulses were not acted up- 
on, they generated discomfort, guilt, and anxiety. One 
subject had had one homosexual experience a year in 
the past, for which he felt immense guilt. Only these 
last 3 subjects had any definable neurotic symptoms 
manifested in their current psychiatric histories and 
mental status examinations. The homosexual impulses 
of these 3 subjects were a source of neurotic conflict 
for them. 

Although one might argue that any evidence of intra- 
psychic homosexual proclivity in these men suggests 
that their homosexuality had not been resolved, this 
argument overlooks the fact that heterosexuality or 
homosexuality is not an either/or, mutually exclusive 
phenomenon. Indeed, Kinsey convincingly showed 
that even among lifelong heterosexuals there were oc- 
casional homosexual dreams, fantasies, and impulses. 

jmilarly, Saghir and Robins reported that among ex- 

lusively heterosexual men, 94% had experienced pla- 
tonic feelings toward other men, and 11% had wanted 
physical, nongenital contact. Thus, our data do not 
suggest some magical change or massive denial or re- 
pression, but rather they suggest the gradual develop-. 
ment of a rejection of the homosexual object Choice as 
an increased cathexis of the heterosexual object isyde- 
veloped. х 
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| Psychclogical Status and S ociallgelations 


As shẹwn in table 2 our subjects demonstrated a re- 


markableXtate of psychic well-being, with an absence - 


of negativ ects and the presence of strong feelings 
of vet acfeptnce and. happiness: The exceptions 
were the 3 subjects rated 2, as noted previously, who 
manifested neurotic symptoms. In contrast, the homo- 
sexual men from the Bell and Weinberg sample dem- 
onstrated overall much more psychological distress. In 
the Saghir and. Robins study, there was a 33% in- 
cidence of neurotic symptoms among the homosexu- 
als, as compared to 27% reported in our study. 

At the time of this study, our subjects had an equal 
' distribution of friends among men and women; they 
had no friends who were homosexual; and 82% were 
equally at ease with men and women. This stands in 
marked contrast to the Bell and Weinberg data: 62% of 
their sample had more men friends and 44% had only 
homosexual.friends; only 12% were at ease with both 
men and women. Our verbatim case notes revealed 
that since pre-adolescence all of our subjects had:pre- 
ferred male companions and had made exclusively 

male friendships; they had demonstrated an aversion 
and avoidance of females before their change to heter- 
osexuality and marriage was the consequence of the 
heterosexuality. 

Another significant difference in our data from the 
Bell and Weinberg data is that our subjects did not at- 





tempt to hide their homosexuality; instead they sought — 


to inform and include their spouse in the further elabo- 
ration of their heterosexuality. Consequently, rather 
than the demands of heterosexuality producing con- 
flict, as is often reported in marriages involving one 
homosexual, our subjects reported that their hetero- 
sexual marriages further solidified and developed their 
heterosexual identity and sexual preference. 

Another important difference exists between the 
previous studies and ours. According to our subjects’ 
religious ideology, sexual intercourse is the con- 
sequence of love and an expected part of a marital 
relationship. Premarital and extramarital sexual expe- 
rience is considered immoral; heterosexual promiscui- 
ty is as immoral as homosexual promiscuity. There- 
fore, there is ari active prohibition against engaging in 
sexual intercourse to prove masculinity or to over- 
come homosexuality. According to the. Christian 
norms of their church, our subjects were expected to 
develop loving relationships with their Christian broth- 
ers and sisters that were nonerotic. Within tke 
church's ideology was the explicit assumption that hà- 
mosexuality was a maturational deficit that resulted in 
an inability to engage in mature nonerotic love with 
both men and women. As a result of maturing in ap- 
.propriate interpersonal relations; a man was expected 
to develop an erotic attraction to a woman as a mature 
love object: Sexual experience then would follow üp- 
Propriately i the marriage. 
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TABLE 2 
Psychological State of 11 Maie Homosexual Subjects Who Changed to 
Heterosexuality After Religious Participation Compared - with 575 
Male Homosexuals Studied by Bell and Weinberg (9), in Percents 
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Item Subjects? Weinberg Sample? , 
Feelings of exuberance A 
Low 0 | 29 
Medium 27 ` 30° 
High 73 : ‚41 
Feelings. of self-acceptance ' 
Low 0 39 
Medium 27 © 40 
High 73 21 
Feelings of loneliness 
Never 64 26 
Rarely 9 37 
Sometimes 27 24 
Often р 0 14 
Degree of worry ` : ; 
Not at all 55 4 
Very little 18 25 
Somewhat 18 : 43 
A great deal 9 26 
Feelings of depression 
Low 73 30 
Medium . 27 33 
High 0 37 
Feelings of tension 
Low 73 28 
Medium 18 34 
High 9 35 
Feelings of paranoia А 
Low 91 25 
Medium 9 33 
High 0 | 42. 
Feelings of happiness | 
Very unhappy 0 3 
Not too happy -> 9 14 
Pretty happy 18 55 
Very happy 73 28 





“Age range, 21-35 years; mean age, 27 years. 
"Mean аре, 37 years. 


Indeed, this was the sequence our married subjects 
followed. They reported that they had no difficulty in 
achieving meaningful and satisfying heterosexual rela- 
tionships. Again, these data support the sociosexual 
orientation of heterosexuality in our sample, which is 
in marked contrast to our subjects' former exclusive 
homosexual friendship patterns. 


Heterosexual Marital Experience 


In table 3 we present a synopsis of the heterosexual 
marital experience of our 6 subjects who were cur- 
rently married (5 never married). It is widely repo rtd " 
that about 2096 of homosexual men marry at least 
once. Saghir and Robins and Bell and Weinberg re- 
ported similar figures in their two studies. So it is not 
particularly unusual to find these marriages. Our sub- 
jects’ ages at the tithe of marriage ranged from 17 to 29 
years (mean = 24 years). Both of the other studies res, 
ported the mean age of their subjects at the time of 
marriage was 24 years. The number of years our sub- 
jects were married ranged from 1 to 7 years (mean = 4 
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TABLE $ 

Seif-Re xcrts cf Heterosexual Marital Experience of Homosexual Sub- 

jects ‘Whe Changed to Heterosexuality After Religious Participation 

Comparad with Homosexuals Studied by Saghir and Robins (8) and 
` Вей and 'Neirberg (9), in Percents 








& t. ш Saghir and Bell and 
: Robins Weinberg 
Subjects? Sample? Sample?” 
Self-Reported Item (N=6) (N= 16) (N=116) 
Duraticn of marriage 
Less than 1 year 0 — 9 
1-2 years 16 70 24 
3-5 years 30 28 23 
6-10 угагѕ 33 I 18 
More than 11 years 0 1 25 
Wife informed of 
homesexuality 
before marriage 
Yes 100 33 
No 0 49 
Not romosexual then 0 15 
Spouse knzw without 0 3 
beinz informed 
Marital зарріпеѕѕ 
Verz unhappy 0 18 
Mocezately unhappy 0 25 
Moce-ately happy 20 42 
Ver? зарру 80 15 





Mean age at ‘ime of marriage was 23 years. 
"Mean age at ime of marriage was 24 yeers. 


years). As noted in table 3, this is not unlike the data 
from the other two studies, except their samples tend- 
ed to have shorter durations of marriage. However, it 
is striking that all of our subjects had discussed their 
homosexuality with their spouses before marriage, 
whereas cnly 33% of the Bell and Weinberg sample did 
sa. Further, our subjects were happily married. In the 
Saghir апі Robins sample only 2% of the homosexual 
men were still married, and these men engaged in ho- 
mosexual affairs by mutual consent with their marriage 
partner. 

Tte major difference between our findings and the 
two findings previously reported, however, lies in the 
motivation and result of marriage. It is well known that 
through marriage some homosexual men attempt to 
prove they are not homosexual, or they attempt to 
overcome their homosexuality or to gain social pro- 
tection. Saghir and Robins reported that 90% of their 
subjzcts married for these compensatory motivations, 
and oaly 6% married for love. Furthermore, studies of 
suck nomosexual marriages reveal that the unions are 
üXipately unsatisfying, unstable, and fail to resolve 
zhe issue of homosexuality (11, 12). As noted by Saghir 
and Robins, some of these marriages survive when 
ther? is mutual acceptance of continued homosexual 
activity as part of their marriage. 

Ir contrast, only 2 of our subjécts married out of 
mo&vation to "cure" their homosexuality. One mar- 
ried et age 17 but separated due to his homosexual ac- 

tivities. After his religious conversion and consequent 
chaage to heterosexuality, he reunited with his wife 
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but first they explicply discussed his homosexuality. 
The other man mz 

after 1 year because of his homosexual actiy/ties. He 
remarried 10 years later after his change fo hetero- 
sexuality. In addition, the 3 subjects who had consid- 
ered themselves bisexual before their conversion 
dated women and attempted to form heterosexual at- 
tachments, but they found themselves unable ta main- 
tain this pattern. After their change to heterosexuality 
these 3 subjects married. 

As homosexuals, all of these 6 subjects found them- 
selves unable to enter a satisfactory marital relation- 
ship. After their commitment to heterosexuality, their 
social relationships with women developed significant- 
ly, and their attraction to women developed, thev 
sought marriage because of sexual attraction and love 
for a woman. Thus, our subjects did not use marriage 
as a solution to their homosexuality and each changed 
without difficulty to a hetercsexual relationship with 
his wife. None of the 5 unmarried subjects engaged in 
heterosexual intercourse because of the religicus pro- 
hibitions mentioned above. However, all of them 
looked forward to marriage, and 3 were actively dat- 
ing. 

The above attitudes and behavioral sequence appear 
counter to many therapeutic endeavors that attempt to 
change homosexuality by encouraging heterosexual li- 
aisons (13). These endeavors seem psychodynzmically 
inappropriate, and they force the homosexual toward a 
heterosexual experience without the development of a 
capacity for heterosexual object choice. In fzct, Bell 
and Weinberg's data indicate that a substantial number 
of homosexuals can perform heterosexual intercourse 
without difficulty but that the problem is their gender 
object choice. Further, their data reveal that a signifi- 
cant number of homosexuals report heterosexual im- 
pulses and arousal. Thus, they found that 45% did not 
consider themselves exclusively homosexual, 76% be- 
haved in a more homosexual manner than -hey ac- 
tually felt, 33% had heterosexual dreams, 23% had het- 
erosexual masturbatory fantasies, and 72% experi- 
enced heterosexual arousal. 

Furthermore, it is not difficult to condition homo- 
sexual persons to respond to heterosexual erctic stim- 
uli. Feldman and MacCulloch (14) reported that with 
sophisticated behavioral conditioning they were able 
to change the arousal reactions in 35 of 43 homosexual 
men; the subjects’ response to male eroticism was 
eliminated and replaced by a positive resporse to їе- 
male eroticism. These observations suggest that thera- 
pists can push homosexuals into heterosexual per- 
formance, including heterosexual erotic arousal. But 
the problem, as critics note, is that such. heterosexual 
performance does nething to change the internal ca- 
thexis of preferred sexual object. Hence, the homos 
sexual returns to the preferred homosexual object af- 
ter a satisfactory heterosexual experience’ } 

In contrast Saghir and Robins reported that men in 
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ed at age 19, but he was divorced . 
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their heterosexual control вто developed cogni- 


. tive expectatfons and fantasy rehkarsal of close, warm 
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relatioÑhips with women without erotic arousal, only 
after the) had nongenital interpersonal dating contacts 
with them. It i is noteworthy that the religious ideology 
and behayioral expectations of our sample followed 
the normal development sequence leading to hetero- 
sexuality reported by Saghir and Robins. 


Religious and Social Attitudes 


Beliefs and values appear to play a significant role in 
changing sexual orientation. Our subjects were very 
religious and active in religious practice. They be- 
lieved that the practice of homosexuality was immoral. 
However, they believed that the condition of homo- 
sexuality was an emotional problem due to psycho- 
logical maldevelopment. All regretted having been 
homosexual, and all had considered giving it up. 


They wanted to change to HESSEN as a reli- , 


gious responsibility. 

The Bell and Weinberg homosexuals were strikingly 
different. Only 6% were very religious; 51% were ''not 
at al” and 28% were ‘‘not too" religious. The major- 
ity, 72%, did not believe homosexuality was immoral, 
and 4995 did not regret being homosexual. More than 
one-half, 6396, of the sample disagreed or strongly dis- 
agreed that homosexuality was an emotional disorder; 
71% said they had never considered giving up homo- 
sexuality. In the sample 1496 said they wanted to 
change and then only ‘‘by magic.” These differences, 
we believe, reflect the importance of motivation in the 
potential for change. 


Homosexual Background 


Our 11 subjects reported that the primary cause of 
their homosexuality was unsatisfactory relations with 
their parents. Eight subjects stated that their fathers 
were distant, aloof, and uninvolved with them. As a 
result, they identified more with their mothers and de- 
veloped effeminate manners. They felt like ‘‘sissies”’ 
and were insecure and inadequate in their own identity 
as males. They saw homosexual behavior as a search 
for a masculine identity through identification with the 
male sex partner. Three subjects reported the same 
psychodynamics and identity conflicts but focused 
their dynamic conflict on their mothers, whom they 
experienced as harsh, controlling, and demasculiniz- 
ing. 

These dynamics are strikingly ЕА to those ex- 
plicated by Bieber and associates (15) in their intensiye 
psychoanalytic research. All of our subjects displayed 
some effeminate mannerisms, which no doubt reflect- 
ed the maternal identification. These mannerisms per- 
sisted despite their current strong heterosexual orien- 


.tation. This finding is similar to the observations by 


Stoller 46) on the treatment of effeminate boys. Не 
reports that although the boys developed heterosexual 
orientations they still retained the early acquired body 
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mannerism identifications with the maternal ‘object. 
Thus, early body identifications are not as easily 
changed—if at all—as sexual object choice may be 
changed. M oc 

All our subjects stated they were disapppinted with 
their homosexual experiences.. They found the rela- * 
tionships fleeting and emotionally unfulfilling. Second, 
they did not find the masculine identity, security, and ` 
self-acceptance they sought. Apart from these primary 
motivations, they also experienced secondary guilt 
and shame, which generated anxiety and emotional 
turmoil. 

In addition to the above psychological motivations, 
all the subjects made a decision to change to hetero- 
sexuality after their religious conversion because of : 
their commitment to the religior's ideology, which de- 
fined heterosexuality as a necessary component of a 
mature member of the church. 

The developmental sequences of these subjects are 
remarkably similar. All had been actively engagéd in 
homosexual relationships and activities. All except 2 
had ‘‘come ош” and were active in the gay lifestyle. 
Although all were dissatisfied with their gay lifestyle, 
they had been unsuccessful in changing their lifestyle 
by any known inethod. All of our subjects had come 


` from some type of religious background and most had 


unsuccessfully attempted to pray or use religious ac- 
tivities to change their homosexuality. However, they 
did not reveal their homosexuality to their religious 
groups because as homosexuals they had experienced 
hostility before from religious groups. Thus, their at- 
tempts to seek entrance into the church were made in 
private and within the context of their anticipating the 
church members' hostility. 

When our subjects came in contact with the 
church's crisis service for homosexuals, they found a 
welcome reception as homosexuals. No attempt was 
made to make them change their homosexuality: 
Rather, they were presented with the invitation to 
commit their life to Christ and the church. All subjects 
had an explicit Christian conversion or rededication. 
They were then invited into small church fellowship 
groups where they studied the Bible and learned ex- 
pected Biblical patterns of mature lifestyles. This in- 
cluded an expectation to engage in loving, nonerotic 
relationships with both men and women in the fellow: ° 
ship groups. 

All of our subjects remarked that they soon became | 
aware that they were psychologically immature | aed" 
had poor interpersonal relationships. In essence, then, 
these subjects were exposed to an ideological ex- 
pectational set demanding growth in personal and in- 
terpersonal maturity. In addition, there was a great 
deal of actual interpersonal experience, behavioral re- 
hearsal, and behavioral practice. All the subjects.said, 
they were surprised to experience acceptance, ndn, 
judgmental evaluation, and nonerotic love from both 
men and women. These were new experiences for 
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them, and in turn they began to learn and practice 
these new styles of interpersonal relationships. As a 
result, they began to identify with those they consid- 
‘ered “mature Christian men," and they began to expe- 
rience and practice nonerotic relationships with Chris- 
"tian women in the church. Thus, they felt they were 
growing in mature object relations with both men and 
women. These fellowship groups were not organized 
or conducted as psychotherapy or encounter groups 
but were goal oriented around Bible study and fellow- 
ship. Elsewhere Politser and Pattison (17, 18) have re- 
ported on similar psychotherapeutic effects of non- 
therapy community groups conducted for social and 
civic purposes. | | 

During this time of psychological maturation there 
was no demand that these subjects stop being homo- 
sexuals. Hcmosexual behavior was simply defined as 
immoral, and they were expected not to engage in ho- 
mosexual practices. However, their psychological 
condition of homosexuality was interpreted by these 
church members as a sign of Christian immaturity. It 
was expected that they would learn how to be hetero- 
sexual as they developed Christian maturity. 

The subjects did not report any immediate change in 


their homosexzal dreams, fantasies, impulses, or ori- : 


entation. Rather, they reported they gradually ac- 
quired a secure and satisfying identity as men with 
high self-acceptance. As a corollary to this, they began 
to experience nonthreatening and satisfying inter- 
personal relations with women. Consequently, they 
repcrted a ѕ:еайу diminution in their homosexual feel- 
ings and a steady increase in their heterosexual feel- 
ings. | | 

The subjects who married reported their homosexu- 
al dreams, fantasies, and impulses did not vanish. 
However, as they progressed in.a satisfactory marital 
relationship. their homosexual dreams, fantasies, and 
impulses gredually diminished over time. 

The process of change was not magical, spontane- 
ous, or dramatic. Change was imbedded in an accept- 
ing, evaluative, and loving, nonerotic social milieu that 
provided expéctations, ideology, and actual inter- 
personal experiences and thus promoted what they 
saw as personal growth irito heterosexuality. Their in- 

, trapsych:c processes demonstrated a similar pattern of 
gradual charge in gender object choice, with a time-lag 
discrepancy The behavioral changes to hetero- 

, Sexuality preceded the intrapsychic changes. 


` 


DISCUSSION 


To our kaowledge, this report is the first docu- 
mented study (excluding single anecdotes) of profound 
‘Sehevioral and intrapsychic change in sexual orienta- 
«ion from exzlusive homosexuality to exclusive heter- 
osexuality without long-term psychotherapy. 

One of the scudy’s limitations is that we relied pri- 
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marily on retrospectie data. However, the corolary 
data from the crisis center staff, who intimately knew 
the subjects during their time of change, support our 
data. Further, we personally knew and сагу ob- 
served 2 of the subjects over a 5-year period. Thus, we 
have reasonable confidence in the reported data. 

Another limitation is the fact that our ѕизрсіѕ 
changed early in their life and at an age when Ball and 
Weinberg reported that most homosexuals тегт or 
attempt heterosexuality. Thus, we cannot make a 
long-term prognosis. Our data demonstrate, however, 
a very different pattern of change than that repxted 
for homosexuals who either engage іп occasione] het- 
erosexual intercourse or who try to escape from hcmo- 
sexuality without personal growth and psycholcgical 
maturation. | 

There is also a limitation in comparing the Saghir 
and Robins and the Bell and Weinberg samples to our 
sample; our subjects’ mean age was 27 years, wte-eas 
the other two samples contained somewhat older men. 
Thus, their samples may well represent homosexual 
populations beyond the optimal age for change :n sex- 
ual orientation. A more comparable sample is rep-octed 
by Troiden (19); 50% of his sample were in their 20s. 
He found that between the ages of 21 and 24 узагѕ 
there is a major period of critical evaluation abou” as- 
suming a homosexual identity. He reported, 


A relatively large number of males conciously ‘‘test’ the 
extent to which they may be sexually attracted to пеп... 
a substantial number of males may decide that hom ossxu- 
ality is not for them and choose to leave the scene ertire- 
ly. It is therefore quite likely that only a tiny portion v the 
American males who practice homosexual behavior 2ver 
take on gay identities. 


Troiden's data comport well with the data fram our 
sample, the Kinsey data on spontaneous chang2 (10), 
behavioral treatment data (14), psychoanalytic treat- 
ment (20), and the new Masters and Johnson sezual 
treatment data (21), all of which indicate that komo- 
sexuals who successfully change to heterosexzlity 
are usually much younger than 35 years old. 

This finding of change, as noted, is rarely repo-ted in 
the literature. Yet clinical observers comment that this 
may be an artifact of our investigations. Liss and Wel- 
пег (6) concluded that ‘‘this change in sexual o-2ata- 
tion may be more frequent than is apparent.'' Га his 
recent review Bancroft (22) stated, 


Jf in fact we had evidence that either a homo or a eero- 
sexua? identity was an immutable and fundamental as»ect | 
of an individual's nature, then any attempt to modifv such 
an identity would be inappropriate and unjustifiab.e But 
there is no such evidence, and we know that mary mdi- 
viduals pass through a phase of homosexuality or =isex-. 
uality into a stable heterosexual role. (р. 1,191 

P С } 

Kinsey and associates (10) concluded from thei- data 
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that HER in sexual (died in young men was 
common and «hat sexual orientation was far less fixed, 
more doe and fluid, than commonly supposed. This 
contentión is supported by their 1948 data. These data 
showed that of those men who were comparable to our 
sample in, age'and education, who were between the 
ages of 16 and 35, and who were rated 0 (exclusively 
heterosexual), 6% previously had a rating of 6 (exclu- 
sively homosexual) and 10.5% had a rating between 4 
and 6 (predominantly homosexual). Thus, there is a 
significant statistical probability that a sample of ho- 
mosexiial men will change from exclusive homosexu- 
ality to exclusive heterosexuality. However, scientific 
and professional research has not been focused on de- 
tecting or studying these subjects. 

Is it possible to predict subjects with a high potential 
for changing from homosexuality to heterosexuality? 
Bancroft (22) found that less feminine homosexual 
subjects under 33 years of age whose first overt homo- 
sexual experience occurred after age 16 and who had a 
historv of heterosexual arousal were most responsive 
to treatment. Myerson and Lief (23) found that 2 of 
their 9 subjects who were exclusively homosexual 
changed orientation while undergoing psychotherapy, 
whereas 7 of 10 bisexuals changed. Woodward (24), on 
the other hand, reported none of his 6 exclusive homo- 
sexual subjects changed, while 28 of 42 bisexuals 
changed. Our data do not comport well with the above 
predictors because our subjects appear. to have been 
more exclusively homosexual. 

One possible explanation for this discrepancy is that 


the above investigators studied subjects who sought - 


psychological treatment and. therefore these subjects 
have been more neurotic. This may have skewed their 
potential for change, although such comparative data 
are not available. In our sample the 3 neurotic subjects 
were the only ones with significant remaining homo- 
sexual ideation. A second explanation may be that be- 
havioral manifestations of homosexuality are less sig- 
nificant predictors than intrapsychic variables, such as 
degree of maturational fixation and ego strength. A 
third explanation may be that persons seeking profes- 
sional treatment are older and beyond the major period 
of identity flux (ages 12-24 years) identified by Troiden 
(19). А 

The suppression of overt homosexual behavior ог 
involvement in heterosexual activity does not consti- 
tute а ‘‘cure’’ or change in sexual object choice. Thus, 
Saghir and Robins state the criteria for cure as follows: 


a reversal of the psychological responsiveness from a pre- 

dominantly homosexual to a primarily heterosexual one. 

Thus a “cured” homosexual would not only disengage 

from homosexual activity but he would also disengage 

emotionally and to a large extent'from homosexual attach- 

ments, including homosexual fantasies, dreams and phys- 
- ical a úsal by sight or touch. (p. 319) \ 


{ 
By the above criteria, we conclude that 8 of our 11 
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subjects amply demonstrated а **cure.'' The refnaining 
3 subjects had a major behavioral and ‘intrapsychic 
shift to heterosexual behavior, but the persistence. of. 
homosexual impulses was still significant. M c 
None of our subjects had ever sought professional : 
treatment for either psychiatric reasons or for their'ho- • 
mosexuality. As we have indicated, however, their 
change was not spontaneous. Instead, they partici- 
pated in what we consider a powerful therapeutic -mi- 
lieu. Frank (25) identified the generic therapeutic fea- 
tures.of nonmedical healing activities as methods that 
involve 
an interplay between patient, healer, group, and the world 
of the supernatural, which serves to raise the patient's ex- 
pectancy of cure, help him to harmonize his inner con- 
‘flicts, reintegrate him with his group and the spirit world, 
supply a conceptual framework to aid this, and stir him 
emotionally. (p. 53) 


Certainly each of these elements is present in the spiri- 
tual guidance our subjects participated in with their re-, 
ligious fellowship groups when trying to achieve reli- 
gious maturity and heterosexuality. Our subjects did 
not participate in psychotherapy within thie conceptual 
framework of secular medical treatment modalities. 
But they did participate actively in a ‘‘folk psychother- 
apy” within a supernaturalistic framework. As Patti- 
son and associates (26) and Pattison (27) have docu- 


mented elsewhere, such supernatural contexts for 


healing may be more effective for adherents.to that su- 
pernatural world view than traditional peychotherapy. 
This seems the case here. 


Other ‘‘Therapies”’ 


It would be inaccurate to label the changes reported 
here as "spontaneous," inasmuch as we have identi- 
fied major variables involved in producing change in 
the lives. of our subjects. Instead we have identified a 
model of ''folk healing." The model of change pro- 
posed here involves ideological commitment; cogni- 
tive structuring of beliefs, values, and expectations; 
behavioral interactions over time between subjects 
and their social reference groups; and a sequence of 
mutually expected behavioral changes. Thus, this folk 
treatment is embedded in the total sociocultural milieu ' 
of the subject's life. In an analysis of cross-cultural’ 
healing methods, Pattison (28) showed that these same 
healing elements are obtained in numerous indigenous 
healing methods. A comparison of ‘‘folk healing" with ^ 
other therapies must be cautious because the popu- 
lations that seek different treatment methods may vary 
substantially in their patient demography and motiva- 
tion, type and degree of homosexuality, and treatment 
goals. In our review of the treatment literature we find 
such wide variation in the study populations as tagen, 
der comparative treatment evaluation of little value. 

Psychoanalytic psychotherapy aims at personality 


organization on a pre-oedipal level. But analytic treat- 


Uo g 
‚Ат J Psschiatry 137:12, December 1980 


ment involves only the patient and therapist as a social 
field, even though many of the interpersonal transac- 
tions may te of the same genre. That is, the patient 
‘matures by **working through” a relationship with an 
analyst or with significant others, as in our study. 

A comparison with behavior therapy involves other 
therapeutic parameters, in that behavioral treatment 
focuses on :he stimulus-response sets of the patient. 
As noted, in our study such behavioral stimulus re- 
sponse sets occur, although not with explicit cognitive 
focus. Yet, one might argue that our subjects experi- 
enced multiple social agents who provided response 
contingency modification. Finally, the recent report by 
Masters and Johnson (21) indicates the importance of 
ideological commitment to change and to cognitive 
and behavicral structuring; it can also provide a major 
focus for irterpersonal social relations. All of these 
components have similarities with our ‘‘folk model.” 
Thus we can identify common elements of method 
shared in the folk model with each of the three major 
professional treatment modalities. 

Which methods might be most acceptable and ef- 
fect:ve for different homosexual populations is unde- 
termined. Obviously the folk model mentioned here is 
based or. a specific religious ideology, whereas the oth- 
er treatment models are oriented toward a pluralistic 
population. Nevertheless, the data suggest the poten- 
tiel for Cevelopment of therapy models that might en- 
compass the larger life space of the subject rather than 
just discrete treatment methods practiced apart from 
the everyday life and social milieu of the subject. 

The problem of social deviancy for the homosexual 
is well known. Our subjects approached this problem 
in a substartially different manner than that espoused 
by the gay ірегайоп movement. Self-help groups ap- 
proach deviancy through two different mechanisms. 
One approach is to change social attitudes and reduce 
the defiriticn of deviancy. An example is the women's 
liberation movement, which seeks to change the social 
definitions of status and the role of women in society. 
The other approach is to reduce the deviant behavior 
of those considered deviant, e.g., the self-help groups 
of parerts who batter their children. Some self-help 
groups, such as Alcoholics Anonymous, seek to re- 
duce both the social deviancy and to change the 
deviant behavior of their members. 

The gay Liberation movement seeks only to reduce 
the social definition of deviancy of homosexuality. 
They claim ‘‘gay is good’’ and an acceptable alternate 
lifestyle; it is not to be considered deviant (29, 30). 
However, -his perpetuates the confusion described 
elsewhere by Pattison (31) in that the behavior of ho- 
mosexualitv is transformed into the personal identity 
of the homosexual. Thus, the hothosexual person is 
«reinforced in finding a personal identity not as a person 


bü: as г member of a deviant class. As Sagarin (32): 


notes, " Such a concept is a reification, an artificially 
created ent.ty that has no basis in reality." The social 
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stereotype of deviant/behavior becomes the persónal 
stereotype of identity tied to a social label. The social . 
role of the deviant homosexual becomes the only ave- 
nue to attain and maintain identity. Sagarin (32) again 
Observed, i _ 
Because they want to believe that they are not worthless 
(which they are not), and because they confuse the worth 
of a person with that of a characteristic, they go the next 
step and say that gay is good. 


The attempt to redress the social position that *'gay is 
bad" with the social position that “рау is good" 
merely replaces one stereotype with another and does 
not change the problem of destruction of personal 
identity inherent in the latter position. Sagarin (29) 
suggests that the ideological belief in identity via one's 
deviancy, in fact, reinforces the deviant role behavior. 

Religious persuasions and activities per se co not 
solve the social problem of deviancy. Bauer (23) re- 
ported that in a homophile church, the search for iden- 
tity and community support was often vitiated by its 
liberal theological stance, which accepted the identity 
of the person as homosexual. Thus, the church ideolo- 
gy perpetuated the confusional problem of identity. 
Further, the exclusive association with other homo- 
sexuals in the homophile church created continuing in- 
terpersonal homosexual tensions. 

In contrast, our subjects rejected the ideology that 
“рау is good” within the framework of their ortaodox 
Christian theology. Thev reduced the social deviancy 
of homosexuality by stating that homosexuality is only 
a behavior and not the identity of the person. There- 
fore, they shared a common concern to reduce the so- 
cial hostility and social rejection of persons just be- 
cause they were homosexual. In practice our subjects 
were received into church fellowship as homosexuals. 
They did not accept homosexuality as a fixed condi- 
tion; they believed that homosexuality was a mutable 
condition that could be changed. Our subjects also re- 
duced deviancy through personally changing the 
deviant condition. In this sense, the ‘‘ex-gay’’ self- 
help fellowship groups are similar to Alcoholics Anon- 
ymous in seeking change in both social deviancy and 
personal deviancy. Further, the church fellowship did 
not appear to provoke homosexual tension as in the 
homophile churches, but reduced the tension within a 
heterosexual fellowship (33). 


The ''Ex-Gay" Movement 


* As a result of our research, we found there are nu- 
merous informal ‘‘ex-gay’’ self-help groups in exis- 
tence throughout the United States, Europe, and Asia. 
This self-help movement has not received public atten- 
tion, but our correspondence indicates a lively social, 
movement underway. Our correspondemt$ make 
claims regarding change in their sexual prato 
similar to those reported by the group we ‘Studied. 
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Thus, there appears to be a subMfantial number of per- 


. sons who are*similar to the population reported here. 


This phenomenon suggests that like many other self- 


help movements, a peer group of ex-homosexuals may . 
` be emerging that offers an effective avenue of change 


not currently provided through professional resources. 
It is noteworthy that 8 of our subjects participated i in 
helping their peers as ex-homosexuals. They reported 
no homosexual arousal in these contacts, which they 
interpreted as evidence of their solid heterosexuality. 


CONCLUSIONS 


The data provide a substantial body of evidence for 
the plausibility of change from exclusive homosexual- 
ity to exclusive heterosexuality, which is in accord- 
ance with the Kinsey statistical probabilities for such 
change, the Masters and Johnson data, and the clinical 
or observational anecdotes of such change. Our data 
demonstrate that such change has occurred through 
significant longitudinal experiences in ‘‘folk therapy" 
provided within a supernatural framework and utiliz- 
ing generic methods of change common to folk thera- 
py. Our data suggest the importance of ideology, ex- 
pectation, and behavioral experience in producing 
change. The evidence suggests that cognitive change 
occurs first, followed by behavioral change, and finally 
intrapsychic resolution. Finally, the data suggest the 
importance of our concepts of homosexuality. When 
homosexuality is defined as an immutable and fixed 
condition that must be accepted, the potential for 
change seems slim. In our study, however, when ho- 
mosexuality was defined as a changeable condition, it 
appears that change was possible. 
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Data frora a survey of 2,500 American women were 
examined to determine 1) the nature of religiousness 
among women and, in particular, whether modern 

` religiousr.ess corresponds to William James’ 
conception of “‘kealthy-minded’’ religion; 2) how 
religiousness is related to self-reports of mental and 
physica! heaith; and 3) differences between converts 
(mainly to Protestant denominations) and women who 
have mcintained the same religious affiliation all their 
lives. Tke authors found that healthy-mindedness 
described the nonconverts (the majority) fairly well, 
and that certainty of beliefs (either strong 
religiousness or confident nonreligiousness) was 
asscciated with better mental and physical health. 
Converts were distinguished from nonconverts by the 
former's relatively happy and less religious 
childacoas, stronger adult religiousness, and greater 
authoritarian tendencies. 


RSS published studies, and Deutsch's paper in 


this special section, suggest that cult members are 
people who were psychologically troubled and un- 
happv before joining a cult and who, according to their 
own reports, improved substantially after conversion. 
Because the cults are relatively new to the American 
scene and, in some cases, advocate unfamiliar beliefs 
and practizes, they have captured the attention of jour- 
nalists and psychiatric researchers. Few investigators 
have conducted parallel studies of converts to ‘‘main- 
stream" American religions, and the implication 
seems to be that cults are in some way psychologically 
* special. However, we suggest that modern converts to 
Christian sects and denominations are similar, in 
rcugn outline at least, to people who convert to cults. 
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THE MODERN REVIVAL OF EXPERIENTIAL 
RELIGION 


The recent revival of religion in America has been 
well documented in both popular and academic sourc- 
es. The cover story in the April 11, 1977, issue of U.S. 
News and World Report was ‘‘A Time of Renewal for 
U.S. Churches." After 15 years of steady decline in 
church attendance, from 49% of the total U.S. popu- 
lation in 1958 to 40% during the period 1972-1974, 
weekly church attendance turned upward, to 42%, in 
1976 and subsequent years (1). More importantly, after 
reaching a low of 14% in 1970, the percentage of Ameri- 
cans who told a Gallup Poll that religion is ‘increasing 
its influence on American life” rose to 31% in 1974 and 
4496 in 1976. In a recent summary article, Gallup (1) 
stated, ‘‘Evidence is mounting that the U.S. may be in 
an early stage of profound religious revival, with the 
Evangelical movement providing a powerful thrust” 
(p. 50). 

One of the most interesting features of the new reli- 
giousness is its apparent relationship with, and similar- 
ity to, other experiential and self-help quests. Accord- 
ing to Gallup (1), 


These gains for religion have been accompanied by con- 
siderable interest on the part of the public in what may be 
termed ‘‘experiential religion" —involvement in such 
movements as Transcendental Meditation, Yoga, the 
Charismatic Movement, Mysticism, and Eastern reli- 
gions. A recent survey indicates that a projected 6 m:llion 
Americans are participating in, or are involved with TM, 5 
million in Yoga, 3 million in the Charismatic Movement 
(Charismatic Renewal), 3 million in Mysticism, and 2 mil- 
lion in Eastern religions. (p. 50) 


There are at least two kinds of explanations Zor 
Americans’ intense interest in religious experience; on 
close inspection these explanations prove to be highly 
related. 

Berger, a sociologist, argued in a recent book /2) 
that modernity (advanced technology and associated 
forms of social life) greatly increases the range of Efe 
choices available to the average person. Life patterns , 
that were once taken for granted (i.e., expérignced as 
matters of fate and faith) are now viewed adoptions 
within a vast array of possible lirestyles. Each, option 
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18 thus relative, and almost no dite can be certain that 
. his or her choices are correct. In Berger's 
- “Modernity pluralizes both institutions and pus 


words, 


ity structures” (2, p. 17). 

According to Berger, there are three ways to deal 
with the crisis "of faith resulting from religious plural- 
ism or relativism.. One, the deductive option (neo- 
orthodoxy), blinds itself to rival claims and sticks dog- 
‘gedly to the letter of its scripture. For most informed 
people; this option is not viable. The second approach, 
the reductive option, is to secularize religion. With this 
approach, religion loses its experiential uniqueness 


` and becomes a blend of ethics and self-help psycholo- 


gy. Berger forms the third, inductive, option: 


The inductive option is to turn to experience as the ground 
of all affirmations—one’s own experience, to whatever ex- 
tent this is possible, and the experience embodied in a par- 
ticular range of traditions . . : religious traditions are un- 
derstood as bodies of evidence concerning religious expe- 
rience and the insights deriving from experience. (2, pp. 
62-63). 


Berger shows, in his clear and provocative analysis 
of modern religious trends, that the conditions of mod- 
ern society force religion.to either become experiential 


or succumb to secularization. Theology (the body of 


interpretive beliefs about religious experience) is de- 
batable, but the fact of religious experierice is not. 

A second valuable source of ideas relevant to mod- 
ern religious experience is William James' analysis (3) 
of what he called ‘‘healthy-minded’’ religion—the 
form of religion that emphasizes the benefits to mental 
and physical health which can be derived from reli- 
gious experience and belief. According to James, 
healthy-minded religion ‘‘gives to some of us serenity, 
moral poise and happiness, and prevents certain forms 
of disease as well as science does, or even better. 

. ." His explanation of the healing power of religion 
focused on the value of certain kinds of beliefs. Be- 
liefs, in his analysis, are blueprints for action, and each 
action is, in turn, capable of verifying the beliefs that 
generated it. (More recently, Geertz [4] has elaborated 
on this argument.) The absence of firm beliefs is asso- 


ciated with uncertainty and inadequately guided be- 


havior. Conflict and indecisiveness are incompatible 
with healthy-mindedness. (A similar, more technical 
analysis of cognitive dissonance has evolved from con- 
temporary social psychology; see Abelson and associ- 
ates [5] and Wicklund and Brehm [6].) - 

In a modern heterogeneous society such as ours, re- 
ligious belief systems are prime candidates for cof- 
flict, uncertainty, and doubt, as Berger (2) has shown. 
Americans routinely encounter a host of alternative 
and competing belief systems—everything from athe- 


.ism to fundamentalist Christianity, and from Orthodox 


Judaisnyt6 a growing number of Eastern sects. Thus, 
thére iJpressure on Americans to close their eyes to 


В ` 
* 


diversity (Berger's deductive option), succumb to зес-. 
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ularization (the reductive option), or insist on'the va- 
lidity and primacy of religious experience and attempt 
to fashion a coherent. belief system that s d 
both religious experience and the pluralism of inter-' 
pretations it has fostered. There zre many signs that àn 
increasing number of Americans are taking the third,’ 
option. 


‘AIMS OF THE PRESENT STUDY 


In 1976, when signs of an American religious revival 
became evident and the possibil ty of electing.à born- 
again Christian to the presidencv of the United States - 


: was being widely discussed, we end the editors.of Red- 


book, a popular magazine for American women, de- 

cided to poll their readers about religious beliefs and . 
experiences. Three questions addressed by the survey 
will be explored here: 

1. What is the nature of religiousness among mod- 
егп American women? In particular, are there signs 
that it is healthy-minded in James’ sense? 

2. How is religiousness related to seif-reported 
mental and physical well-being? Does healthy-minded 
religion actually contribute favcrably ta health? . 

3. How do converts compare with women who have 
remained in the same religious group all their lives? ` 

For present purposes we also want to ask how our 
picture of Christian converts compares with what oth- 
er researchers are discovering s about converts to eso- 
teric cults, З 


METHOD . 


We used a 97-item questionnaire (assessing 219 vari- 
ables) that was based in part on items from earlier 
questionnaires reviewed by Shaver (7). (Copies of the 
questionnaire are available from the authors on re- 
quest.) The questionnaire was published in the Sep- 
tember 1976 issue of Redbook. Readers were invited to 
mail precoded answer sheets to the editors of the 
magazine before the end of the month. More than 
65,000 replies were counted and bundled in order cf 
date of receipt, and from these: we drew a random, 


sample of 2,500 for the analyses reported here. 


RESULTS 


-Obviously, we must be cautious in drawing con- 
clusions from a self-selected sample. However, to the 


.extent that the sample can be evaluated by comparison 


with more systematically selected samples, our re- 
spondents appear to represent a reasonable crosse, 
tion of the white female population of the United 


“States. Their ages ranged from 15 to 91 years, with a 


mean of 35.46 and median of 31. They lived in a variety 
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of environments, from rural (14%) and suburban (18%) 
to met-cpolitan (10%), and came from every part of 
thefUnited States. In addition, they were normally dis- 


“tributed in -heir political views: 4% described them- 


selyes as very liberal, 19% as liberal, 52% as moder- 


* . 
:ate, 22% zs conservative, and 3% as very con- 


servative. However, in certain ways they were not 
representative of Américan women. They were some- 
what better educated than average; 60% had more than 


а hizb school education, and 97% had graduated from ` 


higk school. Ninety-six percent were white, fewer 
than 2% were black, and the remaining 2% were His- 
panic, Criental, and Native American. 

. Respondents were asked to indicate their present re- 
ligion. The resulting distribution was compared with 
data from a Gallup poll conducted at about the same 


` time. In beth samples roughly a quarter of respondents 


were Catho.ic (Redbook, 23%; Gallup, 27%), 2% were 
Jewish, and most of the rest were Protestant (Red- 
book, 70%; Gallup, 61%). 

Twenty-seven percent of our respondents described 
themselves as ‘‘very religious," 56% as ‘‘moderately 
religious," 12% as ‘‘slightly religious,” 4% as “пої at 
all religious," and 1% as ‘‘antireligious.’’ In the Gallup 
poil, 65% of the respondents said religious belief was 
“very important" in their lives; 25%, ''fairly impor- 
tant’; 576, “not too important"; and 4%, ‘пої at all 


important.’ While the measures used in the two sur- ` 


veys are not directly comparable, we can be reason- 
‘ably confident that the Redbook. sample was no more 


- or less extreme than Gallup’s national sample; 83% ‘of 


‘the women in the Redbook sample described them- 
selves as at least ‘‘moderately religious," and 91% of 
the respondents in the Gallup poll said that religious 
belief was at least ‘‘fairly important." 


Meaning of Religion 


The survey included many questions designed to ex- 
plore the meaning of religion for American women in 
1976. One series of questions dealt with religious expe- 
rience; another with key religious beliefs; and a third 


with what children should be told about God and reli- 


gion. Each of these content areas will be explored 
briefly here. 

Beliefs. The questionnaire presented a number of 
statements about religious beliefs, and respondents 
were askec to indicate their degree of agreement or 
disagreement with each statement on a 6-point Likert 
‘scale. These responses were correlated with responses 
to the general religiousness question. The results are 
too numerous to present in detail, but in general reli- 
giousresg correlated most strongly (r ranging between 
.64 and .57) with what might be considered indicators 
of healthy-minded religion. These 'ncluded such state- 
ments as, "Without God, life just doesn't make 
sense," ‘Ст the whole, having religious beliefs makes 
for a better and happier life," "My religious faith is a 
major source of self-confidence,'' ‘Angels actually ex- 
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ist." Religiousness Hdd а weaker relationship (г be- 


tween .49 and .19) with items such as, ‘Тһе devil ac- , 


tually exists.” ‘‘There actually is a hell in which the 
wicked will be everlastingly punished.” *'God wants 
us to accept our lot in life even if we are poor and 
powerless.". The emphasis on healthy-mindedness 
should not be overemphasized; many religious women 
believed in the more threatening aspects of traditional 
religion. Still, fewer believed in these than in the bene- 
fits of religion. 

Experiences. The respondents were asked a number 
of questions concerning whether they had ever had 
(during their adult lives) a direct experience involving 
God or the devil. The nature of the reported experi- 
ences was consistent with an emphasis on healthy- 
mindedness. The following experiences had the 
strongest correlations (r=.58, p<.001) with religious- 
ness: ‘‘the feeling that God was helping you through 
a crisis," “the feeling that God has answered your 
prayers,” and “ће feeling that God has forgiven your 
sins." Seventy-nine percent were sure they had expe- 
rienced the feeling that God answered their prayers; 
7696, that God had helped them through a crisis; and 
70%, that God had forgiven their sins. Far fewer (53%) 
were sure they had experienced the ‘‘feeling of being 
tempted by the devil." While this feeling was corre- 
lated with religiousness, it was the weakest correlation 
of the series. 

There was, then, a strong tendency for respondents 
to believe in an active God whose influence they had 
experienced directly. The correlations indicate that 
this was particularly true for the more religious wom- 
en. Not only were many of them sure that their beliefs 
had been verified by experience, they also asserted 
that religion had ‘‘worked’’ for them (e.g., God had 
answered their prayers and forgiven their sins). 

What to tell children. Since 72% of the respondents 
were parents (the median age of the oldest child was 
12; of the youngest child, 9), deciding what to tell chil- 
dren about God and religion should have concerned 
them and may indicate further the nature of their con- 
ception of God and religion. Several questions related 
to this matter were included in the survey. 

On the whole, these women wanted their children to 
feel that God is a beneficent figure. For example, the 
vast majority of the sample wanted children to believe 
that ‘‘God loves you” (87.84%), that ‘‘God is every- 
where—in people, in nature, in church’’ (79.72%), but 
did not believe children should be told that ‘‘God re- 
wards you if you're good and punishes you if you're 
bad” (17.6090). 


Religious Change and Conversion 


The survey also - asked respondents (о indicate 
whether they had become more or less religious over, 
the past five years; 32.8% replied that ifiey- had be- 
come much more religious; 24.71%, somewhat more 
religious; 28.83%, MT about as religious’. 9.20%, 
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somewhat less religious; and 488%, much less reli- 


. gious. Sixty-two percent of the very religious women 


reported that they had become much more religious; 
an additional 18% reported that they had become 
somewhat more religious; 18% had stayed about as re- 
ligious; and 2% had become somewhat less religious. 
Most of the moderately religious women also reported 
having become more religious (27%, much more; and 
31%, somewhat more so). These results are in keeping 
with national trends (1). 

Sixty-one percent of the respondents still belonged 
to the religion in which they were raised, 17% had con- 
verted to a religion out of deep conviction, 7% had 
converted because of marriage, 4% had converted out 
of convenience, and 1196 did not belong to an orga- 
nized religion. Based on the assumption that con- 
versions resulting from internal processes (i.e., deep 
conviction) are more interesting and revealing than 
those due to extrinsic factors (primarily convenience), 
comparisons were made between respondents who 
had converted out of deep conviction (converts) and 
those who were still members of the religion in which 
they were raised (nonconverts). 

The converts were significantly (р<.001) more reli- 
gious than the nonconverts. Forty-seven percent of 
the converts reported being ‘‘very religious," com- 
pared with 27% of the nonconverts; 61% of the non- 
converts reported being ‘‘moderately religious," com- 
pared with 4796 of the converts. Furthermore, the con- 


verts attended church more often and read religious. 


books more often than nonconverts. 

A much greater proportion of the converts had be- 
come more religious in the last five years and had had a 
higher frequency of religious experiences. More of 
them were sure that they had been “‘in the presence of 
God” (69.3% versus 51.5% of the nonconverts), that 
God had helped them through a crisis (89.7% versus 
79.196), that God had forgiven their sins (84.8% versus 

72.796). (All of these differences were significant 
beyond the .001 level.) 

We found that the women who converted were cur- 
rently very religious, but had not been very religious 
as children. Women who still belonged to their child- 
hood religious denomination had been more religious 
than the converts as children, but tended not to be so 
strongly religious as adults. Respondents were also 
asked to indicate (on a 5-point scale) how happy they 
had been as children; fewer of the converts (25%) than 
of the nonconverts (32%) reported being ‘‘very hap- 
Py." and more converts (15%) than nonconverts (7%) 
reported being ''fairly happy." Moreover, a. greater 
proportion of converts (44.7% versus 29.7%) were 
lonely as children, but more nonconverts (28.066 ver- 
sus 19.19%). were lonely as adults. (All of these dif- 
ferences were significant beyond the .001 level.) 

Other ffalyses revealed that converts did not differ 
frofn nojeohvensi in terms of income, recent change in 
economic status, age, or political, views. 
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Relationship to Religious Leaders 


The nontraditional nature of modern heekky-mj 
ed religion can also be seen in the responden:s’ ije- · 
pendence of thought. They were asked, “IF you fiyd 
yourself in conflict with what your religious lzaders‘are • 
saying on an important issue (birth control, sexual 
practices, civil rights, and so on), what do you do?" 
Religiousness was not strongly related to answers to 
this question; regardless of the degree of -Feir reli- 
giousness, respondents overwhelmingly relied on their 
own consciences. Of those who had religiors leaders, 
82% of the very religious said they would fcllow their 
own consciences, as would 96% of the moderàzely reli- 
gious and 98% of the slightly religious. The more reli- 
gious women were more likely than the less religious 
to have consulted a religious leader about personal 
problems and were more likely to do so again. These 
data imply that while religious women are more likely 
to consult a religious leader when they have personal 
problems, they will not follow the leader's edvice if it 
conflicts with their own beliefs. 

The picture is not so simple, however, when con- 
verts are compared with nonconverts. Thè converts 
evidenced more authoritarian tendencies. (Ve did not 
measure authoritarianism directly.) A significantly 
greater proportion of converts than nonconverts 
(p«.001) said that they asked God to guide govern- 
ment leaders (73.696 versus 59.996), preferred political 
candidates who claim closeness to God (58.795 versus 
48.9%), proselytized for their group (23.3% versus 
8.1%), doubted that members of other religizus groups 
had as good a chance for salvation (19.2% versus 
11.3%), believed it would be better if everyone be- 
longed to the same religion (64.6% versus 50.4%), 
strongly agreed that people should ‘‘fear’’ Gad (62.8% 
versus 48.6%), and strongly agreed that it is 4 sin to go 
against a parental wish (38:476 versus 28.7%". In addi- _ 
tion, more converts than nonconverts were likely to 
follow their religious leaders because "tke leaders 
know best" (14.2% versus 6.4%). Particular у inter- 
esting in light of these authoritarian tendencies is the 
fact that more of the converts (9.526 versus 5.596) re- 
ported having been discipline problems £5 children 
(p<.003). 


Religion, Health, and Well-Being 


We were particularly interested in the possibility of 
a relationship between religiousness and well-being. 
The implication in William James’ writings (3), and in 
the writings of modern.theorists on cognitive con- 
sistency (5, 6), is that confidence and consistency of 
belief, regardless of its specific nature, is likely to be 
associated with health and happiness and with the ab- 
sence of tension and conflict. =e 

Respondents were asked, concerning 12 physical 
and mental health problems, ‘‘Which of the following 
have been true of you in the last year?” The 12 prob- 


» 
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TABLE I "o . 
Presence of Physical and Mental Health Symptoms Among 2,500 American Women, by Degree of Religiousness Я 
mall 
Р Score, by Degree of Religiousness 
с Not Anti- Overall Linear Quadratic 

Symptom ? Very Moderately Slightly at All religioys F F, F 

' Headaches .158 .222 .286 .219- .143 5.841 .042 . 5.9577 
Loss oi sexual interest .070 .154 .217 .190 .036 12.498 .055 16.646? 
Feelings of icneliness ‚171 .298 .431 .229 .179 20.074* .097 14.2078 
Stcmach ups2t .104 .158 .152 .133 .143 2.761? .146 .482 
Crving easily .H3 .161 .255 .095 .000 10.0692 4.155» 13.118* 
Worry and amxiety ‚152 ‚312 410 .219 ‚179 23.3708 .050 14.354? 
Irrationzl fears .039 .091 .131 .067 .000 7.814* .895 9.370* 
Restless sleep 144 .230 .290 .133 .071 9,9362 2.282 9.312" 
Feelings of worthlessness 085 .163 .238 .860 .07 12.008? .552 7.999 
Feelings of guilt .080 .122 .176 .076 .000 6.1748 2.677 8.763* 
Tense or keyed up .195 .365 .441 .333 .143 21.7578 547 22.373" 
Just cannot go on ‚094 .138 228 143 . .107 7.8623 .053 5.5515 
p.001. 
эр-<.05. 
°р-<.01. 
FIGURE 1 chose ‘‘very happy”; 47.4%, "moderately Ғарру””; 
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Relationship Between Degree of Religiousness and General Unhappi- 
ness and Between Religiousness and Physical and Mentai Symptoms 
Among 2,500 American Women 
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Very Moderately — Slightly 


i Antireligious 
DEGREE OF RELIGIOUSNESS 


Overal. F= 36.869 (p<.001), linear F=.355, quadratic F=29.407 (p<.001). 
‘Overal F=35.703 (р<.001), linear F=1.404, quadratic F=29.407 (p«.001). 


ems are shown in table 1; the values of the variables 
ranged from 0 to 1. Curvilinear relationships between 
reliziousness and problems are evident throughout the 
table; in fact, only the problem of stomach upset failed 
to follow this general pattern. Average symptom 
scores for each column, shown in figure 1, clearly re- 
veal the overall inverted U pattern. A one-way analy- 
sis 07 variance was computed for each of the 12 symp- 
:oms and for the average of all problems, with reli- 
giousness serving as the independent variable. In these 
analvses both linear and quadratic (curvilinear) trends 
were tested for significance. For all but 1 symptom 
(stomach upset), the quadratic trend was highly signifi- 
cant. For only 1 symptom (crying easily) was the linear 
trend siznificant. * 

‘in addition to the health questions, respondents 
were asxed, “In general how happy or unhappy have 
you been in the last six months?’ Seven answer alter- 
natives were provided; 34.8% of the respondents 


. 


5.3%, "slightly happy”; 3.9%, “neither happy nor un- 
happy’’; only 8.7% selected any of the ‘‘unhappy”’ cat- 
egories (slightly, moderately, very). (This is typical of 
results from survey studies of happiness; see refer- 
ences 8-10). A one-way analysis of variance was com- 
puted using religiousness as the independent variable 
and unhappiness (values from 1 to 7) as the dependent 
variable. As with mental and physical problems, the 
religiousness effect was highly significant (F [4,2462]= 
36.87, p<.001), as was the quadratic trend (F 
[1,2462]=29.41, p<.001). The linear trend was not sig- 
nificant (F<1). The mean unhappiness score for each 
religiousness category is presented in figure 1. Once 
again, the slightly religious respondents were less hap- 
py than either the very religious or the antireligious 
ones. 


DISCUSSION 


Most of the women in this study seem to endorse 
what James (3) called healthy-minded religion. They 
characterized God as loving, benevolent, and non- 
punitive. Many respondents said they had experienced 
supernatural forces directly, and their experiences 
have been overwhelmingly positive. The respondents 
believed they should tell their children about God’s 
love, but the overwhelming majority did no: want to 
tell them about being punished by God for misbehav- 
юг. This religious orientation was presented zs person- 
'ally beneficial; among the women who were religious 
at-all, greater religiousness was associated with greater 
self-reported health and happiness. | 

Converts were similar tó nonconverts in some ways 
but were also different in importani respects. In gener- 
al, converts were currently more religiouSthgh women 
who had retained their childhood beliefs ard they ap- 
peared to have gamed in health and happiness as a re- 
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sult of conversion. Why did thè} convert? Two kinds 
. of reasons are suggested by the data. First, converts 
were less happy and more lonely than nonconverts 
during childhood and were also less religious. After 
conversion they were reportedly happier, less lonely, 
and more religious than nonconverts. They may have 
converted specifically to solve personal problems, per- 
haps to reduce the kinds of conflicts and uncertainty 
discussed by James (3) and Berger (2). Second, con- 
verts were somewhat more likely than nonconverts to 
have been discipline problems as children and were 
currently more likely to adopt an authoritarian ap- 
proach to religion. This, too, suggests that certainty 
was their goal, but a particular form of certainty that 
may not be necessary for other adherents of healthy- 
minded religion. 

In terms of Berger's tensions (2), converts (com- 
pared with nonconverts are like the neoorthodox ad- 
herents of the deductive option; they seek authority 
for their beliefs beyond experience and may be some- 
what intolerant of alternative beliefs. Nonconverts are 
more like Berger’s third type, who take the inductive 
approach to religious experience. They benefit from 
confidence in the existence of transcendent experience 
but are tolerant of alternative interpretations of that 
experience. Following directions from their leaders is 
not so important as following the dictates of their own 
conscience. 

The curvilinear relationship between religiousness, 
on the one hand, and health and happiness, on the oth- 
er, is especially interesting. The similarity between 
those who are very religious and those not at all reli- 
gious supports a hypothesis, derived from James (3), 
that certainty of belief or lack of conflict is more im- 
portant to well-being than is religion per se. The more 
recent literature on cognitive consistency (5, 6) sug- 
gests that a person holding two or more conflicting be- 
liefs suffers from aversive feelings of tension or dis- 
sonance. The slightly religious respondents seemed to 
be suffering from such dissonance; they were religious 
but ambivalent, perhaps for the reasons discussed by 
Berger (2). The curvilinear relationship between reli- 
giousness and health suggests that religious ambiva- 
lence has measurable aversive consequences. 

Our research leaves the following important ques- 
tions unanswered. 

1. These data were provided by self-selected wom- 
en. Would the conclusions hold for a representative 
sample of men and women? 

2. Are the self-reports of health valid? We focused 


on mental health, knowing that it is easily affected by 


optimism, conflict, and defensiveness. In future stud- 
ies, it would be worthwhile to assess mental and phys- 
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ical health more objectively (e.g., rom redital 1 rec- 
ords). 

3. How, exactly, does religion contribute to person- - 
al well-being? Is certainty of beliefs the important is-' 
sue, or membership in a caring corumun:&y, ог some 


feature of religious experience? We have Focused on. 


certainty of beliefs, but other factors may be equally 
important. 

4. Why do nonreligious respondents oan good 
health and subjective well-being? Is this the result, 
too, of certainty of beliefs concerning a nonreligious 
way of life? 

Our data on converts alert us to the possibility that 
the correlates of religious experience per se, e.g., the 
determinants and consequences of the experiences of 
modern charismatic Christians, may be distinct from 
the correlates of conversion to an exderierce-oriented 
group. Converts appear to be different irom non- 
converts in religious background, zhildhcod happi- 
ness, and authoritarian tendencies. Future studies 
should look carefully at the issue of authoritarian 
traits; converts to various religions may differ in the 
degree to which they are looking for authority instead 
of, or in addition to, transcendent experiences (11). 
This factor may help explain why a »articrlar person 
joins one cult rather than another or chooses an esoter- 
ic cult rather than one of the more familiar American 
religious groups. The search for certainty takes more 
than one form (2), and these forms may have different 
social, psychological, and political consequences. 
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Tenacity of Attachment to a Cult Leader: A Péychiatric 


, Perspective 


З БҮ: ALEXANDER DEUTSCH, М.р. 





This follow-up study describes a cult whose leader 
became cruel and increasingly bizarre. Six of 14 
members who were investigated at the time of the 
cu't's formation remained loyal to the leader until the 
dissciutior. of the group almost four years later. The 
auther describes the attitudes of these and other 
devotees veho submitted to the irrational guru. The 
leader's radical teachings, his purported closeness to 
God. and nis embodiment of a countercultural ideal of 
freedoin appeared to be factors that bolstered his 
overwhelming authority in his followers’ lives. The 
devctees used denial, rationalization, and other 
defensive operations to maintain the fantasy that the 
leader was acting for their benefit. 


hat ties bind members of a group to a disturbed, 

megalomanic leader? This question, occasionally 
addressed in the older psychiatric literature (1, 2), is 
once again timely, in part because of the cult phenom- 
enon and its bizzare and tragic offshoot in Guyana. In 
this paper I will approach the question by describing 
and analvzing developments in a cult that I followed 
from :ts inception in 1972 to its dissolution almost four 
years later. The leader of this group was at first the 
epitome of parental benevolence; later he became un- 
rredictatle, cruel, and increasingly disturbed. None- 
theless, many of the group’s early members remained 
kis faithful followers until he abdicated leadership in 
1976. In another paper (3), I discussed the psychologi- 
cal rewazds accruing to the devotees during the cult's 
early history. These included the feeling of accept- 
ance. the development of purpose, and the shoring up 
of defenses through adoption of the leader’s philoso- 
phy of renunciation. In this presentation I will deal 
with the more paradoxical question of what motivated 
devotees to remain in a group whose central figure had 
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become cruel and clearly irrational. Two questions are 
addressed: 1) What was the basis for the leader's con- 
tinued attraction? 2) How did his devotees deal psy- 
chologically with the evidence of their leader's sadism 
and irrationality? Before presenting observations on 
these matters, I will briefly describe the history of this 
Hindu-style cult and its leader, Baba. 


BABA AND THE FAMILY 


In September 1972 Baba, an American in his mid- 
30s who had recently returned from India, began sit- 
ting daily on a park bench in mid-Manhattan. He grad- 
uallly accumulated a sizable number of followers, who 
called themselves ‘‘the Family.” The leader addressed 
his devotees in a sign language of his own invention. 
He showed considerable warmth toward the group as 
he and the Family ate, sang, and meditated together. 
Baba preached the philosophy of "letting до”; i.e., 
one should detach oneself from desire, ambition, wor- 
ry, guilt, and one's sense of individuality to experience 
peace and unity with God. In January 1973 the guru 
and 30 disciples left the park in a bus the group had 
purchased. 

Later that year, after much travel, the Family set- 
tled on a mountaintop in a northeastern state and 
formed an agricultural commune led by Baba and de- 
voted to the worship of Baba's Indian mentor, 
"Swami." The communal property, called ‘ће Hill," 
was visited by people from a nearby university com- 
munity, several of whom stayed. During the next two 
years approximately 30 followers lived on the Hill, and 
the total number of Familv members exceeded 100. 
Membership was totally informal. No vows were 
taken; people arrived and left the Hill as they pleased; 
and no one was coerced to remain in the group. 

Following the departure from the park bench, Baba 
became progressively more bizarre, inconsistent, 


cruel, and domineering. He used $1,000 of the group's 


meager resources to buy himself a Jacuzzi bath in spite 
of the fact that there was no electricity on the Hill. He 
hit his devotees repeatedly, and one was said to have 
suffered a broken eardrum from Baba's assault. He 
publicly subjected some women to forms Gf sexual 
abuse and reportedly engaged in private sexual acivi- 
ty with certain female devotees. Except on: the rare 
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occasions when he designated individuals for cou- 
pling, he grew progressively тоге prohibitive of his 
followers'. heterosexual activity. Toward the end he 
became increasingly withdrawn and for weeks at a 
time would see only his chief assistant for brief daily 
visits. The ever-rarer occásions when the leader 
showed his old playful benevolence were greeted with 
relief and joy by his followers. 

Clinically, Baba showed increasing evidence of psy- 
chiatric deterioration. When I last saw him, in 1975, he 


was grimacing bizarrely and his sign language had be- - 


come so fragmented and SARIN EE that his devotees 
could no longer follow it. . 

Inlate 1975 Baba asked for a cassette plaver; he said 
he wanted to listen to a playback of his voice to see if 
he were still alive. He fiddled with the dials of the in- 
strument brought to him and heard an evangelical 
Christian program that spoke of routing the devil from 
one's heart and replacing him with Jesus. Baba de- 
cided that Swami was the devil who had to be exor- 
cized from his heart and from the commune. In the 
following months Baba led the Family in frenzied rit- 
uals of exorcism, the burning of all relics of Swami, 
and baptism into fundamentalist Christianity. He then 
made it clear that he no longer wanted followers; this 
led to the virtual dissolution of the commune and the 
fragmentation of the Family. 


THE DEVOTEES 


In my previous study of this group; I reported on 14 
of the guru's early followers. Of middle socioeconomic 
class origin and mainly in their 20s, they had been im- 
mersed in the drug counterculture and most were 
dropouts from college, graduate school, or serious em- 
ployment. With one exception, they complained of 
long-standing dysphoria and demonstrated higher than 
average character pathology and symptomatology. 
Four had schizotypal features, but psychedelic drug 
abuse confounded precise clinical diagnosis of 3 of the 
4. Another subject appeared to be a manic-depressive 
in remission, while still another had been hospitalized 
for depression in early adolescence. Oral-dependent 
features were. prominent in the group of subjects, as 
was the complaint of being oppressed by the demands, 
restrictions, and criticisms of parents and society. 
‘*Magical-mystical’’ beliefs were common, and most 
reported that their use of psychedelic drugs had influ- 
enced their turn to spirituality. . 

A brief follow-up report on these 14 subjects will 
give some indication of the tenacity of their affiliation 


with Baba. Three of the 14 left the Family before its ' 


departure from Manhattail in 1973; 11 continued to be 


_devotees beyond that point. Three of these 11, in- 


spired fike Other members to visit Swami in India, be- 
cafhe exclusively involved with Swami and detached 


‘establishment of the commune; 


themselves from Baba. Two more left Baba after the - 


- Am J Psychiatry 137:12, December 1980 


in both cases, the 
guru's excesses had influenced their decision. Six of 
the 14 remained loyal to Baba until the Family upheav- 
al that began at the end of 1975. These six who-re- 
mained with Baba had not, on the average, demon- 
strated notably greater pathology initially than those’ * 
who left. 


THE PRESENT STUDY 


All 6 who remained loyal to Baba were seen in fol- 
low-üp; I interviewed 5 of them on repeated occasions 
during 1974 and 1975 with a view to ascertaining their 
attitudes toward their leader. I also interviewed 15 oth- 
er individuals who joined the Family early in its his- 
tory and remained faithful to Baba but who were not 
subjects in the original study. Most of thz interviews 
were conducted on the Hill, where I spert 12 days in 
the course of 4 visits. While there, I observed inter- 
action among the group and Baba's behavior. I also 
saw members in New York and during a visit I made 
to India. | 

It became apparent that the loyal devotees held 


-quite similar attitudes toward Baba and responded to 


him in much the same ways. In the section on affirma- 
tive attitudes I will describe the shared thoughts and 
feelings about the guru that seemed vital in motivating 
the loyal devotees to remain with him. In the following 
section on defensive attitudes I will delinecte ways in 
which the devotees seemed to ward off recognition of 
Baba's destructiveness. It should be mentioned that in 
addition to the all-important feelings directed toward 
the guru, which are the focus of this paper, members 
also expressed feelings of attachment to each other 
and to the mystic universalist spirituality preached on 
the Hill and viewed the commune as à cozy haven in-a 
disturbing world. 


ATTITUDES OF THE FAITHFUL TOWARD ВАВА 
Affirmative Attitudes 


1. Baba as a benevolent leader. Family members 
who remained loyal to Baba continued to assert that he , 
was an unselfish leader motivated by a wish to aid his 
followers. They stated that following Baba's path was 
now a "'hard trip," requiring much faith and fortitude, 
but that the rewards were correspondingly great. 

2. Baba as teacher. The lesson of letting go, 
drummed into them unremittingly by the guru, was re- 
garded as crucial wisdom by the faithful. This teaching 
appeared to have a powerful effect on their personal- 
ities and outlooks."It served to distance members from 
psychic pain and conflict arising from a variety об. 
sources (e.g., narcissistic wounds, anger, sexual efn- 
barrassment) and тиеу to enhance their tie to 
Baba. . 


* 
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One subject met the Family after doing poorly on his 
examinations in law school. Baba helped him let go of his 
embition and desire for wealth. He left school and became 
а devoted foliower. 


"3. Baba'as God's agent. When a decision had to be 


' made, Baba would spin in a circle in a strange and dra- 


metic way. He used the direction his nose pointed to 
or the object on which it landed at the end of the spin 
as a sign indicating how the Family should proceed. To 
the devoiees these episodes meant that the guru had 
abolisted his ''ego'' to obtain direction from God. 

4. Baba as a model of freedom. In line with the no- 
tion that Baba obtained direction from God, devotees 
regarded their leader as totally free from socially im- 
posed restraints, a trait they much admired. Baba 
seemed to do pretty much as he pleased; and indeed, 
his ‘‘crazy’’ behavior was often the source of amuse- 
ment and awe. Family members particularly delighted 
in seeing Baba triumph over authority figures by out- 
smarting them or confusing them with his ‘‘crazi- 
ness. 


Baba’s attitudes toward conventional authority proved 
to be quite influential. This could be observed when he 
encouraged Family members to obtain disability benefits 
for mental illness in order to increase the commune's in- 
adequate income. Some devotees then cleverly exaggerat- 
ed their symptoms during psychiatric examinations and 
qualified for ‘‘crazy money” (as it came to be called). 


5. The virtue of surrender. While the guru may have 
represented an embodiment of freedom, the devotees 
were far from free in their relationship to him. A para- 
doxical although central development in the history of 
the cult was the shift in Baba's position from guide and 
benign ‘‘superego replacement” (3) to frightening and 
controlling authority figure. This change corresponded 
to a shift in connotation of the group's central principle 
of letting ро and of another, related precept of ‘‘sur- 
render to God.” At first apparently meant by the guru 
to be guides to detachment and spiritual enhancement, 
these teachings became synonymous in the minds of 
group members with the principle of ‘‘surrendering to 
Babe." (Since Baba was considered a manifestation of 
Divinity, surrendering to him could readily be sub- 
stituted for surrendering to God.) Indeed, surrendering 
to Baba became the central spiritual goal of Family 
members. Devotees reported experiencing ecstasy 
when hit by the guru. It was commonly felt that the 
gufu's favorites were those who submitted most com- 
pletely to him. 


The shift in Baba's leadership role from permissive 

* guide to stern authority was notable in the area of sex- 
uality. At first he helped devotees rid themselves of sexual 

. guilt as dictated by conventional morality (3). He then be- 
gan to encourage certain pregenital group activities such 
as "gropes" (members huddling together and fondling 
ezch other} and public nudity, which became the norm on 
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the Hill. (А number | NE had to let go of inhibitfons 
to participate in these practices. ) Ultimafely, he caused 
members to be terrified that any private heterosexual ac- ` 
tivity would incur his displeasure or punishment. 


6. “Baba takes'on our karma." Another prominent 
notion was that the guru took on the Family's suffering 
for misdeeds and, in this way, spared the members. 


In the latter days of the commune Baba would walk into 
the temple backward because he suffered so deerly from 
the ‘‘bad vibes" produced by his disciples’ holding on to 
anger and tension. 


Defensive Attitudes 


The group employed loaded language (4) and magi- 
cal interpretations in conjunction with denial, rational- 
ization, and turning against the self in their efforts to 
preserve their tie to Baba in the face of his irrationality 
and abuse. 

1. Divine madness. Few objected to the notion that 
Baba was *'crazy." The manifestations of the ‘‘crazi- 
ness” were dressed up in Hindu metaphor, cortinually 
referred to in spiritual terms, and evidently regarded 
as signs of Baba's closeness to divinity. Thus. Baba's 
grimacing and bizarre episodes of unrestrained spin- 
ning were seen as indications of the rising of the Shakti 
(divine energy). When he showed kindness he was said 
to be in his Krishna phase (after the divine incarnation 
representing love), and his rage was rationzlized as 
being a manifestation of Shiva (the Hindu gcd of de- 
struction). 

2. “Baba is teaching us a lesson." This was the ul- 
timate defensive explanation by means of wh:ch Baba 
and Family members could justify any act of cruelty, 
sexual abuse, or bizarre inconsistency. The ex- 
planations were invariably tied in with the group's cen- 
tral precepts. Thus, a woman sexually abused by Baba 
was holding on too tightly to her chastity, and the 
wásteful spending on the Jacuzzi was meant to teach 
people to let go of money. Once the notion of surren- 
der to Baba became a spiritual goal, any abuse, partic- 
ularly if unprovoked, had its built-in justification, i.e., 
“he is teaching us to surrender." 

3. Denial and naiveté. The Family often dis- 
regarded obvious facts in the service of justifying 
Baba's actions. Shortly after an abused woman left the 
Family, I was told; “Ваба takes you where you want 
to go—he would not push anyone too far." In addi- 
tion, Family members showed surprising naiveté. 

Baba gave three members the privilege of signing 

"checks for the Family. Certain devotees attributed the 

privilege to the intensity of spiritual surrender by the three 

members and ignored the ‘fact that two of the three were 
the chief financial ee of the group. 


4..Closing one’s eyes. Many devotees oe yed 
this concrete method of shutting out reality during 
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meetings with Baba in 1975 wide the guru was fear-. 


some, accusatory, and incoherent. One devotee said 
' that he kept his eyes closed because he would other- 
wise try too hard to figure out what Baba meant, and 
another because he. would take the scolding too per- 
sonally. One might also assume hefe the employment 
of the magical notion, “If I don't look at him, then he 
won't see me.”’ j 
5. Magical interpretations. These were commonly 
used in the service of preserving the tie to Baba. 


After much inner conflict over his allegiance to Baba, 
one devotee left the commune. He found himself stranded 
on the road in freezing weather, and in despair he prayed 
to Swami. Soon after, a car appeared heading in the direc- 
tion of the Hill. He interpreted this as meaning that God 
meant for him to go back to Baba, and he waved the car 
down and returned to the Hill. 


6. Turning against the self. It appeared that an im- 
portant way of dealing with potential anger stirred up 
by Baba’s abuse was to turn it against the self in the 
interest of preserving the tie to the guru. A con- 
sequence of this mechanism would be increased sub- 
missiveness and self-abasement (5, p. 363), as the fol- 
lowing vignette suggests. 


One devotee said he was hit 20 times by Baba. He ac- 
cepted this as a message of love and prostrated himself in 
the nude on the snowy ground in gratitude to his guru. 


COMMENT 


A cult can be defined as a relatively stable, transcen- 
dentally oriented group surrounding a powerful central 
figure who influences his or her followers in a direction 
that deviates strongly from that of the dominant cul- 

` ture. Elaborate strategies of persuasion, enforced iso- 
lation from outside influences, and threats to those 
who might leave have all been implicated as factors 
responsible for the power of certain modern cults over 
their members. This study demonstrates that profound 
submission of cult members can occur in the absence 
of these factors. The following explanatory and theo- 
retical considerations, based on observations of the 
Family reported here and elsewhere (3), are advanced 
to account, at least partially, for this group's sub- 
mission to its irrational leader. 

The strength of the early bond. The needy devotees 
developed a child-like dependency on the guru during 
his original benevolent Krishna phase. He was pers 
ceived as close to God and fulfilled a multiplicity. of 
roles for them: love object, nurturer, guide, soother of 
consciences, and model (1). The Krishna behavior 
proved to be a powerfully seductive force. 

The peal of madness. Baba’s bizarreness seemed 
vitaf to his charisma. I would suggest that in his ‘‘mad- 
ness" he gave full expression 5 tendencies admired 


е 
о 


Am J Psychiatry 137:12, December 1980. 


but only partly realized by his followers. These ten- 
dencies, evidently products of both personal pre- 
dilection and involvement in the psychedelic counter- 
culture, included mystical longings, antirationalism, * 
antagonism toward conventional authorijy, and the 


wish to feel free from its restraints (6, 7). Baba, With: • 


his mystic trances, flagrant irrationality, anc forthright 
antinomianism, seemed to embody for them their un- 
usual ideals. Individuals who personify a shared ego 
ideal tend to be nuclei for group formation (1, 8, 9). 

A vacuum in guiding values. Following their attrac- 
tion to Baba, the gap between these alienated young 
people and the values of the dominant culture was wid- 
ened further by the guru's radical teachings. His abuse 
and accusations were doubtlessly destructive to their 
sense of self and hence to any residual interaalized val- 
ues (10). The followers would have little recourse but 
to turn increasingly to the guru for a guiding value sys- 
tem. 

Regression in the group. The profound regression 
Baba's followers underwent was shaped by their mem- 
bership in a group (2, 11, 12). It is useful to look at 
sexual life in the cult from the perspective of group 
psychology. Baba made the rules for sexual behavior 
in the Family. He encouraged nudity and public pre- 
genital activity on the part of the members while ex- 
horting them to divest themselves of shame. He tend- 
ed to permit himself heterosexual liberties while re- 
stricting the members. It was as if the Family had little 
room for more than one male sexual adult; the situa- 
tion is somewhat reminiscent of Freud's ‘‘primal 
horde," which he postulated as the prototypical au- 
thoritarian group (11). Baba's instructions regarding 
sexual pairing and privacy would not only az: directly 
to infantilize his followers but also would strengthen 
their bonds to the authoritarian group and thereby po- 
tentiate their regression (9; 11, p. 140). 

The need for the omnipotent object. It is curious that 
the devotees (like some other converts [13, 14]) felt 
oppressed by and antagonistic toward authority fig- 
ures and then became involved in an authoritazian situ- 
ation more totalistic than their earlier ones. One can 
conjecture, following Salzman (13), that at least for 
some of the devotees, this very conflict with zuthority 
influenced them unconsciously to seek out their **om- 
nipotent,”’ *'all-good"' leader, whose power offers him 
immunity from destruction and who can therefore pro- 
vide them protection against their own hostility (15). 
Ambivalence toward the new authority would be a 
threat to this magical protection and call forth an in- 
crease in idealization (e.g., the attribution of divine 
qualities to his ‘‘madness’’), rationalization (“Ле is 
teaching us a lesson"), or the turning of the aostility 
against the self. ~ Ў 

I have focused on the devotees who remained loyal;.. 
there were also a number who became disillusioned 
with the leader and left the group. A systematic, com- 
parative study of those who remained and tbose who 
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left this group (or similar ones) could lead to an im- 
proved understanding of the characterological and sit- 
v uational factors that might result in the submissive and 
seli-deceptive behavior that has been discussed. 
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Psychological Induiltion Into the Large-Group: Findings from a 


" Modern Religious Sect 


BY MARC GALANTER, M.D. . 





The author studied the psychological aspects of 
religious conversion during structured 21-day 
workshop sequences designed to introduce people to 
the Unification Church. Subjects were given a battery 
of tests at different times during the sequence. After 
the initial 2-day workshop, 71% dropped out; the 29% 
who chose to continue had greater affiliative feelings 
toward the group and greater acceptance of the 
church's creed than these early dropouts. The 996 who 
ultimately joined the church had weaker outside 
personal ties than the later dropouts, although their 
beliefs in and cohesiveness toward the church were the 
same as the late dropouts. These results are also 
compared with long-standing members of the church 
and matched nonmembers. The induction procedures: 
used by the church are discussed with regard to those 
used by large therapeutic groups, such as self-help 
organizations. 


n the last decade charismatic religious sects have at- 

tracted a considerable number of followers in the 
United States. The results of a study on the psycholog- 
ical issues relevant to decisions made by a sample of 
young adults about joining one of these sects, the Uni- 
fication Church (or as its members are called, the 
**Moonies"") are reported in this paper. We had pre- 
viously studied the psychological traits of persons who 
joined' charismatic religious sects; these were studied 


by means of objective tests (1-3). Similar approaches: 


have been used for persons who left various religious 
cults (4). For two reasons, however, it seemed useful 
to consider a group of individuals making their initial 
contacts with a charismatic religious sect. First, the 
psychology of the individuals themselves is important. 
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The characteristics defined thus far in sect members 
do not necessarily differentiate them from many per- 
sons who have never joined a sect. If those who con- 
sider joining a sect were evaluated, it might eventually 
be possible for us to differentiate between persons who 
finally elect to join and those who do not. Second, 
these sects dramatically illustrate certaic aspects of 
group dynamics. For example, responses evinced by 
them bear similarity, in certain respects. to the re-. 
sponses evoked by many of the therapeutically orient- 
ed self-help groups (1). Therefore, by studving the in- 
duction process of these sects we may obtain valuable 
information on the mechanisms by which affiliation is 
established in large therapeutic groups. This may then 
enbance our understanding of psychologically oriented 
group treatments. | ` 
An initial study (3) was made that examined the atti- 
tudes of Unification Church members, including an ex- 
amination of their experiences around the time of join- 
ing the church. When it became desirable <o study the 
church's inductiori procedures, the sect's officials sub- 
sequently granted further interviews and site visits to 
clarify the operation of their ‘‘workshops.’* These offi- 
cials expressed the opinion that an objective study of 
the induction procedure might serve to denystify the 
process of joining, which some critics have referred to 
s ‘‘brainwashing.’’ The process examired in this 
study was not necessarily typical of the procedures 
used by the church in all parts of the country, but it 
reflects procedures used in late 1978 at workshops 
serving a number of areas, including Boston, New 
York City, Washington, D.C., and southern Califor- 


‘nia. The actual sample was drawn from the latter loca- 


tion. 


METHOD 


A full workshop experience runs 21 days, as illus- 
trated in figure 1. Eight workshop sequences were 
studied over a 2-month period. There were 104 per- 
sons who attended one of these workshop sequences. 
A description ensuts of the workshop sequence and 
the disposition of these persons. Because the inter-. 
actional context of the workshop may not be familiar 
to the reader, an attempt has been made to convey the 
nature of the group context in some detail sc that asso- 
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Workshop Sequence, Testing Schedule, and Dropout Rates of 104 Subjects Attending Unification Church Workshops 


FIGURE 1 

Workshop “2-day “7-day 

Segment workshop” workshop” 
Day 

Time Line i 3 





Test Batteries 


Szay In 100% Су 


Drop Out 


ciated psychological responses will be more under- 
standable. 

People who attend the initial ‘‘2-day workshop” are 
gencrally invited by a member of the church whom 
thev may have met in a public place while that member 
was ''w:tnessing,"' i.e., recruiting for the church. The 
mctivation of persons attending the ‘‘2-day work- 
shop" may be limited, as may be their understanding 
of tae church's religious creed. Prospective members 
usually leave for the Workshop Center from a large 
citv or academic campus on a Friday evening. The 
Workshop Center is usually in a secluded rustic set- 
ting. a few hours from the city of debarkation, as it was 
in this study. 

The schedule for the next 2 days is filled with 
planned activities from 8:00 a.m. to 11:00 p.m., includ- 
ing three meals a day. The principal activity is a series 
of six l'5-hour lectures, which convey the most 
salient points of the ‘‘Divine Principle," —the religious 
doctrine of the Unification Church. Each lecture is fol- 
lowed by a !/?-hour small-group discussion. The dis- 
cussions and some other sharing experiences are more 
oriented toward intellectual exploration of religious 
concepts than emotional catharsis; they do, however, 
delve into personal attitudes and experiences. The re- 
mainder of the time is filled with group activities, typi- 
cally singing, sports, and preparing and giving skits. 
Participants, or "guests," spend most of their dis- 
cussion time in groups with 2 or 3 other guests, a lead- 
er who is a church member, and the 3 or 4 “hosts” 
who originally invited each of the guests to the work- 
shop. Virtually all the guests' time, therefore, is spent 
either in small or large groups where more than one- 
half the individuals are active members in the church. 
‘In the evening of day 2, following discussions of their 
continuing the workshop sequence, guests are encour- 
£ged to stay at the Workshop Center for the ‘‘7-day 
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workshop" (which actually runs 6 days). As indicated 
in figure 1, 74 (71%) of the guests, designated as "early 
dropouts," did not continue beyond the initial week- 
end. The status of each guest was reviewed by me with 
the workshop staff after each weekend. Two of the 
guests leaving before the second workshop had been 
taken away by family members who came 10 the 
Workshop Center, as were two more later on in the 21- 
day sequence. 

During the second segment, the ‘7-day workshop," 
breakfast begins at 8:00 and is followed bv a 3-hour 
lecture and discussion; lunch is followed by 2 hours of 
sports, hiking, or working at the Workshop Center. In 
late afternoon there is another 2-hour lecture and dis- 
cussion, which is followed by dinner and further shar- 
ing and discussion. The day ends with the guests filling 
out their "reflection notebooks"; they may choose to 
discuss their entries in these notebooks with the arger 
group. 

Persons participating in the ''7-day workshop” en- 
gage in considerable discussion and introspection re- 
garding their interest in the Unification Church. Work- 
shop staff, however, also evaluate the. guests’ suit- 
ability for membership in the group primarily, as they 
describe, to exclude persons who lack the psychologi- 
cal stability and maturity for the arduous and dedi- 
cated lifestyle. Thus, by the end of day 8, the majority 
of the remaining guests elected to stay on beyond the 
initial week for the next segment. Of those who left, 3 


* had been asked to do so after extensive discussion 


among the staff. During the ensuing segment 3 more 
were asked to leave. 

This next segmept, the «21- day workshop,’ ' con- 
sists of 1 week that is dedicated to fuid т raising, and a 
second week to (‘witnessing.”’ In this studysthe ‘‘21- 
day workshop" was conducted in Los Angeles ahd its 
environs. This phase has a somewhat more rigorous 
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daily schedule. Guests arise at dus 6:00 a.m.; most 


_ of the day is directed toward intensive public fund rais- 


ing or recruiting, for which the group is well known. In 
addition, there are prayers, lectures and some group 
activities around meal times. The day ends before mid- 
night after a period of ''sharing" and filling out the 
"reflection notebook." During the day workshop 
guests mix with people who are not in the Unification 
Church, although their compatriots are generally near- 
by. 

At the end of the ''21-day workshop” guests may 
elect to move into a communal Unification Church 
residence, as did 9 of the sample (designated ‘‘join- 
ers"). Application forms may be filled out, but this for- 
mality can also take place before or after they move 

‘into the church residence. Church members often 

move at this time to remote parts of the country for 
fund raising, recruiting, or other church activities, and 
it can be difficult to track new members. The new 
members were followed, however, through contacts 
with the state membership directors, the original 
workshop coordinators, and the central membership 
office of the Unification Church in New York. 

It was possible to ascertain the status 4 months later 
of the 9 persons who had joined after the 21-day work- 
shop sequence. Of these, 6 were still active members. 
Of the 3 who had left the group after joining, 1 chose to 
return to his family who lived overseas; 1 was reported 
to have been abducted while visiting his aunt's home 
on the way to another church Center, and 1 was felt to 
have been ‘‘not serious" in his commitment. 


Test Battery 


In order to examine the. psychological experience of 
the workshop guests a test battery was formulated uti- 
lizing some of the approaches previously employed in 
our studies on group cohesiveness and religious beliefs 
(1-3). In addition, by means of interviews and sub- 
sequent pilot studies with church members, additional 
scales were developed to address issues relevant to the 
psychological state of workshop guests. Demographic 
and background items, as well as the General Well- 
Being Schedule, were administered in the first 2 days 
of the sequence. With the exception of the general 
well-being scale, the scales described below were giv- 
en as part of a repeating battery on days 1, 2, 5, 7, and 
9, as indicated in figure 1. 

General Well-Being Schedule. A 16-item scale for 
general psychological adjustment was developed by 
the National Center for Health Statistics (5). Its back- 
ground and the derivation of an age- and sex-matched’ 
comparison group not affiliated with the Unification 
Church have been discussed previously (3). Typical 
items, each, with a choice' of scaled responses, are 
**How have you been feeling in general?" ‘‘Have you 
been бегей by nervousness gr your nerves?" 
“Have you been feeling emotionally stable and sure of 
yourself?" Р 
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Cohesion Scales. These emplov eight cue sen- 
tences, developed for use in previous studies (1-3, 6), 
that reflect different aspects of social affiliation. sych 
as, ‘‘They care for me,” ‘‘They are suspicious of me" 
(scored in reverse), and ‘‘I like being part of their ає- 
tivities." Responses are made along a 5-»oint scale.’ 
(‘not at all" to ‘‘very much’’) in relation tc two target 
groups. The first group is composed of ''the ten or so 
people from the workshop you know best” гот which 
is generated a score for affiliative feelings toward per- 
sons inside the workshop group (''affiliations inside"). 
Responses toward the second target group, ‘‘the ten or 


4 


so people outside the Church and workshop you know - 


best," generates a score for "affiliations outside'' the 
group. 

Creed Scale. The Divine Principle is a compilation 
of the sect's religious creed. Six items of creed were 
chosen from the Divine Principle that were specific to 
the Unification Church; thev were also presented to 
the guests during the workshop sequence zt the points 
indicated in figure 1. Guests were asked to tse the 
same 5-point scale noted above to indicate the degree 
to which they ‘‘agreed with each Unification Church 
belief." Examples, which may sound ididsyncratic to 
one unfamiliar with the sect, are ‘‘Some »f the prob- 
lems I see around me began with an immature use of 
love by the first human ancestors," and "My under- ` 
standing of Jesus’ mission to restore God’s Ideal of 
Creation will lead to a more meaningful life for me." 

Sense of Purpose Scales. Six cue sentences each re- 
flect some aspect of an existential sense of purpose. 
Samples are ‘І feel that my life can have a meaning,” > 
“I can experience worthwhile relationships with oth- 
ers," and ‘‘My life can really make a difference.” 
Guests were asked to use a 5-point scale to :ndicate 
their own sense of purpose, yielding a score designat- 
ed ‘‘own purpose." They were then asked tc :ndicate 
how much the Divine Principle contributed to their 
feeling for each item, generating a ‘‘purpose/Divine 
Principle” score. 

Group leaders and workshop coordinators vere re- 
hearsed in the format of administrating the tests, and 
questions that might be asked by the guests were re- 
viewed. Weekly exchanges with workshop staff were 
also arranged to deal with problems that arose. The 
tests, or questionnaires, were prepackaged п enve- 
lopes for each small workshop discussion group; in- 
structions were attached to each епуе оре and were 
read to the group by the group leaders and coordina- 
tors. 

A record was kept on the face of each envelope of 
those who had completed the questionriaires, but the 
questionnaires were kept anonymous. The following 
system was used to allow for tracking of each subject's 
questionnaire. Subjects selected a 5-letter wcrk and a** 
number as their personal code, which they inscribed 
on all their questionnaires. After each workshop se- . 
quence it was therefore possible to link a series of each 
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Psychcicgical General Well-Being Schedule (5) Scores of Long-Standing Members of the Unification Church, a Nonmember Compar&on Sinum. 


and Nonmembers Attending Church Workshops 

















General Well-Being Comparison w.th 
. э Scores Long-Standing Members 
. Group Mean SD t il Significance 
Long-stendir.g members (N=237) 74.4 17.2 
Nanmember comparison group (N=305) 83.4 16.2 6.24 р<.001 
Guests attending workshop 
Dropouts efter ‘‘2-day workshop” (N=74) 74.7 17.9 .28 
Guests who continued beyond ‘‘2-day workshop” (N «30) 67.2 19.2 1.95 р<.05 
Guests who joined after 21-day workshop sequence (N =9) 61.9 20.1 1.89 р<.05 











guest's questionnaires that reflected how long each 
guest remained in the workshops. Although this al- 
lowed гог anonymity and fostered frank responses, it 
dic not allow for designating questionnaires from those 
guests who were either asked to leave or were picked 
up by cheir families. On the other hand, in order to 
differertiate between those guests who joined after 
completing the entire workshop sequence and those 
who Cid not, the joiners were asked at the end of the 
21-day sequence to reveal their respective codes. It 
was explained that the information would be used sole- 
ly to segregate them from the latter two groups. All 
agreed :o co so. 


RESULTS 


Because some test items described above were used 
previously in our study of long-standing members of 
the Uniricazion Church (3), it was possible to compare 
the guests from this study with long-standing members 
(N=237:. On the whole, the groups were quite similar 
in demographics and background. The workshop 
guests who responded (N=104) were predominantly 
male (77%) single (95%), and white (77%). Compara- 
ble figures Zor the long-standing members in our pre- 
vious stady were 61%, 89%, and 83%, respectively. 
The guests’ mean age (+SD) was 21.6+3.4 years; this 
was .3 years younger than the long-standing members 
had been when they joined. Eighty percent of the 


workshep gues:s had both parents living; 79% of the 


long-standirg active members had both parents living. 
The workshop guests also did not differ significantly 
from lorg-s:anding church members in their assess- 
ment of the degree of religious commitment their par- 
ents had. The workshop guests and the long-standing 
members indicated that 74% and 78%, respectively, of 
their fatkers had no more than moderáte religious com- 
mitment and 57% and 60%, respectively, of their 
mothers had no more than moderate religious com- 
* mitment. 

* Scores for both groups on the general well-being 
scale are listed in table 1; they reflect the workshop 
guests’ emozional state during the month before test- 





ing. As reported previously (3), long-standing mem- 
bers had significantly lower scores than the matched 
comparison group (N=305). In the current study, 
workshop guests who continued with the workshop se- 
quence after day 2 (N=30) scored significantly lower 
than the long-standing members; the guests who final- 
ly joined scored lower than either group. 

Results of the repeated battery were examined next 
using one-tailed t tests to compare guests who d-oppec 
out at the end of each workshop segment to those whc 
did not. The early dropouts, those who left by the end 
of day 2 (N=74) had mean scores (+SD) lower that 
day on the affiliations inside scale than those who con- 
tinued attending the workshops (20.2+5.7 anc 24.0 
5.3, respectively, t=3.01, p<.005). They also scored 
higher on the affiliations outside scale (17.6+6 0, 13.4 
+6.9, respectively, t=2.91, p<.005). 

In the previous study of long-standing members, the 
same scale items had been used to demonstrate affilia- 
tions inside the sect, i.e., the ten members of the 
Unification Church you see the most." Respoases of 
those members can therefore provide some basis for 
comparison. The workshop guests who comtinued 
beyond the second day (N —30) scored as high on the 
cohesion scales as long-standing members (mean 
score, 23.7+3.9), even as early as day 2. Th early 
dropouts, on the other hand, did not (t=5.75, p< 
.001). Barly dropouts also scored lower on the creed 
scale than those who continued (mean score, 22.3 
7.2 and 26.0+6.0, respectively, t=2.39, p<.01) and 
the purpose/Divine Principle scale (mean score, 20.9+ 
8.6 and 25.6+6.1, respectively, t—2.61, р<.01). 
There was, however, no significant differenze in 
scores on the own purpose scale between the early 
dropouts and those who remained. 

+ The 30 respondents who continued beyond the sec- 
* ond day and completed the test batteries were Givided 
into two groups: those who ultimately joined at Jay 22 
(N=9), designated as ‘‘joiners,’ and those who 
dropped out between days 3 and 22, the late dropouts 
(N=21). The cohesion scale scores ofaliiliatior s out- 
side the church were compared, as illustratedig figure 
2. On the cohesion scales there were no significahit dif- 
ferences at any of the test points between the two 
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FIGÜRE 2 * 
Outside Affiliations and Creed Scores for 104 Subjects During a Unifi- 


~ cation Church Workshop Sequence . 
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groups on the inside affiliations scale, but there were 
significant differences at all points on the outside affili- 
ations scale; the early and late dropouts scored signifi- 
cantly higher on the outside affiliations scale than the 
joiners. For example, mean scores on day 2 for the 
joiners and late dropouts on the inside affiliations scale 
were 25.3+4.7 and 25.0+3.8, respectively; on day 9 
they were 25.5+3.1 and 26.3+2.9, respectively. The 
outside affiliations scores on day 2 were 15.8+6.6 and 
7.46.2, respectively, t=2.80, p<.01; on day 9 they 
were 20.0+4.06 and 9.3+7.2, respectively, t=2.99, 
p«.01: In addition, the joiners and the late dropouts 
were not significantly different at any of the test points 
for creed, own purpose, or purpose/Divine Principle 
scales. 


DISCUSSION , . . 


Ina previous paper (1) Ù discussed the therapeutic 
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ber of persons who often meet in small groups and es- 
pouse a zealous philosophy with attendant rituals. The 
social roles and behavioral norms of group members 
were redefined in relation to the group's goals and 
functions. The model was developed fromethe exami- 
nation of one particular sect where social cohesion .' 
was studied with questionnaire instruments similar to 
those employed in the present study. Comparisons 
were drawn to other sects and quasi-therapeutic self- 
help groups, such as est and the drug-free therapeutic 
communities. An ensuing study on the Unification 
Church (4) dealt with the regulatory role of the belief ` 
system as well. The present study now prevides an op- 
portunity to examine the process of affiliation to such a 
group. This is of interest because it reflects a psycho- 
logical phenomenon of considerable potency in light of 
the profound influence such a group may exert and the 
potential adaptability of this model to psycho-. 
therapeutic ends. 

How were the people who joined the Unification 
Church different from those who dropped out? The 


early dropouts were found to differ on the basis of 


weaker affiliative ties toward the group and less ac- 
ceptance of the church's religious beliefs in contrast to 
those who stayed beyond the initial workshop seg- 
ment. Late dropouts, however, showed a high level of 
affiliativeness toward fellow workshop. members, 
which was comparable to that of the longstanding ` 
members toward their compatriots. They also 
achieved a commitment to the sect's beliefs com- 
parable to the guests who ultimately joined. The later 
dropouts, however, were different from those who 


joined by their greater affiliative ties to people outside 


the sect. This appears to indicate that an important 
factor in joining the sect is the presence of relatively 
weak ties to family and peers. Apparently, at least at 
this stage in the affiliation process, considerable enthu- 
siasm for the group may be countered by the strength 
of outside ties. 

It is interesting to compare these findings to ones 
reported by Trice (7), who studied affiliation motives 
in members of Alcoholics Anonymous (AA), another 
quasi-therapeutic large group where consensual belief : 
is important. Persons who maintained a long-term 
membership in AA, rather than dropping out after an 
initial affiliation, were found to have greater need to 
establish social affiliations. For a religious sect such as 
the Unification Church, however, a greater isolation 
from previous ties accompanies membership. The rel- 
ative balance between affiliation to members and to old 
associates therefore becomes important. 

In our previous studies (1-3), long-standing mem- 
bers gave responses to a neurotic distress scale in rela- 
tion to multiple time periods. The responses indicated 


large-group 2а clinically useful model for the study of apparently greater neurotic distress before affiliatien"*: 


certajeClinical phenomena, such gs self-help groups 
and membership ig charismatic sects. The large-group 
was defined as a cohesive association of a large num- 


compared to neurotic distress after a period of mem- 
bership. In the absence of prospective data, however, 
it was not possible to ascertain whether this reflected 
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an actual difference between these two periods or 
whether it was primarily the product of unintentional 
distortion due to cognitive dissonance. Although the 
number of joiners in this study was small, it seemed 
worthwhile to compare the general well-being scores 
of those who ultimately joined to those scores of the 
long-standing members. Significantly lower mean gen- 
eral well-being scores were found among the new join- 


ers than the long-standing members. This supports the : 


interpretation that members actually do experience 
amelioration in psychological well-being long after 
joining. 

Members and workshop guests scored lower than a 
cemparison group for psychological general well- 
being. The comparison group was drawn from a resi- 
dentia_ly and socially more stable population than that 
usually associated with persons entering this sect, al- 
though the comparison group was matched for age and 
sex. The difference in scores might therefore be partly 
attributed to the considerable amount of social dis- 
ruption experienced by many persons who elect to 
come to the workshops. This latter phenomenon mer- 
its further investigation because it may provide a key 
to the rcle of social instability in valency to join a 
quasi-therapeutic large-group. 

This explanation, however, may be contrasted with 
the possibility that considerable psychopathology un- 
related to situational issues is common in sect mem- 
bers. Indeed, a global solution may appeal to the psy- 
chologically distressed. Deutsch (8) examined in detail 
the presence of prominent psychopathology in mem- 
bers of a smaller Eastern sect. In addition, we had 
founc that 696 of the members from the Unification 
Churzh and 996 from the Divine Light Mission had 
been hospitalized for emotional problems (3, 2). In this 
study the workshop staff, apparently respecting the 
vulneratility. of some guests, asked 6 of the 30 guests 
who stayed beyond the ‘‘2-day workshop” to leave be- 
cause of “‘psychological instability.” The staff accept- 
ed the fact that not all those interested in joining were 
suitable for membership. It should be noted, however, 
that an apparent therapeutic response has been ob- 
served for those who join other modern self-help-ori- 
ented large-groups, such as est (9, 10), consciousness- 
raising groups (11), Gestalt-oriented growth centers 
(12), as well as other religious sects. 

In this study there was no significant еее be- 
tween the joiners and the dropouts regarding an ab- 
sence of existential meaning in their lives. For the po- 
tertial member perhaps only a certain degree of absent 
meaning in life is necessary to elicit interest in the Uni- 
fication Church. The church must present its belief 
system in such a way that the potential innate resis- 
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tance is relieved and the creed can be accepted" То 
this end, the social, context plays an important role to 
rapidly generate a strong sense of cohesiveness during 
the workshops, as observed here. This was promoted 
when the workshop guests continued through the ini- 
tial workshop segment in close relationships with the 
hosts who originally invited them. 

The milieu of the lectures and discussions is con- 
sequently influenced by the fact that Unification 
Church affiliates constitute half of the membership of 
the group. This presents an interesting parallel to the 
sponsorship system in AA. It also has antecedents in 
other Christian sects, such as the Moravian Protes- 
tants (13) and the Anabaptists (14), which employed 
group-oriented explorations of belief and feelings. In- 
deed, technique of mixing "successful" veterans anc 
initiates in conjoint group experience for modeling anc 
identification is regularly seen in contemporary self 
help programs. It might also be useful in strengthening 
the induction process in more traditional mental healtk 
settings. 
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ВВІЕЕ COMMUNICATIONS 


Behavioral Desensitization of Phobic Anxiety Using Thiopental 


Sodium : 


BY THEODORE PEARLMAN, M.D., B.SC., M.B., B.CH. 





The author evaluated a random sample of 25 patients 
suffering from a variety of phobic anxiety states who 
were treated with desensitization using thiopental 
sodium combined with progressive reduction in the 
use of oral anxiolytic medication. At 24-week follow- 
up, 11 of the patients reported mild symptoms of 
phobic anxiety and 14 reported none; 9 of the patients 
reported their use of tranquilizers had decreased and 
15 reported they had used none for at least 2 weeks. 
These results demonstrate the usefulness of the 
treatment in producing sustained reduction of phobic 
anxiety and tranquilizer use. 





he use of short-acting barbiturates administered in- 

travenously to induce adequate relaxation is not a 
new practice in the treatment by desensitization of 
phobic anxiety. Wolpe and associates (1), in reviewing 
systematic desensitization of phobic patients by recip- 
rocal inhibition, referred to the use of methohexital so- 
dium in pairing adequate relaxation responses with a 
progressive hierarchy of anxiety-provoking stimuli sit- 
uations. Mawson (2), in a controlled crossover trial, 
demonstrated 5096 more effective improvement of 
phobic patients with the use of methohexital. Fried- 
man and Silverstone (3) noted an economical reduc- 
tion in treatment time when this technique was used. 
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METHOD 
Patients 


Between 1971 and 1979, 10% of the more than 8,000 
adult psychoneurotic patients referred to me for psy- 
chiatric treatment were diagnosed as suffering from 
phobic anxiety. Most of these patients came from the 
densely populated Witwatersrand area of the southern 
Transvaal, South Africa. The criterion for a diagnosis 
of phobic anxiety was a main complaint of fear, with or 
without autonomic nervous system symptoms, arising 
on exposure to one or more normal life situations. 
These situations included being in open spaces, con- 
fined spaces, traffic, or crowds; thunder or lightning; 
visits to dentists; college or school examinations; can- 
cerophobia-producing situations such as visiting sick 
friends or relatives; and exposure to animals or in- 
sects. In many patients hyperventilation-producing 
cardiac or respiratory neurosis aggravated the phobic 
condition. 

Most of the patients were taking anxiolytic drugs 
when first examined, mainly benzodiazepines pre- 
scribed by their family doctors for symptomatic relief. 
These included diazepam, oxazepam, medazepam, 
bromazepam, chlordiazepoxide, lorazepam. and clo- 
razepate. | 

АП patients except those with porphyria o- a family 
history of the disease (a not infrequent illness encoun- 
tered among neurotic patients in South Africa) were 
offered desensitization under the effects of intravenous 
thiopental. Patients who chose treatment and provided 
informed consent (about 70% of the more than 800 
phobic patients) were instructed in the theory of classi- 
cal and operant conditioning. A program of treatment 
spaced biweekly for 2 weeks and then weekly for 4 
weeks was arranged for each. Patients were instructed 
not to take solid foad for 3 hours before treatment, but 


= 


Am J Psychiatry 137:12, December 1980 


bland fluids were permitted. After each treatment ses- 

sion patients were required to remain in the waiting 

room uatil all sensation of dizziness had passed. Pa- 

tients were warned not to drive until motor coordina- 

tion was fully restored. No patient reported any motor 
. vehicle accident involvement following treatment. 


The Treatment Session 


While the patient reclined in a comfortable position, 
50 mg of thiopental sodium in a 2'/2% aqueous solution 
was injected intravenously in a single bolus. A twilight 
state lasting 4-6 minutes, during which the patient was 
mentally and »hysically fully relaxed but alert, was 
thus incuced. A resuscitator and a cylinder of oxygen 
were available in case the patient was hypersensitive 
to thiopental. In no instance, however, was resuscita- 
tion necessary. With eyes closed, the patient, using vi- 
sual imagery to the best of his or her ability, was en- 
couraged to reconstruct previous attacks of phobic 
anxiety while aware of the thiopental-induced state of 
reiaxation. The patient was then told to imagine an at- 
tack beginning sometime again in the future and to 
imagine being able to control, diminish, or eliminate 
the attack by exercising his or her feeling state. 

Thiopental is rapidly metabolized; therefore, the 
state of drug-induced relaxation phased after 4-6 min- 
utes int» a more natural feeling state of relaxation. For 
the next 10-12 minutes the patient repeated the mental 
exercise of associating anxiety-provoking stimuli situ- 
ations with the response of relaxation. 

Patieats were encouraged to reduce their oral intake 


of anxiolytic drugs when they felt that they could do © 


so. They were instructed in a simple relaxation exer- 
cise based on Jacobsen’s technique (4) and told to 
practice pairing imagined phobic situations with re- 
laxed responses. The patients were to perform these 
ехегс:525 at least twice daily. If they were taking oral 
anxioytic medication they were told to exercise at 
times coinciding with the maximal effects of the drugs 
when this was possible. For example, if a patient usu- 
allv tock a tranquilizer after coming home from work 
at 6:00 p.m., he or she would do the exercise at ap- 
proximately 6:30 p.m. 


E»aluation 


1 evaluated a random sample of 25 patients out of the 
415 wh» completed 6 weeks of therapy and then com- 
plied with follow-up. At the initial interview (designat- 
ed week 0) and at 6, 12, and 24 weekly intervals each 
patient rated his or her phobic anxiety on a scale of 0-3 
(0=no symptoms, 1=mild symptoms, 2=moderate 
symptoms, 3=severe symptoms). In addition, ratings 
for tranquilizer use were recorded on a scale of 0-3 
deperding on quantitative comparison with the daily 
intake of the same drug when first prescribed by the 
feferrirg physician (0—no use of drugs for at least 2 
weeks, 1=decreased use, 2=no change in use, 3=in- 
creased use). : 
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TABLE 1 í 

Ratings of Phobic Anxiety in 25 Patients Treated with Tope 
sisted Desensitization? " 








Patient Number Week 0 Weex6 Week 12 Week 24 
1 ‚3 1 el 1 
2 1 0 0 0 
3 3 1 1 1 
4 3 2 1 0 
5 2 1 1 1 
6 3 2 1 0 
7 2 1 1 0 
8 3 1 0 1 
9 1 0 0 0 
10 3 0 1 0 
11 2 l 0 1 
12 3 1 0 0 
13 3 1 0 0 
14 2 1 0 0 
15 3 2 1 1 
16 1 1 1 1 
17 2 1 1 1 
18 3 2 2 1 
19 2 1 1 0 
20 1 1 1 1 
21 3 1 0 0 
22 1 0 0 0 
23 2 0 0 0 
24 3 1 0 0 
25 2 0 1 1 

*Ü-no symptoms, 1=mild symptoms, 2=moderate symptoms, 3=severe 

symptoms. 

TABLE 2 


Ratings of Tranquilizer Use in 25 Patients Treated with Thiopental- 
Induced Deserisitization? 








Patient Nuniber Week 0 Week 6 Week 12 Week 24 
1 2 2 1 1 
2 2 1 0 0 
3 2 2 1 0 
4 2 2 1 0 
5 2 2 1 1 
6 2 2 3 2 
7 2 1 1 0 
8 2 1 0 0 
9 3 1 1 1 

10 2 2 0 0 
11 2 1 0 0 
12 2 3 2 1 
13 2 1 1 1 
14 2 2 0 0 
15 2 2 1 0 
16 2 1 0 1 
17 2 I 1 0 
18 2 1 0 0 
19 2 2 2 ] 
20 3 2 2 1 
21 2 i 1 1 
22 0 e 0 0 
.23 1 1 0 0 
24 0 О 0 0 
25.5.4 2 2 1 0 





?0*-no medication use, ] =decreased use, 2=unchanged use, ?=incrzased use. 


~ 
it - | 
Tables 1 and 2 show progressiveveduction i in symp- 
tom distress as well,as in the use of tranquilizers at 6-, 
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TABLE 3 


Distribution Frequency of Ratings of Phobic Anxiety їп 25 Patients 
* Treated with Thiopental-Assisted DesensitiZation 





,. Number of Patients 
Rating of Phobic Anxiety Week 0 Week | Week 12 Week24 











Severe . 12 0 0 E 0 
Moderate 8 4 1 0 
Mild 5 15 13 п 
No phobic anxiety 0 6 11 14 
TABLE 4 


Distribution Frequency of Ratings of Tranquilizer Use in 25 Patients 
Treated with Thiopental-Assisted Desensitization 





Number of Patients 
Week0 Week6 Week12 Week 24 





Rating of Tranquilizer Use 





Increased use 2 2 1 0 
Unchanged use 20 10 3 1 
Decreased use 1 11 11 9 
No use of tranquilizers 2 2 10 15 





12-, and 24-week follow-up. The frequency distribu- 
tions of ratings for phobic anxiety and of tranquilizer 
use at follow-up intervals are shown in tables 3 and 4. 
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The finding that 14 patients were symptom free and 15 
patients were tranquilizer free at the 24-week follow- 
up demonstrates the usefulness of the treatment pro- 
gram. . 


CONCLUSIONS 


Desensitization therapy using thiopental is not time- 
consuming, and progressive improvement reinforces 
the therapeutic process. Combined with the judicial 
use of and then reduction of use of anxiolytic drugs, it 
is a practical method of treating phobic anxiety in com- 
munities where there is a shortage of psychiatric per- 
sonnel. ` 
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Failure of Naloxone to Reduce Manic Symptoms 
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ROBERT M. POST, M.D., FREDERICK K. GOODWIN, M.D., AND WILLIAM E. BUNNEY, JR., M.D. 





The authors conducted a double-blind placebo- 
controlled stud» in which patients with a wide range of 
manic symptoms were administered 20 mg of naloxone 
subcutaneously. Naloxone failed to improve manic 
severity, activation-arousal, or elation-grandiosity for 
intervals up to 3 hours. Global nurse ratings of mania 
did act improve over an 8-hour period. The authors 
suggest chat the question of endorphin involvement in 
maria has not been resolved and recommend clinical 
studies with longer acting oral narcotic antagonists — 
such as naltrexone. 





qm recent discovery of endogenous morphine-like 
substances (endorphins) whose pharmacological 
effects are largely indistinguishable from those of 
opiates suggests that behavioral states which resemble 
opiate effects might be brought about by endorphins. 
Several -nvestigators (1, 2) have described a resem- 
blance between the manic state and opiate effects, and 
others (3, 4) have specifically suggested that an excess 
of endorphirs may mediate euphoria and mania. In an- 
imals low doses of opiates cause hyperactivity and 
heightened zrousal (5). In man opiates cause euphoria 
and are pocent analgesics. Endorphins have been 
found to play a role in regulating pain perception in 
man (6;. Many manic patients are more pain tolerant 
than age- and sex-matched controls (7). In a prelimi- 
nary study elevated levels of opiate-binding sub- 
stances were reported in the cerebrospinal fluid of a 
few manic patients (8). Thus, there are behavioral and 
preliminary clinical findings to suggest that mania, an 
illness characterized by hyperactivity, arousal, grandi- 
osity, pressured thought and speech, euphoria, and 
loss of judgment might be associated with an elevation 
in endogenous opiate-like substances. | 
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If increased endorphin effects are involved in the 
pathogenesis of mania, then naloxone, a narcotic an- 
tagonist, would be expected to improve endorphin-de- 
pendent manic symptoms. Three groups recently re- 
ported acute clinical trials of naloxone in mania 9-12). 
Janowsky and associates (10) reported antimaric ef- 
fects of 20 mg of naloxone on 10 manic patients, but 
Emrich and associates (11) weré unable to demon- 
strate any naloxone-induced changes in 2 татс pa- 
tients who took 4 and 24.8 mg of naloxone, respective- 
ly. We previously reported a dose-dependent reduc- 
tion on manic speech and pressure of thought in 1 of 4 
manic patients (12). We will report on 10 patients with 
a wide range of manic symptoms to whom we adminis- 
tered 20 mg of naloxone. 


METHOD 


Ten patients who met Research Diagnostic Criteria 
(13) for either bipolar affective illness, manic stage, or 
schizoaffective illness, manic type, participated in a 
double-blind, placebo-controlled, random-order study 
of the effects of 20 mg of naloxone on manic symp- 
toms. -All 10 patients were selected from patients on 
two affective disease wards at NIMH; the ward psy- 
chiatrist selected patients for study according to their 
willingness to participate and whether their manic 
symptoms were relatively stable. Patients with short 
mood cycles were excluded because of the likelihood 
that a spontaneous switch might be seen as a drug re- 
sponse. Clinical characteristics of the 10 patients are 
presented in table 1. All patients gave oral and written 
informed consent and participated voluntarilv. 

Drugs were administered between 8:30 a.m. and 
10:00 a.m. A placebo of equal volume Was usec. and 
all substances were administered subcutaneously in 
the tissue over the deltoid. Each patient served as his 


' or her own control: order of administration was ran- 


dom, and naloxone and placebo were given 1 or 2 days 
‘apart. Patients participated in routine ward activities 
before and after drug administration except for their 
interviews with the rating psychiatrist. One of us on 
each ward rated patients on the Beigel. Murphy Manic 
Rating Scale (14) and the Brief Psychiatric Rating 
Scale (15) at a baseline point (30 minutes дете drug 
administration) and at 30, 60, and 120 minutes after 


injection. i 
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_ Clinical Charactegistics of 10 Patients Сімеп 20 mg of Naloxone 
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Age Mania Days Since Switch ШЫ 
Patieni Diagnosis ` (years) Sex Rating? to Mania Concurrent Medication * 
1 Schisoaffective, manic o 30 M 10 7 Chlorpromazind NE. 
2 Bipolar I, manic 43 .F 9 4 Phenelzine 
3 Bipolar I, manic 50 F 4 7 Imipramine, lithium 
4 Bipolar I, manic 25 F 8 9 Placebo 
б Bipolar І, manic 43 Е 10 2 Placebo 
6 Bipolar I, manic 45 F 9 3 Phenelzine 
7 Bipolar I, manic 54 F 9 JT Placebo 
8 Schizoaffective, manic 38 M Placebo 
9 Bipolar I, manic 29 M 9 10 Carbamazepine 
10 Bipolar I, manic 55 F 9 21 Lithium and carbamazepine 
*Bunney-Hamburg global mania rating; maximum score- 15. 
TABLE 2 
Effect o1 20 mg of Naloxone on 10 Manic Patients 
Beigel-Murphy Mania Placebo Naloxone Placebo _ ' Naloxone 
Rating Scale Mean Score SE Mean Score SE Mean Change SE Mean Change SE 
Manic severity 
Baseline — 84.9 14.9 74.6 12.9 
After administration 
30 minutes 67.7 12.6 71.3 13.3 17.2 9.5 3.1 2.6 
60 minutes 75.8 16.1 69.4 13.2 8.5 9.3 8.6 4.3 
120 minutes 69.8 12.1 69.1 13.1 15.5 8.9 7.3 4,3 
Elation-grandiosity 
Baseline 29.7 5.8 24.7 5.6 
After administration 
30 minutes 28.7 5.6 23.6 5.4 1.5 7 1.2 8 
50 minutes 28.5 5.7 22.7 6.0 1.5 2.6 2.5 1.3 
120 minutes 30.2 5.5 22.2 6.3 2 1.5 3.0 1.7 
Activation-arousal 
Baseline 51.7 7.5 45.0 7.6 
After administration 
30 minutes 41.0 6.7 ‚ 44.9 7.9 10.7 4.9 Л 1.1 
6) minutes 46.1 8.4 44.0 8.8 6.0 4.4 3.1 2.9 
120 minutes 43.2 6.8 42.5 8.4 8.5 4.5 2.8 3.5 





Patients were either stabilized on medicine or were 
medication free (table 1). Ratings were based on 10- to 
15-minute structured interviews at each evaluation 
point as well as on subsequent observation of the pa- 
tients during routine ward activities. Global nurse rat- 
ings of mania were performed twice daily on a modi- 
fied Bunney-Hamburg scale (16) in order to assess pos- 
sible long-term or delayed effects of injection. 


RESULTS 


Naloxone failed to bring about improvement for any 
of the 10 patients on the manic severity, activation- 
arousal, or elation-grandiosity scales of the. Beigel- 
Murphy at 30, 60, or 120 minutes after administration 
(table 2). Furthermore, total psychopathology as mea- 
sured by the BPRS did not improve, nor did the single 
item *' 
(which includes unusual thought content, hallucina- 
tions, and conceptual disorganization). In fact, pa- 
tients tended to improve more юп placebo than on 


Fuylsity" or the cluster ‘‘thought disorder". 


naloxone (although not significantly) at 30 minutes af- 
ter administration. We found no significant differences 
in baseline scorés between placebo and naloxone, al- 
though there was a tendency for mania to be rated as 
less severe on the naloxone day. Global nurse ratings 
of mania over an 8-hour period also failed to demon- 
strate improvement. 


DISCUSSION 


Our results do not support the findings of Janowskv 
and associates (9, 10). What factors could explain our 
negative findings in view of previous reports of a posi- 
tive effect of naloxone on mania? We administered the 
drug subcutaneously because absorption is rapid and 
because this method was more convenient than using 
intravenous lines in hyperactive and intermittently un- 
cooperative patients. It is possible that an intravenous 
route would have achieved higher blood levels. We did 
not isolate our patients from their usual setting and 
ward routine, as did Janowsky and associates, which 


. 
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might possibly account for differences in drug re- 
sponse. Janowsky and associates (10) observed thera- 
peutic antimanic effects in those patients who had the 
most severe mania. Our patients were not all severely 
manic, nos were they tested in the first few days of a 
manic episode (table 1). However, even in the most 
classical manic patients with pressured speech and 
thought, grandiosity, and elation, no ratable improve- 
ment occurred. The manic state is characterized by 
fluctuation in ratings (e.g., see placebo change means 
in table 2). As might be expected when we adminis- 
tered p_acebo to the 10 patients, their mania scores 
varied widely with an overall tendency toward im- 
provement at 30 minutes (table 2). Does this reduction 
represent a placebo effect rather than variability in 
mania? If so, is naloxone blocking this placebo effect? 
In the Janowsky and associates studies (9, 10) and in 
our study the group was a mix of medicated and medi- 
caton-free patients. Although we observed no effect 
on thorght disorder, our previous findings that im- 
provement of thought disorder in schizophrenic pa- 
tierts who were administered naloxone occurred pre- 
dominantly in patients taking neuroleptics! suggests 
the need for continued attention to possible neurolep- 
tic-neloxone facilitation in manic patients with thought 
disorder. 

Although the failure of naloxone in this study to re- 
duce тгпіс symptoms does not support the hypothesis 
that mania is caused by excess activity at opiate recep- 
tors, it vould be premature to dismiss this theory. The 
dos2 of 20 mg of naloxone might not be high enough to 
block the effects of usual doses of opiates. Naloxone's 
potency as an antagonist varies in various physiologi- 
cal preparations (17), and in fact three classes of recep- 
tors have been postulated from studies of the effects of 
various narcotics on the ‘‘chronic spinal dog” (18, 19). 
Thus, naloxone might block some endorphin effects 
better tnan others. Administration of a long-acting 
pure opiate antagonist such as naltrexone provides a 
better zest of the role of endorphins in mania than that 
of a single dose of the short-acting antagonist nalox- 
one 


1G С. Davis, W.E. Bunney, Jr., M.S. Buchsbaum, et al: Studies of 
narcotic antagonists and beta-endorphir: in psychiatric patients. Pre- 


ee the American College of Neuropsychopharmacology, Dec. 
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BY BARRY B. PERLMAN, M.D., ARTHUR H. SCHWARTZ, M.D., JOHN C. THORNTON, PH.D., 
MARTIN PARIS, M.D., M.P.H., AND WILLIAM MAZANITIS : 





The authors report a study of records maintained by 
private practitioners for their Medicaid patients. The 
quality of record keeping in general fell far short of 
Medicaid requirements. Board-certified or hospital- 
affiliated psychiatrists kept better charts than those 
who did not have these credentials. Educational 
background did not correlate with extent of record 
keeping. 





T he U.S. government, which is massively involved 
in the subsidy of health care, is increasingly seek- 
ing to determine if and how competently care is ac- 
tually provided. In a previous study of the delivery of 
private psychiatric treatment to the New York City 
Medicaid population (1) we documented the heavy in- 
volvement of foreign medical graduates in the care of 
the poor and medically indigent. Other researchers (2- 
4) have found that the practice setting rather than the 
educational background of practitioners correlated 
with the quality of care. However, Saywell and Stud- 
nicki (4) pointed out that Board-certified physicians 
tended to cluster in the institutions providing the finest 
care. No comparable study has ever been done in the 
psychiatric sector, where the impact of treatment. on 
outcome is often unclear. 

A study of the credentials of individuals who had a 
large number of psychiatric Medicaid patients (5) re- 
vealed that significantly more graduates of U.S. medi- 
cal schools (USMGs) were Board certified than were 
graduates of foreign medical schools (FMGs). How- 
ever, the Medicaid practitioners did not differ in this or 
any ether regard from all of the psychiatric practition- 
ers in New York City. 

For the present work, part of a continuing effort to 
study the psychiatric Medicaid system in New York 
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City, we researched the completeness of record keep- 
ing. In particular we sought to address the question of 
whether Board certification, educational background, 
or hospital affiliation was related to the quality of 
charts. 


METHOD 


Data were obtained from 998 patient charts. These 
charts were selected from the Medicaid caseloads of a 
40% (N=120) random sample of psychiatrists who 
billed for at least 10 Medicaid patients in 1976. We ob- 
tained data from the records of the New York City Bu- 
reau of Medical Assistance and from the 1977 edition 
of the biographical directory of APA fellows and mem- 
bers about the educational background and profession- 
al credentials of the psychiatrists in the sample. 

We reviewed and scored the charts using a form that 
contained 35 items reflecting Medicaid requirements 
about information to be gathered during a patient's 
first three visits to a provider (see appendix 1). Chart- 
ing this information is “ап absolute prerequisite for the 
continuance of Medicaid reimbursement" (6). The 
checklist was grouped into six categories with a maxi- 
mum possible score of 39. These categories were iden- 
tifying data, data on current illness relating to chief 
complaint, medical history, mental status, diagnosis, 
and therapeutic plan. Additional descriptive data were 
gathered, including the patient’s age, sex, ethnic 
group, previous inpatient or outpatient treatment, drug 
dependence, and the diagnosis after the first three vis- 
its. The diagnoses were based on those listed in DSM- 
II and were grouped in the following way: psychoses 
(including schizophrenia, major affective psychosis, 
paranoid states, and other psychoses), neuroses, per- 
sonality disorders, alcoholism, drug dependence, and 
other diagnoses. All tests of significance were done us- 
ing Student's t test. 


RESULTS 


Table 1 presents data on the quality of charts of the 
psychiatrists sampled according to whether the psy- 
chiatrists were Board certified, hospital affiliated, or 
attended medical school in the United States. Regard- 
less of the distinctions made between practitioners, 
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TABLE 1 А 

Average Scores for 998 Patient Charts Kept by 120 Psychiatrists Using Medicaid Criteria, According to Board Certification, Hospital AFiliation, 

and Graduation from U.S. Medical School (USMG) or Foreign Medical School (FMG) А 

: Maximum : 

В m Possible Composite 
Mecicaid Criterion Score Certified | Noncertified Affiliated Nonaffiliated ЧМО FMG Score 
Idertifying daza 4 3.3 32 3.3 2.8* 2.9 3.4^ ' 323 
Date on current illness 

relating to chief complaint 12 7.3 6.0* 6.8 5.4^ 6.2 6.6 6.50 
Mecical history 4 1.3 1.0 1. 1.0 1.4 1.0% 1.13 
Mertal status 12 72 4.8* 6.0 4.6? 5.8 5.6 5.65 
Therapeutic plan 6 3.4 2.3* 2.8 2.2% 27 2.7 2.70 
Diagnosis 1 0.9 0.8° 0.8 0.8 0.7 0.95 0.86 





“The charts of the psychiatrists who were zffiliated were scored significantly higher than those of nonaffiliated psychiatrists (p<.05). 
"The charts of the FMGs were scored significantly higher than those of USMGs (p<.05). 

"The charts of certifisd psychiatrists were scored significantly higher than those of noncertified psychiatrists (p «.05). 

"The charts of USMGs were scored significantly higher than those of FMGs (p<.05). 


the quality of record keeping fell far short of Medicaid 
requiremerts. No group recorded more than 60% of 
the expected information on the charts. Identifying 
data and diagnosis were the items most often com- 
ple-ed; medical history was most often neglected. Data 
are also provided on charting for the sample as a 
whole. 

Those psychiatrists who were Board certified con- 
sistently recorded more complete information about 
their pztients than their colleagues without certifica- 
tion. This difference was found in each of the checklist 
categories with the exception of the noting of identi- 
fying data. Those doctors having hospital affiliations 
kept significantly better charts than those without such 
affiliations (see table 1). This difference was noted for 
the ratiag of the entire chart and in each category, ex- 
cept for medical history and diagnosis. When USMGs 
were compared with FMGs no global difference in 
case recording was apparent. The several category dif- 
ferznces may be noted in table 1. When psychiatrists 
without Board certification were compared on the 
basis o? ecucational background, USMGs and FMGs 
were found to be comparable. There was no significant 
differerce between USMGs and FMGs who were 
Board certified. 

The records of the psychiatrists sampled were ex- 
amined to determine whether or not the quality of 
charting differed for patients on the basis of sex, ethnic 
group, or diagnostic group. The data reveal no signifi- 
cant di'Terences for these variables. 


DISCUSSION 


The data elaborated in this paper present a glimpse 
of clinical practice in a government sponsored pro- 
gram as reflected through psychiatric record keeping. 
Whether these are representative of a wider sphere of 
practice is not known. An anecdote from this study 
may Serve to illustrate the point. A physician, feeling 
embarrassed by the inadequacy of his Medicaid 
charts, remarked, ‘‘You’d see much better records if 
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this were one of my regular, paying patients.” The at- 
titude expressed in this anecdote, often voiced in less 
egregious form during the audit procedure, reflects the 
ambivalence with which some doctors view patients 
seen under the auspices of Medicaid. Previous work 
(7) has documented physician prejudice against Medic- 
aid rather than against individual Medicaid patients. 
Thus the doctors' feelings for these ostensibly »rivate 
patients may be tempered to the degree that thev are in 
fact subsidizing the care of these patients by accepting 
the low reimbursement offered through Medicaid as 
well as having to contend with the many bureaucratic 
obstacles inherent in the system. 

Clearly, in a government-mandated and regulated 
health delivery system total compliance could Бе. 
forced with respect to charting standards. The positive 
relation of record keeping to quality of care, not yet 
documented in psvchiatry, has been demonstrated in 
other medical areas. Long and Rogers (8) found that 
the recording of a procedure was tantamount to a guar- 
antee of its having been performed. Whether physi- 
cians' attitudes would prove as malleable is less clear. 
In the present study we found that psychiatrists who 
evidenced professional achievement through Board 
certification and maintenance of hospital afiliation 
kept demonstrably more complete charts. Conversely, 
to the extent a process measure such as chart review 
reflects quality of care, no diiference between USMG 
and FMG psychiatrists was evident. These findings 
lend support to those who believe certification to be 
meaningful. Clearly, insufficient data are available 
from private charts to permit their use as retrospective 
vehicles for evaluative studies. These data extend to 
the private sector the finding of a previous paper dem- 
onstrating the inaccuracy of reporting of data to Med- 
icáid and the resulting inability to use such information 
for research (9). б ` 
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APPENDIX 1 
Medicaid Criteria for Information to Be Recorded on Patients’ Charts 


Each of the 35 items was scored 0 for absent, 1 for present, 
and 2 for adequate description. _ 


Identifying Data 

1. Age 

2. Sex 

3. Ethnic group 

4. Chief complaint 


Data on Current Illness Relating to Chief Complaint 
5. Phenomena 
6. Duration 


: r. 
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. When symptoms occur 

. Work situation 

. Effects on life situation, e.g., work, family 

. Present living situation, e.g., married, with children, 


where living 


tite, libido 


. Psychiatric history: condition, treatment, response 
. Developmental history 

. Education: highest grade achieved 

. History of psychiatric illness in family 


Medical History 


16. 


17. 
18. 


Medical, surgical, or neurological illness and how 
treated 

Alcohol use 

Use of nonmedical drugs 


Mental Status 


. Orientation 

. Intellect 

. Mood, affect 

. Hallucinations 

. Delusions 

. Reality testing 

. Judgment 

. Insight 

. Speech or thinking 
. Thought content 
. Object relations 
. Motor 


Diagnosis (number 31) 


Therapeutic Plan 


32. 
33. 
34. 
35. 


Therapy 
Medication 
Goals 
Prognosis 


. Vegetative signs, e.g., changes in sleep, Weight, appé- , 


» 
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Measuring Psychiatric Utilization: The Rubber Yardstick 


BY JOEN KRIZAY, M.A. 





The autàor suggests that measuring utilization of 
benefits for nervous and mental disorders by using the 
percent of total benefits paid is imprecise because 
even small changes in the much larger portion of 
bereft payments that are attributable to 
nshnpsychiatric services can make it appear that the 
level cf psychiatric utilization has changed. His 
preferred measure is a calculation of covered charges 
attributable to psychiatric care per each person 
covered under the plan. The author illustrates his 
points by showing that, when properly calculated, 
psychiatric utilization under the Civilian Health and 
Medical Program of the Uniformed Services is much 
lower than that under many other plans. 





urely, a major component of the debates over 

whether psychiatric services should be a feature of 
kealth insurance coverage is the question, "How 
much wouid it cost?" The known experience under 
various health insurance plans provides some clues, 
but the answers are not always as obvious as they 
seem. The issue here is one of finding the proper mea- 
sure, some standard way of expressing utilization data 
that permits aggregation and interplan comparisons as 
well as a sound basis for projecting the experience on- 
to a larger population. 

The measure ''share of benefits paid for mental and 
nervous disorders" has come into widespread use as 
the indicator of utilization of psychiatric services un- 
der hezlth insurance plans. Insurance carriers, govern- 
ment agencies, and both proponents and opponents of 
psychiatric coverage all seem to use it. The fact is, 
however, that this measure is about as precise as a 
rubber yardstick, and it should be abandoned. 

The clearest example of the dangers of using this 
measurement may be found in its application to the 
Civiliaa Health and Medical Program of the Uni- 
formec Services (CHAMPUS) some half a dozen 
vears ago, when it was revealed that the payment to 
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beneficiaries for psychiatric services amounted, by 
some calculations, to as much as 23% of all benefits 
paid under this program (1). This payout level was 
thought then to be not just excessive but outrageous, 
and it quickly gave rise to a movement in Congress to 
curtail this coverage. Had the analysis focused on real 
rates of utilization of psychiatric services per covered 
person instead of the percent of total benefits paid for 
psychiatric treatment, it is certain that the pznic re- 
sponse never would have occurred, for the real facts 
are that CHAMPUS enrollees are extremely modest 
utilizers of psychiatric services compared wit3 other 
groups with similar health insurance coverage. -1deed, 
the real utilization rate of this group is similar to that of 


- groups whose health insurance plans offer only very 


limited coverage for mental and nervous disorders. In 
terms of dollars' worth of psychiatric services used per 
each person covered in 1977, CHAMPUS stards well 
below several federal employee plans, including some 
offering inferior coverage (see table 1). 

The measure of percent of benefits paid distorted the 
CHAMPUS picture because people covered by this 
program have access to two benefit packages: those 
provided by CHAMPUS (the private sector) and those 
available at direct care facilities of the military estab- 
lishment. Persons eligible for CHAMPUS Fenefits use 
direct care facilities for most surgical and many gener- 
al medical needs, but since direct care facilities do not 
provide long-term psychotherapy, nearly all psychiat- 
ric services are paid for with CHAMPUS funds. Thus, 
benefits paid for psychiatric services are 2 large per- 
centage of all CHAMPUS benefit payments cecause 
CHAMPUS benefit payments for all other medical 
services represent only a small part of such services 
used by those eligible for CHAMPUS benefits. 

The CHAMPUS program has unique features that 
readily explain why the percent of benefits measure 
distorts the real psychiatric utilization rate. But the 
measure is also inappropriate when applied to more 
typical plans. Supporters of psychiatric coverage in 
health insurance, for example, often cite the experi- 
ence under Blue Cross-Blue Shield Federal Employee 
Pregram (FEP), which supposedly shows a leveling off 
in the use of psychiatric services at 7'/2% of all bene- 
fits paid. The statement is wrong both in fact and in 
concept. But before examining what has happzned їо 
FEP utilization over the years, let us examine Why the 
measurement is inadequate. ` 


Assume, for the sake of discussion, that benefits 
У 
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Dollar Charges реу Covered Person for Treatment of Mental and Ner- 
vous Disorders Under CHAMPUS and Várious Federal Employee 
Health Plans Offering Different Quality of Mental Health Coverage, 











1977? 
ы Charge? per Quality of 
. Covered Plan's Mental 

Plan | Person Health Coverage 
Government Employees Benefit 

Association (National Security 

Agency) $59.72 Excellent 
Foreign Service 40.61 Excellent 
Blue Cross/Blue Shield 

Federal Employee Program 27.00 Excellent 
Aetna | 18.56 Good 
American Federation of Gov- 

f ernment Employees 18.41 Fair 
CHAMPUS? 12.27 Excellent 
Special Agents Mutual Benefit 

Associaticn (Federal Bureau 

of Investigation) 12.06 Good/excellent 
National Alliance 11.76 Fair 
Government Employees Hospital 

Associàtion 10.97 Fair 





‘Data are from Annual Reports of Insurance Carriers, Federal Employees 
Health Benefit Plans (2). 

"CHAMPUS utilization rate per covered person as expressed here was com- 
puted on ће basis of an eligible population of approximately 9 million per- 
sons, as estimated by the U.S. Department of Defense in its Military Health 
Care Study (3). In this study the Department of Defense estimated that 
8,951,000 persons were eligible for CHAMPUS benefits in 1275 and projected 
that 9,295,000 would be eligible in 1980. 


| 
paid inía given plan and during a given year equaled 
T'/596 of all benefits paid (as claimed in the FEP case) 
and that the total benefits paid during the year amount- 
ed to $100 million—$7.5 million for psychiatric serv- 
ices and $92.5 million for nonpsychiatric services. As- 
sume, further, that during the next year, the second 
opinion.requirement on surgery caused a reduction in 
surgical and related hospital episodes so that non- 
psychiatric benefits dropped by 596 (after correcting 
for inflaticn). If the utilization of psychiatric services 
did not change at all, the share of benefits paid for psy- 
chiatric services would increase to 7.9% of total bene- 
fits! 

In other words, the basic problem in using this mea- 
surement is that even small changes in the much larger 
portion'of benefit payments that are attributable to 
nonpsychiatric services can make it appear that the 
level of psychiatric utilization has changed. Thus, psy- 
chiatric! utilization can increase dramatically, but the 
increase can be obscured if utilization of all other med- 
ical seryices increases at the same rate. On the other 
hand, psychiatric utilization can appear to decline if, in 
fact, it does not change at all but the use of all othér 
covered services increases. А : 

The prezerreed measure is a calculation of covered 
charges attributable to psychiatric care per each per- 
son covered under the plan. Charges—if available— 
.are preferable to benefits paid in that their use elimi- 
nates distorjions that arise due ta variations in such 
factors às deductibles and copayment features. Trans- 
lating covered charges to a per capita (per covered per- 
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son) basis yields a measure that can be compared with 
other plans and projected onto different populations. 

For time series analysis, of course, the data must.be 
corrected for inflation. There is something of a prob- 
lem in finding an appropriate deflator whengthe overall 
utilization rate is being considered because the general 
medical component of the Consumer Price Index may 
not move in consonance with the psychiatric sub- 
components taken alone. However, the general medi- 
cal deflater is adequate for interplan comparisons and 
for judging longer-term trends. 

The utility of the measure of per capita covered 
charges can be seen if applied to the experience with 
the Federal Employees Health Benefits Program 
(FEHBP). Here we firid that the real rate of psychiatric 
utilization under the Blue Cross-Blue Shield portion of 
the total FEHBP has not stabilized, as frequently re- 
ported, but has increased from $21 per capita in 1973 
to $27 per capita in 1977—a statistically significant in- 
crease of over 2596. However, if one examines the 
data, one finds that there was a substantial reduction in 
enrollment in the Blues during the period studied 
while, at the same time, enrollment in a variety of 
small plans available to federal employees increased 
rapidly. It is evident that as the Blues' premium rates 
increased, many federal employees exercised their 
once-a-year option to choose less expensive plans. It 
is a fair assumption that those confident of their 
health—including low utilizers of psychiatric care— 
were willing to risk lesser coverage to take advantage 
of the lower premium rates that other plans offered. 
Thus, if we aggregate the psychiatric utilization data of 
these lesser plans with Blue Cross-Blue Shield experi- 
ence, the combined rates of covered charges per capita 
attributable to psychiatric services over the five-year 
period show less than a 1076 increase over the entire 
period, with the year-to-year data showing two in- 
creases and two decreases. The rate of increase is not 
statistically significant, i.e., the year-to-year changes 
could be attributable to reporting error, inappropri- 
ateness of the deflator in a given year, or other techni- 
cal factors. | 


СОММЕМТ 


Thus, the data properly presented not only show 
substantial stability in rates of use of mental health 
services in the FEHBP as a whole, but also provide a 
dollar cost per capita that may be used for projections 
onto larger populations to estimate the potential cost 
of liberal mental health coverage. (Note that all federal 
employees have agcess to liberal mental health cov- 
erage even though many do not choose to avail them- 
selves of it.) The overall cost per capita of all persens 
covered under these programs was approximately $24 
per year—roughly $14 for inpatient visits and $7 for 
outpatient costs, with the remaining $3 attributable to 
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other costs anc to differences resulting from use of dif- 


ferent deflators for inpatient, outpatient, and total 
costs. 

-The result is a reassuring one for advocates of liberal 
mental heaéth protection in national health insurance— 
all “he more sc because it is arrived at by a measure- 
ment that is reasonably reliable, projectable, and not 
susceptible to the distortions likely to result when the 
percent of benefits measure is used. 
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Psychosocial Outcome After Coronary Artery Surgery 


BY MICHAEL J. GUNDLE, M.D., BOZMAN R. REEVES, JR., M.D., SUZANNE TATE, 


DAVID 3AFT, M.D., AND L.P. MCLAURIN, M.D. 


To describe psychosocial adaptation after coronary 
artery surgery and to identify preoperative factors 
associated with good outcome, the authors 


. interviewed 30 patients before and 1-2 years after 


surgery. Despite good physiologic outcome (as 


: measured by treadmill and cardiac function) this 


sample vas found to be functioning poorly. Eighty- 
three percent were unemployed, and 5796 were 
sexually impaired. A preoperative duration of 
symptoms of eight months or more was associated 
with significantly worse postoperative overall 
adeptation. Most patients who had suffered angina 
eight months or longer evidenced a damaged self- 
concept, which was reinforced rather than repaired by 
ihe experience cf surgery. 





I л the continuing debate over the usefulness of coro- 
легу artery surgery, investigators have given little 
attention to psychological and social outcome. The 
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one psychosocial variable that has been measured— 
employment—has not been shown to improve for pa- 
tients after the operation (1-5). This is despite evi- 
dence that coronary bypass brings about both marked 
decreases in frequency and severity of angina (6, 7) 
and improvement in functional myocardial status (8). 
The number of persons being treated with coronary 
bypass surgery is rising; the annual costs nationally 
now exceed $1 billion (9). These facts should impel in- 
vestigators to evaluate return to employment thor- 
oughly and to look at factors other than relief of angina 
that contribute to the well-being of patients with coro- 
nary artery disease. 

Heller and associates (10) studied psychosocial out- 
come in patients undergoing open heart surgery prior 
to the development of coronary bypass techniques. 
They found from pre- and postoperative interviews 
that despite little physical impairment patients became 
less self-reliant and more socially constricted and had 
decreased expression of sexual and aggressive drives. 
One-third were still encountering significant psycho- 
logical hindrances to recovery one year after the oper- 
ation. This subgroup showed considerable anxiety, de- 
pression, somatic preoccupation, social withdrawal, 
and impaired sexual function. 

* Clinical experience with coronary bypass suggests 


‘that the psychosocial outcome of this procedure is. also 


often léss than optimal. We attempted to collect data 
from a group of coronary bypass patients that would 
confirm or refute that impression. Despite the mea- 
surement difficulties inherent in such an approach, we, 
defined outcome broadly. We measured pot Оу em- 
ployment but also adaptation to enYotiónal and social 
needs. We assumed that, when successful, this adapta- 
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tion would be evidenced by sélf-contentment, satis- 
. fying interpersonal relationships, sexual pleasure; and 
relative freedom from anxiety, depression, and hypo- 
chondriacal concerns. We correlated this psychosocial 


outcome with,three preoperative factors that we hy- 


pothesized, would be associated with good psycho- . 


social outcome. These factors were a short duration of 
cardiac symptoms (angina), Type A behavior pattern, 
and a low level of psychiatric symptoms, for example, 
anxiety. 


METHOD 


Between September 1976 and November 1977, 192 


unselected patients who underwent cardiac catheteri- . 


zation at North Carolina Memorial Hospital were ex- 
amined by means of psychological tests and a semi- 
structured psychiatric interview. Thirty-five of these 
patients underwent coronary bypass surgery 2-16 
weeks after catheterization. Thirty of these 35 re- 
turned for psychosocial and cardiologic evaluations 
12-24 months after surgery. This group consisted of 22 
white men (73%), 6 white women (20%), and 2 black 
men (7%). They came from rural North Carolina, an 
economically impoverished area by national stan- 
dards. They were factory and farm workers, salesmen, 
and managers. The mean age (+SD) at the time of 
operation was 51.4+7.1 years. None of the patients 
suffered from organic brain syndrome before coronary 
bypass or afterward. There were no instances of stroke 
or postoperative psychosis. All patients participated in 
an active physical rehabilitation program after sur- 
gery. The purposes of the study were explained and 
informed consent was obtained before the pre- 
operative evaluation and again at the postoperative in- 
terviews. 

The preoperative evaluation was based on the re- 
sults of the SCL-90 (11) and a semistructured inter- 
view conducted by a psychiatrist (D.R.). The SCL-90 
is a self-administered psychiatric symptom inventory. 
The psychiatric interviewer determined the behavior 
pattern (Type A or non-A) (12, 13) and asked each pa- 
tient about work status and sexual functioning. Sex 
. was recorded as unsatisfactory only when a clear 
probiem, such as chronic impotence or lack of desire, 
was elicited. The number of months since the onset of 
angina was recorded. 

Patients were again examined by means of the SCL- 
90 and a semistructured psychiatric interview (con- 
ducted by M.J.G.) 12-24 months after surgery. Work 
status and sexual functioning were evaluated using the 
preoperative, criteria. The interviewer used open- 
ended questions to explore with the patient his or her 
emotional and social adaptations since the operation. 
He then scored each patient on each of the nine scales 
of the Adaptive Balance Profile (14), an instrument 
used by Heller (10) for measuring psychosocial out- 
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come following open heart surgery. The sum of the ab- 
solute values of the nine scale scores was used as a 
measure of overall psychosocial adaptation. All inves- 
tigators remained blind to each others' Шз ший 
the end of the data collection. . 

A second numerical measure of adaptation was hé 
Psychosocial Adjustment to Illness Scale (PAIS) (15), 
which was administered by a trained psychiatric re- 
search assistant (S.T.). The PAIS is a structured inter- 
view designed to assess the quality of a patient's psy- 
chosocial adjustment to current illness or to residual 
effects of illness. 

Outcome was then ended in five ways: ABP, 
PAIS, employment, sexual function, and SCL-90. The 
effect on each of the outcome variables of the follow- 
ing three preoperative variables was then measured: 
presence of psychiatric symptoms (SCL-90), behavior 
pattern (Type A or non-A) and duration of cardiac 
symptoms (predominantly angina). Eight months was 
chosen as the dividing point between short and long 
durations of symptoms on the basis of both clinical ex- 
perience and the distribution of the ABP and PAIS 
scores. 


RESULTS 


Twenty-six of the 30 patients participated in tests of 
physiological outcome after the surgery. Fourteen pa- 


' tients (54%) had normal results on the treadmill test; in 


6 patients (23%) S-T depression was observed on the 
ECG before they reached the exercise tolerance pre- 
dicted by age and sex; and 6 patients stopped before S- 
T depression occurred and before they reached the 
predicted exercise tolerance. Eighteen patients (69%) 
reached their predicted exercise tolerance on the 
treadmill with or without the occurrence of S-T de- 
pression. 

Despite this reasonably good physiologic outcome, 
a high proportion of these patients were psychological- 
ly and socially disabled at follow-up. Unemployment 
and sexual dysfunction (mainly impotence) were re- 
ported by 8396 and 5796, respectively. A number of 
other manifestations of maladjustment that are not 
easily quantified were also reported, including con- 
stricted social life, low self-esteem, and lack of pleas- 
ure from close relationships. A small but significant 
number of patients revealed persistent dependencv 
needs of varying severity, serious distortions of body 
image, and symptomatic depression. 

As a first step in understanding the poor ые 
social outcome of this sample we looked for a statisti- 
cal association between each of the three preoperative 
variables and the five postoperative outcome measures 
(see table 1). We found employment at follow-up tobe 
significantly associated with preoperative duration tf 
symptoms and behavior pattern as well as with pre- 
operative employment status. Sexual function at fol- 
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TABLE I 


Preaperative Variables Affecting Psychosocial Outcome іп 30 Patients Who Had Coronary Artery Surgery 
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Postoperative Status 











: n Employed Sexually Functional ABP Score? PAIS Score? 
* Precperazive Variable М % Significance N % Significance Mean SE Significance Mean Е Signifcance 
Duration of symptoms p«.05» p«.0001* p<.01¢ p<.01¢ 
8 months or less (N= 11) 4 36 10 91 12.5 0.9 26.8 3.8 
Over 3 months (N=19) 1 5 3 16 183 1.2 43.3 3.1 
Behavior pattera p«.05* n.s n.s П.5 
Туге А (N=17) 5 29 8 47 15.5 1.3 32.6 3.8 
Non-A (N= 12) 0 5 38 17.0 1.6 433 3.6 
Preoperative status р<.01 p«.05! 
Employed (N 23) 5 22 
Unemployed N77) ` 0 


Sexually funczional (N=22) 11 50 
Sexually dysfunctional (N=8) 2 25 














*Lower scares indicate better adaptation for both the Adaptive Balance Profile and the Psychosocjal Adjustment to Illness Scale. 


Vx?—4,8, df=.. 
ea 15 0, df=1. 
"Student's t tast. 
©@=4 €, df=1. 
fMeNemar’s test. 


low-up was associated only with duration of symptoms 
and preoperative sexual status. 

The preoperative and postoperative SCL-90 scores 
were not found to be associated with any other pre- or 
postoperative variable measured; therefore these re- 
sults were dropped from the analysis. We observed 
svmptoms in a number of patients who had denied 
them on the SCL-90, suggesting that the self-adminis- 
tration format of this test seriouslv limits its usefulness 
in this population. The interaction terms between each 
pair of preoperative variables were found to be in- 
significant, so they were also dropped from the analy- 
815. 

The Psychcsocial Adjustment to Illness Scale and 
Adaptive Balence Profile were the best overall mea- 
sures of psychosocial outcome. They were highly cor- 
related with one another (rho-0.66, p<:001). Each 
was significanlly associated with preoperative dura- 
tion of symptoms but to no other preoperative variable 
(see table 1). 

Age is krown tc influence employment and is there- 
fore a possible confounding variable. Levels of cardiac 

, function could similarly distort the results if unevenly 
distributed among the groups. There was no significant 
difference, 30vever, in the mean ages (+SEM) among 
any of the subgroups analyzed: 51.8 years (+2.8) and 
51. 1, years (+1.3) for the patients with short and long 

duration of symptoms, respectively; and 51.8 years 

d and 50.6 years (+1.7) for patients with Type A 
and gón-A behavior, respectively. Thére was also no 
difference ir. ca-diac function at follow-up between pa- 
tients with a short duration of symptoms preopera- 

tively and those who had had symptoms for a long 
périod. Nor did Type A patients exhibit a mean car- 
diac functicn value that was significantly different 
from that of noa-A patients. е 


* 


DISCUSSION 


Our data show that considerable psychosocial mor- 
bidity may persist despite correction of coronary in- 
sufficiency. This is demonstrated in the patients' poor 
adaptation to life, work status, and sexual functioning. 
Previous studies have assessed the quality of life fol- 
lowing coronary bypass surgery solely on the basis of 
return to work and relief of angina. In our opinion sex- 
ual and adaptive ego functioning are also important as- 
pects of the quality of life. It is well known that resto- 
ration to normal functioning in such areas of a person's 
life, once they have deteriorated, is difficult to tring 
about. Our findings suggest that the clinical assess- 
ment of patients with ischemic heart disease shoulz be 
expanded to include evaluation of psychosocial ad'ust- 
ment. Changes in this adjustment since the onset of 
cardiac symptoms should be paid particular attention. 

One reason for the bigher employment rate found in 
other samples (62906-79960 versus 17% in ours) may 
have been the lower socioeconomic status of our pop- 
ulation. Croog and Levine (16) have shown that heavy 
lifting at work is inversely related to employment after 
myocardial infarction. Over one half of our sample 
was derived from blue-collar workers. However, even 
among those who could engage in less strenuous work, 
we found an inhibition to work. This was frequently 
related to the patient's persistent image of him- or her- 
Self as being "damaged." We found that those with 
prolonged symptoms prior to surgery, (particularly 
those who also had limited education and income) 
commonly evidenced a damaged self-concept. This 


damaged self-image was highly correlated with poor 


sexual functioning, particularly i in males. > 
Our initial clinical impression had been that those 
with a Type A behavior pattern, characterized by ag- 


. 


1593 «` 


Sem 


— 


"« [594 


CORONARY ARTERY SURGERY 


gressiveness, a sdnse of urgehcy, and competitive- 


. ness, would have less psychological morbidity. This 


did not prove to be the case. Type A patients in our 
population were more often employed but were not 
better adapted overall or more sexually functional 
than non-A patients. Since Type A behavior is defined 
in part in terms of attitude toward work, higher em- 
ploymeni postoperatively among Type A patients 
compared with non-A patients has little meaning. 

Our findings indicate that at least for certain groups 
of patients (those in the lower socioeconomic cate- 
gories) the decision to perform or not perform coro- 
nary artery surgery should be reached expeditiously. 
To assure a good functional outcome, the physician 
needs to be aware of the changes in self-image that 
have occurred during the period the patient has been 
experiencing anginal pain. Functional outcome is 
likely ta be enhanced by considering psychosocial ad- 
justment, in addition to physiologic factors, in the 
evaluation and selection of patients for coronary ar- 
tery surgery. 
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Family Therapy Training for Psychiatric Residents 


BY: HENRY T. HARBIN, M.D. 


ы є 





The author describes a comprehensive four-year 
educational program for training psychiatric residents 
in marita! and family therapy. Residents receive an 
average of 70 hours of didactic instruction and 175 
hours of one-on-one supervision in family therapy; 
they conduct approximately 500 hours of family and 
marital therapy with 75-85 outpatient and inpatient 
families. The author identifies faculty and resident 
resistance to an additional theoretical model and the 
maior involvement of nonphysician faculty but 
stresses that residents now have the opportunity to 
truly understand and implement a biopsychosocial 
model and that psychiatrists must increase their 
experience in specialized therapeutic modalities to 
remain clinical leaders. 


n this paper I will describe an educational program 

designed to train psychiatric residents in the prac- 
tice of marital and family therapy. The program pro- 
vides intensive and comprehensive clinical and didac- 
tic training and covers all four years of basic residency 
training a: tha Institute of Psychiatry and Human Be- 
havior, University of Maryland Medical School. 

The University of Maryland's graduate training pro- 
gram has approximately 50 residents with the first 
postgraduate year consisting of 6 months of inpatient 
psychiatric work and 6 months of medicine. Second- 
year residents usually spend 12 months on a university 
admitting мага, The third-year rotation is in the out- 
patient service and emphasizes liaison psychiatry, 
emergency services, and long-term psychotherapy. 
The fourth year is primarily elective and residents are 
encovraged to concentrate on a specific area of inter- 
est. The gene-al educational philosophy of the Univer- 

' sity of Maryland is eclectic with an emphasis on pro- 
ducing clinicians who have had the opportunity to 
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work with small caseloads in depth and use a variety of 
treatment strategies. 

Family therapy was offered to the residents at the 
University of Maryland as a clinical skill in addition to 
the practice of traditional psychotherapy, i.e., individ- 
ual (supportive and psychodynamic) and group; the 
objective was not to minimize or reduce training in 
other areas. Attempts were made to integrate the treat- 
ment of families into the present service delivery sys- 
tem, and this was possible in the inpatient service. 
However, a separate family outpatient clinic was es- 
tablished by the director of the Division of Psychiairic 
Social Work within the Department of Psychiatry pri- 
marily to provide experience with outpatient couples 
and families to trainees of all disciplines. In addition, 
the director of the social work division was a key fig- 
ure in the development of the family therapy training 
program for residents. 

An additional goal of the family therapy training pro- 
gram was to teach residents a modality of psycho- 
therapeutic treatment that was not systematically in- 
cluded in the rest of the clinical curriculum. As do 
many residency programs, the University of Maryland 
tended to emphasize the teaching of psychodynami- 
cally oriented group and individual psychotherapies 
that relied primarily on 1) nondirective techniques, Z) a 
long-term orientation, 3) the use of interpretation and 
clarification as techniques with the goal of greater self- 
awareness, 4) a focus on transference and counter- 
transference, and 5) a cognitive/affective rather than 
behavioral orientation. The inclusion of a family treat- 
ment approach that was goal-directed, short-term, and 
oriented toward symptomatic change by means of di- 
rectives and in which insight was a secondary rather 
than a primary goal would provide residents with skills 
that they were not learning in anv of the other psycho- 
therapeutic training programs..The fact that these 
techniques of psychotherapy seem to be more appro- 
priate for the severely disabled patient than what is 
usually taught has made the training more relevant to 
psychiatrists, who are increasingly working with such 
patients, 

A process of development by trial and error preced- 
ed the present program, which is described below. A 
great deal of the outcome depended.on idiosvncratic 
circumstances, luck, the personalities of certain facul- 


ty and residents, and the professional resourcesrin the ` 


local area. This educational program is not being pre- 
sented as an ideal model suitable for’ adoption i in toto 
^ * 
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by other psychiatr departments. Certain elements are 
acceptable and others can stand improvement or 
would need td be changed to fit the needs of a particu- 
lar department of psychiatry. Nevertheless, the pro- 
gram is succegsful in accomplishing the objectives of 
training residents to autonomously practice marital 
and family therapy and of teaching them a psycho- 
therapeutic orientation appropriate for the more dis- 
turbed patient. 


THE TRAINING FORMAT 


D 


First and Second Years 


The first postgraduate year rotation, the psychiatric 
internship, has only recently been created, and family 
therapy training and supervision requirements are still 
evolving. Presently, first-year residents receive once a 
week supervision in family therapy during their six- 
month inpatient rotation, but the training during this 
year is less intensive. Second-year residents are as- 
signed a supervisor in family therapy in addition to 
three supervisors for individual psychotherapy (which 
includes individual assessment and ward management) 
and one for child and adolescent therapy. Each resi- 
dent and supervisor meet a minimum of one hour per 
week. Most of the residents seek out either more time 
from the same family supervisor or extra supervisors 
who are available. As more of the supervisors for indi- 
vidual patients have become proficient in family thera- 
py, they have become an extra resource for training. 

At present, four years after the implementation of 
this program, over 8596 of inpatients are treated by 
conjcint family therapy on a weekly basis. In 1977- 

- 1978, 73% of all inpatients were treated with family 
therapy; in 1978-1979, this figure was 92%. Residents 
treat between 35 and 50 families during their second 
year; the number of sessions per patient ranges from 2 
to 50. As the average length of stay for inpatients is 
approximately 30 days, the majority of them are seen 
with their families three to four times for brief in- 
tensive intervention. The age, sex, and socioeconomic 
status of the patients varies widely as does the family 
composition. Couples are treated, as well as families 
with two generations, single-parent families, and other 
configurations. 

These statistics highlight the fact that the inpatient 
service has become a major training site for family 
therapy. This work with inpatients and their families 
provides the resident with enormous experience in the 
treatment of various types of families and ensures ‘a 
great sense of confidence in the handling of almost‘any 
situation. Most of the family supervisors use one-way 
mirrors or videotapes for supervision. The curriculum 

. emphasizes direct clinical involvement with families at 
the béginning of the training program and close, one- 
on-one supervision. 

Two seminars jn family therapy and theory are given 
= № 
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for the second-year residents. An eight-week introduc- 
tory course is taught at the beginning of the training 
year. The course covers such issues as how to conduct 
initial interviews with a disturbed inpatient’s family, 
special techniques for handling such families, how-to 
engage resistant families, and how to give directives 
(1-3). This seminar is designed to familiarize the resi- 
dents with some of the basics of family therapy tech- 
niques and to give a brief outline of some of the thera- 
peutic principles underlying this approach to psychiat- 
ric symptomatology. 

Later in the year, as part of a basic psychiatric con- 
cepts seminar, an eight-week course in family theory is 
given. Here the focus is on the historical development 
of family theoretical concepts, including an overview 
of the various models and therapists, presentations of 
general systems theory, communications theorv, Bow- 
en's family theory, strategic/structural family theory, 
and recent research articles focusing on outcome as 
well as family interactions of schizophrenic patients. 
Some classical papers are assigned for reading, partic- 
ularly earlier papers concerned with the family dynam- 
ics of schizophrenia and articles that first presented 
new theoretical linkages (4-14). As many medical 
schools now include courses in normal family and mar- 
ital development, an attempt is made to avoid repeat- 
ing the teaching of this information. 


Third Year 


The third year is the outpatient year for most resi- 
dents; traditionally it emphasizes learning psycho- 
dynamic psychotherapy. The residents are required to 
treat a minimum of one family or couple and receive a 
minimum of one hour of supervision a week by a fam- 
ily therapy supervisor. Some attempts have been made 
to cluster the family supervisors who have an ex- 
periential and psychodynamic orientation during this 
year, partly because this is more congruent with what 
the residents are learning in other areas. 


Fourth Year 


The fourth year is an elective year for all residents at 
the University of Maryland and has become a major 
part of the family therapy training program due to the 
option of obtaining supervision from Jay Haley and 
Cloe Madanes, who direct the Family Therapy Insti- 
tute of Washington. All fourth-year residents can elect 
this supervision one day a week for nine months. The 
training consists of one hour of supervision by means 
of a one-way mirror and videotape, a one and oe-half 
hour seminar oriented toward strategic/probletg-solv- 
ing family therapy, and several hours of observation of 
other therapists being supervised live. A number of 
training videotapes made and narrated by Jay Haley 
are shown during the seminar. This part of the Overall 
program offers the residents an intensive experience in 
two methods of family therapy: strategic and structur- 
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al. This has been a popular elective in each of the three 
years that it has been offered, and each year an in- 
creasing numbe- of residents have signed up. Almost 
all-child fellows have taken this elective. Residents 
who choose not to take this course are required to 

' have one hour of family supervision and treat a mini- 
mum of one outpatient family or couple. 

Aiter completing these four years (three and one- 
half years in psychiatry), the average resident will 
have evaluated and treated approximately 75 to 85 out- 
patient and inpatient families. Residents also will have 
received a minimum of 175 hours of one-on-one super- 
vision in family therapy. They will have received ap- 
proximately 70 hours of didactic seminars and another 
70 hours of observing other residents working with 
families. Residents who have completed the four years 
in the program will have received individual super- 
vision in approximately 500 to 600 hours of marital and 
family therapy. These hours are in addition to the at- 
tention paid to the assessment and treatment of fami- 
lies by a resident's clinical supervisors in areas other 
than family therapy. In our program the major empha- 
sis :s on the teaching of clinical skills by means of close 
supervision, with less emphasis on acquiring theoreti- 
cal knowledge through didactic instruction. Unfortu- 
nately, many graduate education divisions attempt to 
teach sociocultural perspectives (including a family 
systems model) about mental illness by offering semi- 
nars only. This reliance on didactic instruction rarely 
reguires the young psychiatrist to change his or her 
clinical identity and behavior, which are based on 
treating a unit of one. Residents must learn new clini- 
cal skills and. adopt new conceptual models when 
treating dyads or triads within families. 


FACULTY RESOURCES 


At the University of Maryland, the situation before 
the implementation of a comprehensive training pro- 
gram for residents was such that only a few faculty 
members, mostly social workers, offered elective fam- 
ily therapy supervision. Some of these social workers 
had been blocked by the psychiatrists on the faculty 

, When they attempted to move toward a more rigorous 
nonelective training program for residents. There were 
problems with the training and experience of some of 
these nonphysician faculty. Many had not received ad- 
vanced clinical training themselves in family therapy 
ог hid not worked extensively with the families of se- 


vereiX disabled patients. Nevertheless, these individ- 
uals gtovided the only teaching available to residents 
fcr пўапу years, often in the face of considerable hos- 


tility and prejudice by their physician colleagues. Un- 
"fostunately, most residents graduated in the past with- 
oüt learning much beyond the most superficial knowl- 
edge. Even more disturbing is the fact that many of 
these residents who had learned so little viewed them- 
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selves as competent in the delivery ff this type of ther- 
apy when they gradyated. 

A more comprehensive and кйшй educational 
program began to develop when some of the faculty 
pursued intensive postgraduate, forma] clinical train- 
ing in family and marital therapy and then began to 
teach. Some of the physicians on the faculty were in- 
cluded in this group, giving the teaching of family ther- 
apy more credibility in the eyes of residents and physi- 
cian/faculty members. The director of graduate educa- 
tion began to push more aggressively for the hiring of 
more qualified faculty. The National Institute of Men- 
tal Health (Psychiatric Education Division) played a 
part in this by acknowledging deficiencies in the family 
therapy training program, which led to the hiring of 
Jay Haley and Cloe Madanes on a part-time basis to 
train both faculty and residents. The faculty who re- 
ceived this training were primarily social workers who 
had been teaching family therapy to residents for years 
but who benefited from an upgrading of their own 
skills. Naturally this led to an increasingly sophisti- 
cated core faculty who could teach residents in ell four 
years of the program. The benefits of this enriched 
training program are being realized as psychiatrists 
who graduate from the program are now provid:ng su- 
pervision to their younger colleagues in the residency 
as well as to medical students. In 1980, 11 psych:atrists 
were serving as family therapy supervisors. 


ADVANTAGES AND DISADVANTAGES 


The ideological struggles between faculty members 
who adhere to the biological/genetic, psychodynamic, 
or behavioral approaches are confusing enough for 
most residents. A family systems perspective, still an- 
other disparate and complex way to explain human be- 
havior, must survive and evolve within this confusing 
and competitive intellectual milieu. Residents end fac- 
ulty need to be flexible and tolerant to accept the in- 
tegration of an additional model. One of the most im- 
portant positive consequences of adding a comprehen- 
sive family therapy training track to a residency 
program is that it provides the resident with the oppor- 
tunity to truly understand aud implement clinically a 
biopsychosocial model. The psychiatric resident can 
incorporate in clinical work with a single family the 
prescription of medication, the giving of directives to 
alter the family organization, and the use cf inter- 
pretations to alter self concepts; all of these inter- 
Ventiong are based on diverse but potentially inter- 
locking theoretical principles. 

In my opinion, part of the resistance to teaching 
family therapy in residency programs hasbeen due to 
the fact that most of the trained faculty/staff are пот. 
physicians. When а non-M.D. attempts tq supervise a 
young physician in training, probléms can arise be- 
cause the resident does not have a leat and congruent 
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professional role model. Sometimes if a family case is therapy. Clearly, psychiatrists must learn something 
not going меј] and the supervisor is a non-M.D., the about specialized therapeutic modalities if they are to 
resident will begin to experience some doubt and mis- be adequately prepared for their role as clinical leader. 
trust of the supervisor based on this lack of profession- 


al identification. The resident may then resist super- REFERENCES . os 
vision and try to assert his area of expertise, diagnosis А 
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Impact of the Outpatient Clerkship on Medical Students ` 
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Using ar anonymous questionnaire, the authors 
assessed the professional relevance of outpatient and 
inpatient curricula and the didactic value of different 
parts of the clerkship for 80 junior medical students 
randomly assigned to a pilot clerkship. Significantly 
more medical students preferred outpatient to 
inpatient psychiatry; they supported the view that 
working wita outpatients is more useful, rewarding, 
and educational for the nonpsychiatrist physician. The 
implications of this study include the need to increase 
the outpatient psychiatric experience in medical 
school, the importance of surveving the impact of 
learning set'ings on students, and the reasonableness 
of adapting the curriculum to the didactic needs of 
students. 








he goals of psychiatric education for medical stu- 
dents have received considerable attention in the 
literature (1-4). However, no consensus has been 
reached as to how best to achieve these goals. In fact, 
physicians have reported dissatisfaction with under- 
graduate psychiatric teaching, especially in regard to 
the amount of knowledge acquired and the ability to 
apply what is taught (5, 6). 
Although there are few evaluative reports of clinical 
clerkship programs, there is evidence that both faculty 
and students find direct patient contact and patient re- 


sponsibility the most promising methods for teaching 


psychiatry -o medical students (7-13). The type of pa- 
tient and the format for providing patient contact have 
not been agreed on. In this regard, the existing litera- 
ture may be generally divided into those studies which 
focus on inpatient clerkship settings and those which 
emphasize outpatient experience. 
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Two studies of inpatient clerkships in which medical 
students functioned as primary therapists (7, 8, 13) 
found that learning was enhanced not only by the stu- 
dents taking direct responsibility but also by the clini- 
cal supervision of the students. However, because the 
majority of the patients had chronic schizophrenia, the 
students felt that exposure to a narrow diagnostic 
range of patients gave them a limited view o? psvchia- 
try, was not very relevant for the nonpsychiatris: phy- 
sician, and made them question the therapeutic value 
of their intervention. Kasuboski and Marshall (11) 
tried to improve the clerkship by using an acute short- 
term inpatient setting with a therapeutic milieu orien- 
tation. Because of the acute nature of the patients' dis- 
orders, the students saw a substantial number of their 
patients improve. This experience reinforced the stu- 
dents’ inclination to treat similar patients in theiz later 
practice (11). In our earlier work we found that medical 
students who treated patients with a better prognosis 
in an acute treatment inpatient unit, compared with 
students who treated chronic patients, changed their 
attitudes toward the mentally ill to those which are 
known to facilitate treatment (14) and became more 
interested in psychiatry as a specialty (15). We sug- 
gested that a critical issue affecting the students’ attitu- 
dinal change was their perception of the treatability of 
the patients. 

Hunt and associates (16) developed a clerkship in 
which evaluation of outpatients was the central experi- 
ence for the students, who also functioned as the pri- 
mary physician. Both faculty and students indicated 
that this constituted a highly successful learning expe- 
rience. Medical students have also rated as most use- 
ful the learning experiences in outpatient psychiatric 
clinics and emergency rooms, where they diagnose 
and treat patients as primary physicians within the 
medical model (10). Further, Kress and associates (17) 
and Maxmen (18) found that students’ frequent thera- 
peutic successes in short-term outpatient crisis inter- 
ventions and consultation-liaison helped them develop 
positive attitudes toward psychological approaches to 
patient care, psychiatry, and psychiatrists. 

In summary, although the majority of psychiatric 
clerkships use inpatient settings, an increasing body of 
literature points to the educational value.of outpatient 
psychiatric experiences. In this paper we will present 
the effects of a pilot outpatient psychiatric curriculum: 
on medical students undertaking their psychiatric 
clerkship. We will focus on the mas own re- 
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« А 
ѕропѕеѕ апі evaluation of this outpatient component 
as well as their os or of it with the more stan- 
dard inpatient curriculum. We believe that in psychiat- 
ric education it is particularly important to monitor 
and take into account the students’ feedback because 
it often reflects not only the didactic value of the cur- 
riculum but the students’ image of psychiatry and their 
attitudes toward mentally ill patients. Furthermore, 
Johnson and associates (19) found students’ ratings of 
the goals of psychiatric education to be similar to those 
of psychiatrists and nonpsychiatrist physicians. 


PROCEDURE 
Description of the Clerkship 


At New York University School of Medicine the 
psychiatric clerkship is part of the junior-year curricu- 
lum and lasts for five weeks. For the purpose of this 
study, 80 junior medical students were randomly as- 
signed to a pilot clerkship with both an outpatient and 
an inpatient component. The average age of the stu- 
dents was 24 years, there were 49 men and 31 women 
in the group, and there was an average of 5 students 
per rotation. Neither the students nor the faculty had 
any knowledge of the aim of this evaluative project. 


Outpatient Component 


The students’ outpatient psychiatric experiences 
took place at Gouverneur Hospital. The curriculum 
primarily included direct clinical work with out- 
patients and individual supervision with emphasis on 
the different modalities of psychotherapy and chemo- 
therapy used with outpatients. Students also partici- 
pated in crisis intervention in the community and in 
clinical seminars oriented to issues of outpatient psy- 
chiatry. Each student functioned as the outpatient 
physician and worked with patients individually. The 
patients’ diagnoses included neuroses, personality dis- 
orders, and nonpsychotic affective disorders. They 
participated in the treatment voluntarily. 


Inpatient Component 


The inpatient part of the clerkship took place in the 
inpatient teaching unit of Bellevue Psychiatric Hospi- 
tal, which consists of 24-hour adult receiving wards. 
The students were responsible for evaluation and 
short-term treatment, primarily chemotherapy under 
faculty supervision. After a short stay, the patients 
were either discharged to the community or trans- 
ferred to a state facility for long-term treatment. Stu- 
dents also participated in theoretical seminars on ma- 
jor clinical areas of psychiatry. The most common 
diagnoses ipcluded chronic undifferentiated schizo- 
phrenia, alcohol addiction, and acute schizophrenic 


pon . episodes. Approximately 50% of the patients were ad- 


mittéd on an in ишу i basis. Although this figure 
may appear nn ally high, it.is representative of 
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many inpatient units in urban areas like New York 
City, where municipal and state psychiatric hospitals 
constitute the training ground for most medical stu- 
dents. 

e 4 


Evaluation . v 


To evaluate the impact of the outpatient component 
of the clerkship on the medical students, at the end of 
the clerkship the students were required to complete 
anonymously an extensive evaluation questionnaire in 
which they were asked to address two issues: 1) to 
choose between and compare the outpatient and in- 
patient curricula as to their value to them as prospec- 
tive physicians and 2) to rate the different parts of the . 
clerkship and describe in detail what they had learned. 


RESULTS 


All of the students participating in the study com- 
pleted the questionnaire and made extensive com- 
ments about their experience. Of the 80 junior medical 
students, 51 (6495) selected the outpatient setting as 
more valuable to them as prospective physicians, 15 
(19%) chose the inpatient clerkship; and 14 (17%) 
would not make a choice, stating they felt that both 
outpatient and inpatient experiences were essential 
(x?=33.33, df=2, p<.001). 

The students’ comments illustrate the reasons for 
their preferences. In their choice of outpatient over in- 
patient settings the majority of the students empha- 
sized the patients themselves as the decisive factor. 
The students saw the outpatient as someone to whom 
they could relate, understand, and help as compared 
with the inpatient. For example, one student wrote, 
“The outpatients could function and were much easier 
to empathize with, and that made me feel as though my 
efforts were worth something to the patient." Another 
commented, ‘‘We only see the most critical or chronic 
inpatients. As a consequence there is a feeling of hope- 
lessness because you cannot improve the patient’s 
condition except for the effect of medication.” In addi- 
tion, the students felt that working with outpatients 
was more useful to the future nonpsychiatrist physi- 
cian. One student indicated, *‘Most physicians wil! . 
have to deal with patients on an outpatient basis and ' 
therefore should learn how to detect underlying emo- 
tional or psychiatric problems and then how to help 
the patient deal with them.” Another student: "Seeing 
outpatients is more relevant and valuable becaufe ir 
our practice we are more likely to see patients уо are 
not psychotic but who have problems coping wi day- 
to-day Ше.” 

Although a majority of the students felt that working 
with outpatients was more instructive, a number. of« 
students indicated in their comments that exposure to 
both types of patients was important to gain a compre- 
hensive view of psychiatry. For instance, one student 
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remarked; "Both experiences are very valuable be- 
cause one without the other would give you a skewed 
view: of psychiatry," and another wrote, ‘‘Although I 
felt that outpatient experience was more valuable, I 
believe thatLinpatient experience does have merit even 
* for those nct going into psychiatry. The ward provides 
cleer examples of different mental disorders and al- 


lows students to play a major part in their manage- - 


ment.” : 

In their ratings of the different activities of the clerk- 
ship, the students found the direct evaluation and 
treatment of patients the most valuable component of 
the clerkskip. They considered the individual super- 
vision seccnd and theoretical seminars of the least val- 
ue to them. When the students were asked to state 
what they had learned, they emphasized two major 
areas: the exposure to different treatment modalities 
and the exposure to different types of patients during 
their outpatient clerkship experience. For instance, 
one student wrote, “I learned that all patients are not 
grossly psychotic, and I learned how to deal with pa- 
tients and their illnesses while they are still coping 
with reality." Another representative comment: ‘‘The 
most valuable learning experience was the wider range 
of psychiatric treatment that I saw with outpatients.” 


DISCUSSION 


The results of this study indicate that during their 
psychiatric clerkship a majority of medical students se- 
lected the outpatient psychiatric experience as the 
most valuable to them as prospective physicians. Al- 
though the outpatient and inpatient settings were dif- 
ferent in other ways than the type of patients (e.g., 
faculty and seminars), the students emphasized the 
learning value of direct patient responsibility and being 
able to understand and help the outpatients. Further- 
more, they felt that outpatients were more likely to be 
the type of patients they would see in their future non- 
psychiatric practice. This finding supports the litera- 
ture suggesting that students should be exposed to the 
kind of psychopathology that future general practition- 
ers, internists, or surgeons face in their practice and 
that the clerkship should focus on developing the skills 
nenpsychiatrists will need in the future (3, 6, 10, 15, 
16, 19-21). Our findings also indicate that a critical is- 
sue affecting students' learning of and interest in psy- 
chiatry :s the assignment of patients with whom they 
zanjwork, relate, and achieve some change. In recent 
yeaM there.has been a substantial increase in out- 
patight as compared with inpatient service demands 
(22)3a -ealistic view of psychiatric education should 
Негеѓоге include an outpatient experience. 

Programmatically, there are some limitations to the 
outpatient curriculum. The process of patient selection 
necessitates more active participation and coordina- 


tiqn by the instructors. The relative unpredictability of 
Е ` 
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patients’ attendance may also be a problem at times. It 
has been our experience, however that after their first 
interview patients rárely miss their appdintmen:s with ` 
the students. Finally, the brief time available “or pa- 
tient contact with students during the five-weex rota- 
tion requires the formulation of short-term goals, such 
as crisis intervention and the stimulation of the pa- 
tient's motivation for further treatment. 

This study brings into question the value anc use of 
medical students' evaluation cf their own educational 
programs. In this regard, we agree with the views sup- 
porting the desirability of the students’ feedback (19, 
23). In our experience, students generally have a real- 
istic idea of the areas of most use to them and how the 
material may best be learned. A fundamental cuestior. 
is whether the curriculum should be adapted to the dif- 
ferent needs and career goals of the students. Recen: 
reports (23, 24) have demonstrated that letting stu- 
dents select among different clerkship settings increas- 
es their motivation, learning, and interest in 5sychia- 
try. As our understanding of both medical students’ 
personalities and the factors involved in their career 
goals improve (25, 26), the tailoring of the learning ex- 
periences to the students' needs becomes increasingly 
reasonable. 
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Explaining the Increased Arrest Rate Among Mental Patients: 


A Cautionary Note 


BY LARRY SOSOWSKY, M.P.P. 


The author compared the annual arrest rates through 
1978 of 301 state mental hospital patients released in 
1972-1975 with arrest rates of the local county (San 
Mateo County) population in 1978. The data do not 
easily aliow acceptance of the explanation for the 
increased arrest rate among ex-patients suggesting 
that a definable group with previous arrests accounts 
for the increase. In San Mateo County, ex-patients 
with no previous arrests were arrested roughly three 
times more often than the local county population and 
five times more often for serious violent crimes. 





S everal papers have appeared recently reconsider- 
ing the relationship between mental illness and 
crime in view of the increased arrest rate among the 
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mentally ill (1-6). Two other studies limited this in- 
quiry to the disposition of arrests for homicide (7, 8). 
Although these papers have identified several contrib- 
uting factors, two principal explanations seem to be in 
contention. They are not mutually exclusive; rather, 
each reflects a different emphasis. 

Grunberg and associates (7, 8) and I (3) suggested 
that more liberty for the traditional hospital patient is 
likely a crucial factor in explaining the observed in- 
crease. Moreover, mental illness as such seems to be 
an important factor in accounting for the increase, 
and, mutatis mutandis, the proportion of patients ad- 
mitted to state hospitals with previous criminal rec- 
ords has increased. In contrast, Steadman and associ- 
ates (4, 5) suggested that there are not more mentally 
ill people at risk for criminal activity in the commu- 
nity, there are simply more criminals in mental hospi- . 
tals in the first place. 

Judith Rabkin (6) recently appraised the literature 
on criminal behavior among ex-patients and conclud- 
ed, in agreement with Steadman and associates (4, 5), 


At the present time there is no evidence that . . . fiental 
status as suclrraises . . . arrest risk; rather, antisogial be- 
havior and mentally ill behavior apparently co-exi§. The 
major factor assoeiated with increases in arrest rates of 
discharged mental patients . . . is the increased proportion 
of mental patients who have arrest histories before their 
hospitalization. (p. 25) 


Rabkin noted that my data (3) did not contribute tq an 
«4 
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TABLE 1 
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Annual Arrest Rates per 1,000 for the San Mateo County General Population, the San Mateo County Ex-Patient Cohort, and Patients with No, 


One, and Two or More Previous Arrests 








vic ш — t 

Patients with Total 

3 A General County Patients with No Patients with One Two or More Patient 
Reason for Population . Previous Arrests Previous Arrest Previous Arrests * Cohort 

* Arrest (N=473, 471) (N=141) (N=39) (N=121) (N=301) 
Violent crimes 3.5 18.5 43.4 49.6 34.2 
Potentially viclent crimes 7 6.5 0 8.9 6.6 
Sex zrimes 2 0 7.9 5.1 3.1 
Drug crimes 2. 9.8 15.8 29.2 18.4 
Crimes agains’ property 9.7 41.5 63.1 96.6 66.4 
Other crimes 32.1 37.1 78.9 156.4 90.5 
Total arrests 38.5 113.5 209.1 345.8 219.3 





understanding of the causal relationship between men- 
tal illness and crime because I did not classify arrests 
in terms of whether they preceded or followed psychi- 
atric hospitalization. I also did not analyze the recidi- 
vism rates cf ex-patients with previous arrests. Others 
(9. 10? have also noted these omissions. Rabkin did not 
comment on the findings of Grunberg and associates 
(7, &). In this report I fill in these gaps. 


METHOD 


І obtained the criminal histories through 1978 for 301 
patients admitted to and released from Napa State 
Hospital in :972-1975. I also obtained data to compute 
general population 1978 arrest rates for San Mateo 
County, Calif., one of the counties served by the hos- 
pital. I analyzed arrests before hospitalization and 
over a maximum 6'/2-year follow-up period—through 
December 1978. I also collected data identifying pa- 
tients' legal status at the time of admission to supple- 
ment social-demographic data and analyzed зресте 
differences between patients. 


RESULTS 


Forty-one percent (N = 124) of the 301 patients were 
arrested within the follow-up period. Fifty-three per- 
cent of the 301 patients (ЇЧ = 160) had been arrested be- 
fore hospita-ization. Of these, 56% (N=90) were sub- 
sequently arrested. The correlation between these two 
factors is .272 (y?=57.6, p<.001), which strongly con- 
firms the correlations reported by Steadman and asso- 
ciates (4). However, a large proportion of the 141 pa- 
Педіѕ without previous arrest were also subsequently 
ат еа, 24% (ЇЧ —34) within the follow-up period; of 
thesg, 53% (N=18) were arrested within 19 months af- 
ter ospital discharge. This percentage is three times 
higher than che largest comparable percentage report- 
ed for former mental patients (6). 

' The princ:pal factor sustaining the contention that 
the increased arrest rate is simply explained by there 


v being more criminals in mental hospitals is the finding 


` 


in all earlier studies that patients without previous ar- 
rests have postrelease arrest rates less than or equal to 
those of the general public. Table 1 shows the post- 
release arrest rates for my sample of patients without 
previous arrest, patients with one previous arrest, and 
patients with two or more previous arrests, along with 
base rates for the population of San Mateo County in 
1978. The striking feature of the data is that not only 
were patients with previous arrests subsequently ar- 
rested at an increasing rate, as expected (4), but pa- 
tients without previous arrest also had a markedly 
higher arrest rate in every crime category except sex 
crimes than did the county population generally. The 
overall arrest rate for all of the patients was five times 
that of the county. Patients who entered the hospital 
without a criminal record were subsequently arrested 
about three times as often as the average citizen and 
fives times as often for violent crimes. 

I examined several variables to determine if any of 
them distinguished the patients without previous ar- 
rest who were subsequently arrested (N=34) from 
those patients arrested both before and after hospital- 
ization (N=90) and those who were not arrested at all 
(N=107). (Seventy of the 301 patients were arrested 
only before hospitalization.) The variables that ap- 
peared most salient were age and legal status at the 
time of admission (see table 2). 


DISCUSSION 


To conclude that mental illness and antisocial be- 
havior are independent because of the strong relation- 
ship between arrests before hospitalization and arrests 
after hospitalization is, it seems to me, premature if 
not mistaken. Although this relationship was con- 


‘firmed in San Mateo County and Napa State Hospital, 


it-does not sufficiently account for the high arrest rate 
among mental patients. Patients without previous ar- 
rest had a postrelease arrést rate markedly higher than 
that of the general public. This would seem to suggest 
that mental status, as such, is causally related to the be. 
increased arrest a It is true, сүс, that Бана | 
who had no previops arrests weré underrepresented 
d 
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TABLE 2 { . 
Demographic Characteristics of 231 Patients Discharged from a Mental Hospital? 
Y Patients Arrested Patients Arrested Patients 
Before and After Only After Never- 

Hospitalization Hospitalization Arrested 

Characteristic ”„» А (N=90) (N=34) (N=107) 

Mean age (years) ` 32 25 34 

Percent hospitalized voluntarily 6 26 26 

Percent hospitalized involuntarily 94 74 74 

Percent men 80 74 ` 56 

Percent women 20 26 44 

Percent white "9 85 84 

Percent nonwhite 23 15 16 

Percent schizophrenic  - 73 73 75 

Percent nonpsychotic Е 27 27 25 











?Demographic characteristics of 70 patients arrested before hospitalization but not after are not given. 


among the patients who were subsequently arrested: 
patients with no previous arrests constituted 47% of the 


entire sample but only 27% of those subsequently аг-. 


rested. Notwithstanding this observation, the infer- 
ence of causality is supported by the findings of Grun- 
berg and associates (7, 8). 

There are now more patients in mental hospitals 
who have been arrested before: 5396 of my sample had 
been arrested before, and Steadman and associates' 
1968 sample contained 31.9% and their 1975 sample 
contained 40% (4). This finding appears to be due to 
the fact that those who would have been institution- 
alized according to traditional legal standards are in 
the community and thus subject to arrest (11). More- 
over, according to modern legal standards dangerous 
individuals are released sooner than they would have 
. been in the past. The contention that there are simply 
more criminals in the state hospitals in the first place is 
not supported. 

Why did I find a greater percentage of patients with- 
out previous arrest who were subsequently arrested as 
well as more provocative overall arrest rates than 
Steadman and associates found in New York? It ap- 
pears to be due to the fact that in California we set 
about attaining the goals of deinstitutionalization and 
civil commitment reform earlier than other states and 
perhaps with greater zeal. Consequently, we have a 
more concentrated situation, which is particularly 
manifest in San Mateo County (12). The principal dif- 
ference between my sample of inpatients and others 
(1, 2, 4) is the greater concentration of young schizo- 
phrenic patients. That many of the patients without 
previous arrest who were subsequently arrested en- 
tered the hospital voluntarily is probably a reflection ef 
the fact that the pressures operating to limit hospital 
use in the period under study (13) also affected the NE 
untarily admitted patient. 

These data'suggest that knowledge of diagnostic fac- 
tors alone does not enable a more reliable prediction of 
.Iecidivism. This finding in the current milieu, how- 

м 
ever; should not bg too surprising, hor should we allow 
it to mislead us. ‘Gordon (14) explained the implica- 
14° 


tions for prediction of dangerousness and recidivism 
given current legal standards: a more concentrated 


‘group of individuals now entering institutions; perhaps 


this imposes insurmountable difficulties for isolating 
more meaningful salient factors. 

Perhaps the critical issue involved here is the greatly 
contested capacity of the psychiatrist to predict dan- 
gerousness and recidivism. Doubtless, the new legal 
relationship between the state and the mentally ill is in 
part a response to the belief that too much discretion 
was granted the psychiatrist in the past. Apparently 
this new relationship imposes an unavoidable social 
cost. However, we may have passed the degree to 
which we should constrain the exercise of psychiatric 
authority. This is not to imply that we should eliminate 
the current social cost entirely by returning to days 
gone by. However, we do grave damage, it seems to 
me, by averting our gaze from this persistent dilemma 
or taking comfort from the fact that the social cost 18 
not greater. 
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Review of 13 Cases of Capgras Syndrome 


Y RAMZI KIRIAKOS, M.D., AND JAMBUR ANANTH, M.D. 





Tke authors describe 13 psychotic patients who had 
Capgras syndrome. Only 4 patients had evidence of 
organicity. The authors conclude that Capgras 
svadrome occurs equally in functional psychosis and 
in tke presence of organicity and recommend that the 
presence or absence of orgaricity be determined in 
every patiznt with Capgras syndrome. 


n 1923 Capgras and Reboul-Lachaux described a 

woman who was unable to identify others well 
known to her (1). They called this condition Illusion des 
Sosies, but it has since become known as Capgras syn- 
drome. Tne hallmarks of this syndrome are a system- 
atized delusion of misidentification of a person or per- 
sons, objects, or animals. Physiognomy, attributes, 
mannerisms, and clothing are well recognized, even 
though the integrated whole is not recognized and is 
considered to be a double. Most cases have been de- 
scribed in women. There is considerable debate as to 
whether Capgras syndrome is a specific clinical syn- 
drome (supported by the French school) or a symptom 
common to many conditions (supported by the Ger- 
man schcol). 

In 1924 Capgras and Carette (2) described a schizo- 
parenic girl who alleged that her parents sent doubles 
of themselves to visit her. In 1931 Larrivé and Ja- 
sienski (3) described the case of a paranoid psychotic 
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woman who claimed her lover, who was not finar- 
cially well off, had a rich and aristocratic double. In 
1933 Coleman (4) described a case that extended the 
doubles to inanimate objects; the patient claimed that 
the letters from her daughter had been written by 
somebody else. In 1936 Murray (5) for the fizst time 
described a male schizophrenic patient who claimed 
that doubles impersonated his parents. Later, David- 
son (6) described two cases—one a male patient who 
claimed that his wife had a double and the other a 73- 
year-old paranoid schizophrenic man who believed 
that the devil had displaced his wife in the form of a 
double who advised him to commit suicide. In 1967 
Enoch and associates (7) supported the prevailing 
opinion that the Capgras syndrome occurred only in 
patients with affective disorders or schizophrenia: 
*'Since it occurs in a clear sensorium, it is obvious that 
there is no organic basis to the condition, but it is 
rather a functional illness and as such, is explained on 
a psychodynamic basis" (p. 7). 

In 1930 Vié (8) advanced the hypothesis that the 
Capgras syndrome was an organic delusional psycho- 
sis. Gluckman (9) and Weston and Whitlock (10) each 
reported a case that occurred in the presence of appar- 
ent organic brain disease, and MacCallum (11) de- 
scribed 5 more such cases. Hay and associates (12) 


. discussed a middle-aged mentally retarded woman 


with pseudohypoparathyroidism who developed Cap- 
gras syndrome after a course of ECT. Her EEG re- 
vealed a focal abnormality in the left temporal region. 
Interestingly, the EEG dysrhythmia coinciced with 
*the florid Capgras symptoms and improved as the oth- 
er symptoms resolved. Faber and Abrams (13) pre- 
sented the case of an XYY male with symptomatic 
schizophrenia who, in addition to mild mental retarda- 
tion, displayed Capgras syndrome; his EEG revealed 
predominantly ү -sided slow activity, Hayman and 
Abrams (14) reported two cases of Capgras syndrome 
Christ- 


in association with severe brai 


p 


disease. 


of 


` 160. 


Chodoff P: The case for involuntary hespitalization of the men- 


71606 САРСКАЅ SYNDROME · 


odoulou (15) des¢ribed 11 patients with Capgras syn- 
drome, 8 of whom! had both clinical and laboratory 
` findings suggebtive of organicity. ° 


METHOD ` . 


All of the 13 patients with Capgras syndrome whom 


we evaluated were psychotic, and the nosological enti- 
ty in which the syadrome developed was paranoid 
schizophrenia for 10 patients, undifferentiated schizo- 
phrenia for 1 patient, borderline personality disorder 
for 1 patient, and hysterical psychosis for 1 patient. 

There were 7 men and 6 women, whose ages ranged 
from 18 to 50 years (average -33 years). For 5 the Cap- 
gras syndrome appeared simultaneously with the ma- 
jor psychotic illness, and for the remaining 8 the onset 
was between 2 and 8 years after the basic psychotic 
illness began. 

We investigated organicity by taking a detailed his- 
tory and doing a neurological examination, which in- 
cluded X rays of the skull and an EEG; psychometric 
tests were conducted in those patients with an abnor- 
mal EEG. Organicity was not detected on formal men- 
tal status examination in any of our patients. All the 
patients were alert and had a clear sensorium. We 
found definite EEG abnormalities in 4 patients: 2 had 
focal temporal paroxysmal abnormalities and the other 
2 demonstrated diffuse slowing; 2 were episodically 
disoriented on few occasions, which was not related to 
the severity of the Capgras symptoms. Another patient 
who had Capgras syndrome persistently for 17 years 
was reported to be disoriented, agitated, and delirious 
on the second of his six hospital admissions; however, 
he had a normal EEG and skull X rays on two different 
admissions. 

Our findings indicate that the basic double for mar- 
ried, divorced, or separated patients was the spouse 
(М 3), a sister (N=1), a psychiatrist (N = 1), and a fa- 
ther (N=1). For 3 of the single patients, the basic 
double was often their father and less often their 
mother; for the remzining 4 single patients, the basic 
double was a sister (N —3) or an exceptionally close 
cousin (N=1). Nine of the 13 had more than one 
double and extended it in most cases beyond the im- 
mediate family, commonly to the hospital staff or the 
treating psychiatrist. In addition, for 3 patients, the 
double included inanimate objects—the hospital build- 
ings (N=1), the entire city of Los Angeles (N— 1), and 
a car (N=1). Unlike what has been described in the 
literature (16, 17), less than 50% of the patients (N—6) 
had negative feelings toward the double; approximate- 
ly 2566 had positive feelings. (N 3), and 33% were am- 
bivalent (N=4). . 

All 13 patients had been treated with neuroleptics, 

. and 3 had had, ECT. The Capgras syndrome had dis- 
appeared completely in 1 patient after 1 week and last- 
ed between 3 and (2 months in 8 Patients. Three of the 


ч 
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4 patients who had had protracted delusion had also 
had ECT. We have followed 3 patients whose Capgras 
syndrome persisted for 4-17 years; 1 had had Capgras 
syndrome for 1 year when we lost track of him. 


e . 
DISCUSSION 


The rarity of Capgras syndrome is indicated by the 
fact that it took us over 8 years to collect this series of 
13 cases, which we obtained from four different. uni- ` 
versity hospitals. The age of cur patients tended to be 
lower than the average age of patients reported by oth- 
er authors who stressed the etiologic importance of or- 
ganicity. The average age of our patients was 33 years; 
the patients studied by MacCallum (11) averaged 52 
years of age, and those studied by Hayman and 
Abrams (14) averaged 44 years of age. We detected 
organic changes in only 4 of our 13 patients. In fact, 1 
of our male patients who had the syndrome for over 17 
years did not manifest organicity on clinical examina- 
tion during his illness and his EEG was normal on two 
occasions. We think it is possible that the relationship 
of organicity and Capgras svndrome alluded to by 
these authors may be associated with age. 

Although initially the syndrome was reported in 
women only, the first male patient was reported by 
Murray in 1936 (5). The higher number of men in our 
sample (7 men, 6 women) may have been the result of 
our having obtained 2 patients from an all male Veter- 
ans Administration hospital population. Since the first 
male patient, described by Murray (5), was a latent ho- 
mosexual, it has to be postulated that only homosexual 
males develop the syndrome (18-20). However, we 
noted no homosexuality in our 7 male patients. 

Our data suggest that Capgras symptom can occur in 


"functional as well as organic states. We observed it in 


schizophrenic patients and in patients with borderline 
states and hysterical psychosis. Furthermore, for 
many patients this symptom improved when the pri- 
mary disorder was treated. All these factors suggest 
that the delusion of doubles is a symptom and not a 
syndrome. In our opinion, the Capgras syndrome oc- 
curs equally in functional psychosis and in the pres- 
ence of organicity, but we feel that the presence or 
absence of organicity should be determined in every 
patient with Capgras syndrome. 
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Screening for Adult Phenylketonuria in State Psychiatric 


Hospitals 


BY ALLAN BROCK WILLETT, M.D., JEFFERSON E. NELSON, M.D., AND DANIEL K. FOSS, M.D. 





Tke cuthors report the results of screening patients 
admitted to a state psychiatric hospital for 
urrecognized adult phenylketonuria. The results 
3uggest that unrecognized adult phenylketonuria is 
very uncommon in these patients. 





^ he elucidation of the metabolic pathways and the 
development of easy screening techniques for the 
detection of phenylketonuria (PKU) provided the 
basis for one of the major accomplishments in pre- 
ventive medicine of the last 24 years, namely, the ef- 
fective screening of newborn children for PKU. Identi- 
fication cf infants with PKU made it possible to pre- 
vent mental retardation by controlling their diet. A 
massive -iterature concerning the incidence of abnor- 
malities in phenylalanine metabolism and the success 
of neonatal screening programs in various countries 





Re£eivec Nov. 13, 1979; revised April 15, 1980; accepted May 5, 

1980) 

"гот Colorado State Hospital, Pueblo” 

, ^ddress reprint requests to Dr. Willett, Mailbox C268, Depart- 
ient, of. Psychiatry, University of Colorado School of Medicine, 
4200 Eas: Ninth Ave., Denver, Coio. 80262. 

Copyright € 1980 American Psychiatric Association 0002-953X/ 
£0/12/1607702/S00.50. 


. 


has occurred since easy screening techniques were de- 
veloped. Behavioral disorders encountered in the 
mentally retarded child with PKU have been reported 
occasionally in the literature (1-3). In 1973 Perry and 
associates (4) reported unrecognized adult PKU in 
psychiatric inpatients and recommended that ferric 
chloride urine screening tests be performed on all psv- 
chotic patients on admission to mental hospitals "toward 
correcting the tendency of such hospitals to give 
stereotyped diagnoses and treatments to all admitted 
patients." Fisch and associates (5) subsequently re- 
ported treating schizophrenic symptoms in a man wich 
known PKU with a low phenylalanine diet; their treat- 
ment was based in part on the 1973 article (4). Al- 
though the dietary treatment lowered serum phenyl- 
alanine without decreasing symptoms, Fisch and as- 
sociates recommended seriously considering PKU in 
the differential diagnosis of schizophrenic symptoms. 

Recommendations for laboratory screening proce- 
dures on psychiatric inpatients are not uncommon; 
-they are usually prompted by a case report of one or 
two missed diagnoses on a psychiatric unit (4, 6). Even 
though concern about overuse of labóratory tests is 
widespread, the yield of laboratory scteening proce- 
dures with psychiatric patients is seldom analyzed (7). 
Nevertheless, the persistence of the idea that unrecog-, - 
nized adult PKU cRuses psychotio symptoms prompt- 
ed us to investigatelpsychiatric inpatients. 


j 


ADULT PHENYLKETONUBIA 


' * . 1608 


METHOD : * 
. We screenéd 633 consecutive patients admitted to 
the General Adult Psychiatry Unit of the Colorado 
State Hospital over 8 months for urinary phenvlpyruv- 
ic acid by testing the first voided morning urine after 
admission. The method used was the dry reagent ferric 
ammonium sulfate technology described by earlier au- 
thors (8, 9). The sensitivity of this method is 99.5% 
when urinary phenylpyruvic acid levels are 15 mg/100 
ml or more and 82% for levels of 8 mg/100 ml or more 
(9). Neither false positives nor false negatives oc- 
curred in a sample of 25 patients known to have РКО 
(9). No patients were excluded, even if they had re- 
ceived phenothiazines or other medications before 
testing, because anv specificity error would be caught 
by follow-up study of serum phenylalanine levels. 
Those patients who had a positive ferric ammonium 
sulfate test subsequently gave informed consent for us 
to obtain a serum sample to test for phenylalanine lev- 
els. Patients who had a weakly positive test had repeat 
morning urines chezked. Serum phenylalanine levels 
were obtained if mental retardation were present or if 
repeat urine screens were positive. 

The patients came from all over the state, and most 
of them had been sent for admission by a local mental 
health center. Demographic data were. not available, 
but we presume that the patients represented an unse- 
lected population of state hospital admissions. 

The primary discharge diagnoses were as follows: 
44.5% were psychotic (37.2% had schizophrenia, 4.2% 
had other functional psychoses, and 2.1% had organic 
psychoses), 11% were alcohol or drug dependent with- 
out psychosis, and 44.5% had other nonpsychotic 
diagnoses. The diagnosis of mental retardation was 


made in 3.3% of the psychotic and nonpsychotic pa- — 


tients. 


RESULTS 


The dry reagent trine screens on 635 consecutive 
admissions revealed only 6 patients with weakly reac- 
tive ferric ammonium sulfate tests. Two of these pa- 
tients, both of whom were taking phenothiazines at the 
time of screening, showed negative urines on repeat 
testing. One patient who was not taking phenothia- 
zines showed a negative urine on repeat testing. Two 
other patients, the only ones with positive tests who 
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had a diagnosis of mental retardation, had low normal 

serum phenylalanine levels (both were less than 2 mg/ 

dl). This represents a false positive rate of less than 1% 

(5 of 634 tests). The last patient, who had a diagnosis 

of hysterical personality disorder, refused to partigi- 

pate in further study. Of the 635 patients, 629, many of . 
whom were taking phenothiazines, had completely 

negative urines. 


DISCUSSION 


This study failed to demonstrate a substantial preva- 
lence of undetected adult PKU in a population of pa- 
tients admitted to a state hospital by use of the dry 
reagent ferric ammonium sulfate method of urine test- 
ing. These results would suggest that PKU screening 
of adult psychiatric populations in the United States is 
of very low yield. This may be an indication of how 
thoroughly this population has been screened at birth 
or by the failure of patients with PKU to survive to 
adulthood. 

Although low urinary phenylpyruvic acid (less than 
15 mg/100 ml) may be missed by the dry reagent (false 
negatives), the 2 patients most likely to have had PKU 
had unequivocally low serum phenylalanine, suggest- 
ing that the screen is not insensitive. The findings sug- 
gest that subclinical PKU does not occur in this popu- 
lation at an appreciable frequency. 
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' This secticn contains 1 ) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
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atiention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
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author. 


Atypical Major Depression in a Patient with Severe Primary Degenerative Dementia 


BY GEORGE W. DEMUTH, M.D., AND BARRY $. RAND, M.D. 


Conflicting reports appear in the geriatric literature ing, “I’m a crazy dead man. I'm going to my funeral." А 10- 
concerning the existence, presentation, and treatment year history of primary degenerative dementia with mild de 
of depression in the elderly patient with severe de- pression characterized by progressive memory loss, apathy 
mentia (1-4). Major depression, however unusual, and drowsiness had been documented 2 years earlier. At tha 
does occur in the severely demented patient and may “me Mr. A had an abnormal mental status examinaticn and a 
be successfully treated (5). Accurate diagnosis of de- CT scan that showed cerebral atrophy and mild ventricula- 


easton dur te deteriorati be difficult b enlargement. Low doses of thiothixene and desipramine re- 
PTESSION CUINE sc Ute QCTETIOT AUOD: шау пе cuit De- lieved Мг. A's agitation and depressive symptoms. He re- 


cause the depressive symptoms may be confused with mained stable until 6 weeks before his admission. During this 
organic states (6), the depressive syndrome may be time he experienced increasing confusion, bizarre behavior, 
atypical (7), and the criteria for diagnosis of depression and agitation while he was being treated with a ccmbinatioa 
under these conditions have not been clearly eluci- of levodopa and carbidopa for parkinsonism: these symp- 
dated (8). toms led to his admission. 

We present a case of an elderly man with docu- On admission Mr. A, who was dressed in pajamzs, was il - 
mented severe primary degenerative dementia who de- — kempt, agitated, drowsy, frowning, and unable {с relate to 
veloped an intercurrent major depression that re- the interviewer. His speech was slow and sparse. His mocd 


sponded to ECT. This is done in an effort to depict a was depressed, and his affect was constricted, intense, and 
clinical picture that warrants consideration of depres- '2PPropriate. He had no hallucinations, delusions, or d=- 
sion, to describe and explain the atypical features of railment, but there was loss of reality testing. He was dis- 


the d й d der th Я oriented to time and place. He was amnesic for recent evens 
е depressive syndrome under these circumstances, апа unable to perform simple calculations. No overt suicidal 


and to illustrate our conceptualization of the inter- or homicidal ideation was elicited. His judgment was severz- 
action between depression and dementia. ly impaired. Abnormalities found on physical examinaticn 
Case Revort were a marked shuffling gait, moderate cogwheel rizidity, ard 
; ; partial mask-like facies. His EEG was abnormal 'dituse 4-6 
Mr. A, an agitated 80-year-old married man, was admitted cycles per second background slowing and semi-azraythmi, 
to the hospital after he threw statuettes at home while yell- sharply contoured activity in the frontal regions, more on tie 
i right hemisphere); a CT scan showed mild to moderate atro- 

phic hydrocephalus. All his other tests were normal. 
Received June 6, 1980; accepted July 28, 1980. All medications were stopped for an evalua-on. Three 
From the Department of Psychiatry and the Inpatient Service, „weeks atter шочо Mr Ауаз апей ona Tie of ha o: 
State University Hospital, Downstate Medical Center. . peridol b.i.d., resulting in decreased combativeress. How- 
Address reprint requests to Dr. DeMuth, Department of Psychia- eyer, he was withdrawn, sulky, and mute, and he continued 
try State University Hospital, Downstate Medical Center, 445 Len- to refuse to wash, eat, or rise from his bed.-At times he wen- 
ex Rd., Box 1203, Brooklyn, N.Y. 11209. s dered naked from his room .mistook staff far his family, and 
This work was supported in part by NIMH training grant became agitated at night. He yelled, “‘Dead people don’t 
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* The authors thank Patricia Leff, M.D., for her assistance in pre- have to eat and “I'm at my funeral. He began zrawlirg, 
paring the case report. urinating іп corners\ and spreading feces onthe nals. When 
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fusion, Mr. A’s haloperidol was stopped. Brief trials of 2 mg 
of trihexyphenidyl b'i.d. and 25 mg of diphenhydramine 
` t.i.d. were given, which resulted in flórid atropine-like psy- 
chosis, confusion, and drowsiness. 

Despite concerns that ECT might cause further deteriora- 
tion by increasiħg the organic symptoms, unilateral modified 
ECT was begun following reevaluation and the obtaining of 
family consent. Antidepressants were not tried because of 
Mr. A's anticholinergic sensitivity. After several treatments, 
he dressed himself, walked unaided on the ward, and devel- 
oped normal hygiene. Mr. A's agitation, uncooperativeness, 
and cries of being dead ceased. A total of eight ECT treat- 
ments, 3 times a week, were given. His mood lifted to the 
normal range; he smiled, played cards, and enjoyed family 
visits and personal items. He spoke clearly in simple 
phrases. Although his confusion had not increased, he con- 
tinued to wander aimlessly. His family noted he was “Баск 
to himse?f.’* 


Discussion 


This case illustrates the atypical symptomatic pre- 
sentation that results from the complex interaction be- 
tween severe organic mental disorder and depression 
and the difficulties encountered in establishing the cor- 
rect diagnosis. Although some depressive features 
were apparent, symptoms more typical of organic 
mental disorder, such as cognitive disturbances, poor 
judgment, regressed and inappropriate behavior, agita- 
tion, and poor social functioning, were predominant. 
Therefore, primary degenerative dementia with deliri- 


um and secondary depression and a parkinsonian syn- - 


drome were initially diagnosed, but they were later 
excluded when treatment of these syndromes only 
maintained or worsened the patient's condition. Re- 
evaluation, diagnosis, and subsequent treatment for 
major depression with ECT led to improvement. 

The absence of the typical depressive syndrome, in- 
cluding a report of depressive affect, may be account- 
ed for by the effects of the underlying dementia. We 
conceptualize a threefold interaction between major 
depression and severe dementia that we have found 
useful in clarifying the atypical symptoms of depres- 
sion with dementia. These components are as follows: 
1) the depressive symptoms are partially obscured by 
the dramatic, severe symptoms typical of dementia 
that predominate; 2) the elaboration and expression of 
typical depressive behavior, thought, and affect are se- 
verely hampered by the patient's decreased cognitive 
capacity and may be replaced by simpler equivalents 
(i.e., slumping to the floor replaces statements of loss 
of interest, or sulking and frowning replaces state- 


ments of feeling depressed, or simple statements like, 


“Tm dead" replace complex suicidal ideas); and 3) the 
decreased functioning due to depression is synergized 
by the functional deficits of dementia leading to unusu- 


Pars 
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ally disturbed, regressed behavior (i.e., urinating in 
corners, smearing feces, crawling). 

Using this conceptualization to reevaluate the. pa- 
tient, we note that the diagnostic criteria for major de- 
pression (DSM-III) are met. Depressed affact is exhib- 


ited through frowning and sulking, loss of interest . 


through slumping to the floor, and suicidal pre- 
occupation by yelling ‘‘I’m dead.” Eating and sleeping 
disturbance, agitation, and inability to function and 
concentrate are manifestations of depression as well as 
dementia. Severe regression is evidence of depression 
acting synergistically with dementia. Successful treat- 
ment with ECT helps confirm our hypothesis of major 
depression because it is unlikely that ECT would suc- 
cessfully reverse an organic mental disorder. 

Because depression in the elderly patient with de- 
mentia may be successfully treated (5, 9, 10), it be- 
comes necessary to scrutinize the symptoms in any 
case of deteriorating dementia to identify an atypical 
major depression. Unlike more typical depressions, 
major depression in the elderly patient with degenera- 
tive dementia may be characterized by depressive af- 
fect and symptoms expressed through simple state- 
ments and behaviors that are partially obscured by the 
predominance of severely regressed behaviors and 
symptoms more typical of organic disorders. Major 
depression may be distinguished from organic mental 
disorders by the presence of these simple affect-laden 
statements and behaviors and by the absence of con- 
tributing organic factors in addition to nonresponsive- 
ness to symptomatic treatment of organic mental 
disorders. 
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D-Phenylalanine in Endogenous Depression 


CLINICAL *AND RESEARCH REPORTS 


BY JOHN VANN, M.D., ERIC D. PESELOW, M.D., SELMA SNYDERMAN, M.D., AND SAMUEL GERSHON, M.D. 


The catecholamine hypothesis of affective disorders 
was first described by Everett and Tolman in 1959 (1). 
It suggested that a deficiency in catecholamines might 
produce depression and lassitude. A theoretical ap- 
proach to correct this postulated deficiency of cate- 
cholamines is the strategy of ‘‘precursor loading." Ad- 
ministration of the metabolic precursors of norepi- 
nephrine synthesis such as L-dopa, tyrosine, and 
phenylalanine might be given to patients in order to 
alleviate their depressive symptoms. 


Feur controlled studies evaluating L-dopa in the . 


treatment of depression (2) have yielded mixed results. 
Gelenberg and associates (3) recently reported im- 
prcvement in one depressed patient given tyrosine, 
and Kishimote and Hama (4) noted decreased plasma 
tyrosine levels in depressed patients with a corre- 
spending return to a normal tyrosine level upon recov- 
ery from the depressive episode. 

p-Pheny.alanine has been evaluated in several open 
studies wita promising results and in one double-blind 
study (5) with a reported efficacy comparable to 
imipramine when an average dose of 200 mg/day of p- 
phenylalan:ne is used. A proposed antidepressant ef- 
fect would be consistent with the reported findings of 
low urinary excretion rates of phenylethylamine (the 
decarboxylated minor breakdown product of phenyl- 
alanine) in patients suffering from depression with a 
return to normal values after antidepressant treatment 
(6). Administration of p-phenylalanine has been re- 
ported to increase brain phenylethylamine concentra- 
tiors in animal experiments, suggesting that this might 
be the mecaanism of action of antidepressants (7). 

In the work reported here we evaluated the clinical 
efficacy of p-phenylalanine at the reported effective 
dose ranges in endogenously depressed patients who 
had previously responded to other treatments. We also 
determined if the dose administered had any appre- 
ciable effect on plasma levels of phenylalanine and 
tyrosine (the hydroxylated product of phenylalanine 
and the next step in norepinephrine synthesis). 
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‘Method 


We studied 11 patients who met Research Diagnos- 
tic Criteria (8) for major depressive disorder with en- 
dogenous features and obtained signed informed con- 
sent from each patient. Patients were drug-free for 1 
week and then given a placebo capsule identical to the 
active medication for a second week (a single-biind ex- 
periment). All patients who at that point had Hamilton 
depression scores of 18 or greater on the first 17 items 
and who were rated as at least moderately depressed 
on the Clinical Global Impression (CGI) scale were 
started on active drug treatment for 4 weeks. ТЕе max- 
imum daily dose range was 200-600 mg/day of р- 
phenylalanine with a mean of 350 mg/day reached in 
the third week. The patients were seen weekly and 
rated with the Hamilton Depression and CGI scales. 
Blood levels for phenylalanine and tyrosine and uri- 
nary levels for phenylpyruvic acid were obtained from 
8 of the 11 patients 45-90 minutes after administration 


of a dose at baseline and after each week of active 


treatment. Phenylalanine and tyrosine levels were as- 
sayed by ion-exchange column chromatograpav (9). 
The variance in measurement of replicates was less 
than 466. Tests for vital signs, CBC, electrolytes, and 
liver function, as well as ECGs, were carried out on all 
patients. 


Results 


The results are shown in table 1. Over the course of 
4 weeks, the patients’ average Hamilton depression 
and CGI scores did not significantly change (p>.05). 
We had to drop 2 cf the 11 patients from the study at 
the end of 3 weeks because their clinical synrptoms 
had worsened and they had become suicidal. Only 2 of 
the 11 patients had any therapeutic effect from the 
drug, as measured by a 5096 reduction in Hamilton de- 
pression scores. There was no relationship between 
clinical improvement and dosage. The only side effects 
observed were slight heartburn in 2 patients. There 
were no changes in blood pressure, CBC, electrolytes, 
or ECG for any of the patients. 

The plasma phenylalanine and tyrosine levels for 8 
patients (2 of these had responded to p-phenylalanine 
апа 6 had not) were all within normal limits at base- 
line. As noted in the table, the dose of phenyla'anine 
given did not resultin any change in plasma phenylala- 
nine or tyrosine levels for these 8 patients over the 4 
weeks of treatmánt. The patients' urine was "negative 
for phenylpyruvicyacid at baseline and throughout the 
4 weeks. C 
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TABLE 1 3 
Effect of o-Phenylalanine on Clinical Conditions and Plasma Phenylalanine and Tyrosine Levels in 11 Patients with Endogenous Depression 




















‚ Hamilton Clinical Global 

Depression x Impression Plasma Levels (mg/dl) z 
А 3 F : 
Treatment - Mean Daily COE Scale Score Phenylalanine ‘pyrosine _+ 
Day Dose (mg) Mean SE. Mean SE Mean SE Mean SE 
—7 22.27 1.44 4.18 30 

0 22.36 1.12 4.09 27 1.10 .20 1.27 19 
7 200 18.27 1.87 3.45 39 1.27 .12 1.39 .13 
14 275 18.73 1.91 3.45 41 1.29 .08 1.43 .09 
21 350 18.00 2.44 3.27 .58 1.32 .06 1.41 .10 
28* 350 18.89 2.44 3.33 .62 1.29 .10 1.45 .16 








*Scores did not differ significantly from baseline (day 0) at weeks 1, 2, 3, and 4 (two-tailed t test, p>.05). 
*Norraal ranges: tyrosine, 0.75-2.50 mg/dl; phenylalanine, 0.50-2.00 mg/dl. Plasma phenylalanine and tyrosine levels for 8 patients did not differ significantly 


from baseline (day 0) at weeks 1, 2, 3, and 4 (two-tailed t test, p.05). 


‘Two patients were dropped because they showed marked deterioration and suicidal ideation. 


Discussion 


The results of this study do not support the pre- 
viously published reports (5) of the efficacy of р- 
phenylalanine at this dose range in the treatment of 
depression. A highly significant point to be made is 
that 8 of these 11 patients previously or subsequently 
responded to other types of antidepressant therapy 
(tricyclics and MAO inhibitors). The dosages of р- 
phenylalanine given here had absolutely no effect on 
plasma phenylalanine and tyrosine blood levels in the 
2 patients who responded and 6 who did not respond. 
This is not surprising because the p-amino acids are 
poorly absorbed by the gastrointestinal tract and ex- 
creted in excess in the urine. This would suggest that 
either phenylalanine and tyrosine blood levels have 
nothing to do with clinical response or that phenylala- 
nine's effect in the 2 patients who responded was noth- 
ing more than a placebo effect. 

The results of the earlier studies utilizing D-phenyl- 
alanine (5, 6) were surprising in view of the fact that 
the studies involving other catecholamine precursors 
used much higher doses. The investigators (10) report- 
ing efficacy with L-dopa in depression required doses 
of 7-8 g, whereas other investigators (11) reporting no 
response gave the patients doses of 80-120 mg/day of 
L-dopa. Gelenberg and associates (3) gave tyrosine to 
one patient in a dose of 100 mg/kg per day and reported 
a clinical response plus a significant rise in blood tyro- 
sine levels. Thus before p-phenylalanine can be ruled 
out as an effective antidepressant, it must first be re- 
evaluated at higher doses; then it must be reevaluated 
in placebo-controlled studies if promising results are 
obtained. It would also be useful to obtain plasma 
phenylalanine and tyrosine levels at these higher dos- 


ages and observe the correlation between clinical effi- 
cacy and plasma levels. This study found no evidence 
for the antidepressant effect of p-phenylalanine in the 
dosages reported in the literature. 
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Lupus-Like Illness Associated with Chlorpromazine 


CLINICAL 'AND RESEARCH REPORTS 


BY.LARRY S. GOLDMAN, M.D., JAMES I. HUDSON, M.D., AND WILLIAM W. WEDDINGTON, JR., M.D. 


2 . 

To our knowledge, we report here the second docu- 
mented case of a chlorpromazine-associated, lupus- 
like illness that manifested itself with dyspnea and bi- 
la:eral pleural effusions, and we point out that chlor- 
promazine and other psychotropic medications may 
induce immunological abnormalities and a lupus-like 
syndrome. It is important to be familiar with this possi- 
bly life-threatening iatrogenic syndrome because the 


' process is reversible when the drug is discontinued. 


We. describe below a patient receiving chronic chlor- 
promazine therapy who developed dyspnea, low-grade 
fever, bilateral pleural effusions, immunological abnor- 
malities, elevated antinuclear antibody titer, and poly- 
serositis suggestive of a lupus-like syndrome. 


Case Report 
Mr. A, a 31-year-old single man, came to our medical 


emergency room complaining of pleuritic chest pain and a 
dry nonproductive cough; his chest X ray demonstrated bi- 


' Jateral pleural effusions, the right one greater than the left. 


He was admitted for diagnosis and treatment. 

When Mr. A was 21 years old he was diagnosed as having 
paranoid schizophrenia after he developed auditory halluci- 
na:zions and paranoid delusions. At that time he was a college 
student and active in radical politics. During the next 6 years 
he was hospitalized many times, including a 3-year stay at a 
hospital for the criminally insane. For the past 4 years, he 
had been treated in aftercare clinics. Mr. A never returned to 
college and had never been employed. He had not married 
and had no close friends; he lived at home with his mother 
and his aunt. Since his diagnosis 10 years ago, he had re- 
ceived various neuroleptics, primarily chlorpromazine and 
haloperidol. During the past 2 years he had received 800 mg/ 
day of chlorpromazine. 

A physical examination revealed that Mr. A's temperature 
was 38.:? C; pulse, 120 beats/minute; and respirations, 30/ 
minute; there was dullness at the base of his right lung. He 
had no abncrmai joint or skin findings, and his spleen size 
was normal. His erythrocyte sedimentation rate was 90 mm/ 
hour (normal range, 0-15 mm/hour). SGOT, SGPT, and alka- 
line phosphztase levels were moderately elevated. A chest X 
ray showed a large right pleural effusion and a small left one; 
an ECG showed diffusely ircreased ST segments and T 
waves consistent with pericarditis. 

Mr. A’s skin test for tuberculosis was negative. His pleu- 


Received July 17, 1980; accepted Aug. 25, 1980. 
» From the Department of Psychiatry (Des. Goldman and Wedding- 
ton) and the Department of Internal Medicine (Dr. Hudson), Univer- 
sity of Chicago, Chicago. 
* Address reprint requests to Dr. Weddington, Box 411, University 
cf Chicago, 950 E. 59th St., Chicago, Ill. 60637. 
Copyright © 1980 American Psychiatric Association 0002-953X/ 





iN 80/12/1613/02/$00.50. . 


ral fluid showed an exudate with 9200 white cells (75% poly- 
morphonuclear). Cultures for bacteria, fungi, and acid-fast 
bacilli were negative. A pleural biopsy showed acute fibrir.- 
ous pleuritis. Other laboratory studies showed a serum 
globulin of 3.6 g/dl with an elevated IgM of 961 mg/d! (aormal 
range, 60-250 mg/dl) in a polyclonal pattern by elec- 
trophoresis. A prolonged partial thromboplastin time of 63.3 
seconds (normal time, 36.4 seconds) was found and was 
demonstrated to be secondary to a circulating anticoagulant. 
Lupus erythematosus preparations were not performed. His 
serum complement level was normal, and his antinuclear 
antibody titer was 1:60 in a homogeneous pattern. An-i-DNA 
antibodies were not detected, and a VDRL was nonreactive. 
Titers for cytomegalovirus and toxoplasmosis as well as as- 
says for hepatitis and heterophile antibodies were negative. 

On admission a: mental status examination revealed a 
heavyset young man who was oriented to person, plece, and 
time and whose memory was intact. He responded to ques- 
tions in a loud staccato voice and would often giggle. His 
speech was tangential with occasional derailments. He ad- 
mitted to auditory hallucinations, and there was a marked 
suspiciousness to his thoughts. His range of affect was 
blunted and his mood was predominantly one of barely sup- 
pressed anger. 

Mr. A's hospital course was characterized by spontaneous 
defervescence, decreasing dyspnea following the drainage of 
a pleural effusion, and stabilization of the erythrocyte sedi- 
mentation rate to 43 mm/hour over 14 days. Because of the 
bilateral pleural effusions, the pericarditis without an infec- 
tious explanation, and the elevated antinuclear antibody ti- 
ter, we considered the diagnosis of chlorpromazine-induced 
polyserositis. Mr. A's chlorpromazine was stopped on the 
14th hospital day, and he was cischarged on the 16th hospital 
day with a prescription for 20 mg/day of haloperido:; a chest 
X ray showed residual pleural effusions. We decided that a 
clinical rechallenge of chlorpromazine, so that we could 
more clearly establish the existence of a drug-induced lupus 
syndrome, would be clinically contraindicated because of 
the patient's suspiciousness. Mr. A's behavior and mental 
status were unchanged throughout his hospitalization until 
the evening before his planned discharge; at that time he 
struck another patient whe he thought was secret.y talking 
about him. Mr. A was discharged later that evenir.g and re- 
turned to his mother's home without further incident. 

After Mr. A's discharge, a psychiatrist at the aftercare 
clinic changed Mr. A’s neuroleptic from haloperidol to 25 mg 
of depot fluphenazine decanoate every 2 weeks; this was in- 
«reased over 4 months to 75 mg every 2 weeks. After his 

* hospitalization Mr. A's functioning was unchanged from that 
prior to his hospitalization. Follow-up after 5 months 
showed the patient's pleural effusions hàd resolved, his 
erythrocyte sedimentation rate was 5 mm/hour, nd the anti- 
nuclear antibodies and ‘anti-DNA antibodies Were not detect- 
able. His transamingse and alkaline phosphatase levels were 
normal, and his IgM had decreased ta 456 mg/dl. The circu- 
lating anticoagulant Was still present with a partial thrombo- 
plastin time of 54.4 séconds (normal time, 27.5 seconds). 
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Discussion 


The association between the induction of the lupus- 
like syndrome and certain medications, including phe- 
nytoin, hydralazine, procainamide, and isoniazid, has 
been described (1, 2). The phenothiazines, thioxan- 
thenes, butyrophenones, and lithium carbonate are re- 
ported to induce antinuclear antibodies in some pa- 
tients receiving these medications chronically (3-5). 
Although few individuals receiving psychotropic medi- 
cations develop symptoms and signs suggestive of 
lupus erythematosus (3), many patients, particularly 
those taking chlorpromazine, develop immunologic 
and coagulation disorders. Berglund and associates (6) 
reported that 26% of a series of 177 women taking 
chlorpromazine had elevated titers of antinuclear anti- 
bodies compared to 2.5% of the 42 controls. None had 
any symptoms of lupus. Fabius and Gaulhofer (3) re- 
ported 8 psychotic patients who developed mild clini- 
cal manifestations of lupus while taking chlorproma- 
zine, perphenazine, promazine, perazine, thiorida- 
zine, or methotrimeprazine. Gold and Sweeney (7) 
reported one case of perphenazine-induced systemic 
lupus-like syndrome. 

Bergland and associates (6), as well as Quismorio 
and associates (8), found that treatment with chlor- 
promazine often is associated with the induction of 
antinuclear antibodies; Zarrabi and associates (9) dem- 
onstrated that most patients on long-term chlorproma- 
zine treatment develop immunologic abnormalities of 
a significant elevation of serum IgM and prolongation 
of the partial thromboplastin time. They found a good 
correlation between the dose and duration of chlor- 
promazine treatment and the results of the IgM acti- 
vated partial thromboplastin time. There were 2 find- 
ings that were particularlv striking in their study: the 
presence of antibodies to native DNA in some patients 
treated wit: chlorpromazine and the presence of 
splenomegaly in almost 50% of the patients treated 
with chlorpromazine. 

Drug-induced lupus is a syndrome characterized by 
clinical and biochemical abnormalities similar to those 
found in systematic lupus erythematosus; regression 
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of the disorder occurs after discontinuation of the of- 
fending drug. The drug-induced syndrome does not ex- 
hibit renal or CNS involvement, and there is no con- 
sumption of complement; with the exception of hy- 
dralazine antibodies to native DNA (the hallmark of 
spontaneous lupus) are rare (1, 2). The mechanism of 
induction is not known. 

In this case report a schizophrenic patient who took 
chlorpromazine for severa] years manifested a low- 
grade fever, dyspnea, bilateral pleural effusions, ele- 
vated erythrocyte sedimentation rate, elevated anti- 
nuclear antibodies titer, and ECG changes. These 
symptoms are compatible with a chlorpromazine-in- 
duced lupus syndrome; to our knowledge this is the 
second reported case in which pulmonary symptoms 
and signs predominate (10). The patient also had ab- 
normal IgM and partial thromboplastin time findings 
known to be associated with chronic chlorpromazine 
ingestion (9). It is important to note that the patient's 
abnormal X ray and laboratory findings reversed after 
the chlorpromazine was discontinued. 
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A Case Report of Cognitive Impairment and Movement Disorder Associated with ECT 


BY -ROBERT L. RUFF, M.D., PH.D. 


* . € 

There агг few neurological complications associated 
with ECT. The most common side effects are transient 
confusion and short-term memory impairment and am- 
nesia for the period of treatment (1, 2). ECT has rarely 
been implicated in causing parkinsonian rigidity (1) or 
a movement disorder (3-5). In 4 of 8 reported cases of 
buzcolingral dyskinesia associated with ECT, the pa- 
tients had received neuroleptics (3). Another patient 
with transient asterixis following ECT had primary hy- 
perparathyroidism (5). The clinical data are insuffi- 
cient to implicate ECT definitively in the othér cases 
(1. 4). For seme patients ECT has been reported to 
improve rigidity and dyskinesia. The rigidity and trem- 
or in depressed patients with Parkinson's disease was 
ameliorated by ECT (6), and one patient's tardive dys- 
kinesia improved following ECT (7). I describe below 
a middle-aged woman withou: a history of neuroleptic 
use who developed a movement disorder, rigidity, and 
cognitive impairment during a course of ECT. Her 
symptoms partially abated over 2 years. 


Case Report 


Ms. A, а 53-year-old woman with bipolar disorder, was 
acmitted to the Payne-Whitney division of the New York 
Hospital with a 6-day history of manic behavior character- 
ized by pressured speech, flight of ideas, and hyperactivity. 
She had six prior manic episodes in the past 20 years, each of 
which was treated successfully with ECT. Ms. A had never 
received reuroleptics. She developed severe diarrhea with 
subtherapeutic doses of lithium carbonate, and consequently 
was not maintained on lithium carbonate. The only compli- 
cation she had had with ECT was transient short-term mem- 
огу impairment. A WAIS was performed 2 months before 
her admission to determine whether she had any residual 
cognitive deficits from her previous courses of ECT; the re- 
sults were normal (table 1). She had had no trauma or illness 
in the 2 months before her manic episode. 

The findings from Ms. A’s physical examination were nor- 
mal excert for the presence of a snouting reflex and bilateral 
involuntary grasping. A screening EEG showed bilateral an- 
terior frortal slowing; therefore, she underwent further neu- 
rological testing. A CT scan demonstrated isolated bilateral 





Received June 17, 1980; revised Aug. 5, 1980; accepted Aug. 8, 
1980. 

From the Department of Neurology. the New York Hospital- 
Cornell Medical Center, New York, N.Y. 

Address reprint requests to Dr. Ruff, Division of Neurology, RG- 
2, University of Washington School of Medicine, Seattle, Wash. 
98195. 

* This werk was partially funded by Teacher-Investigator award 
NS-00498 to Dr. Ruff from the National Institute of Neurological 
and Communicative Disorders and Stroke. 

Copyright € 1980 American Psvchiatric P ASSOEIAHOR 0002-953X/ 


\ 80/12/1615 °02/$09.50. 


TABLE 1 
Neuropsychological Characteristics Before and After a Patient's Last 
Course of ECT 





Normal Before Months After ECT 
Value ECT 3 6 12 





Test 


WAIS 
Verbal 
Performance 
Raven’s 
Progressive 
Matrices, 
percentile 
Wisconsin Card 
Sorting, 
categories 
completed 
Kinesthetic 
apraxia 





94 
86 


100 
100 


110 
102 


50 
72 


22 
86 


>50 62 88 
> 4 2 4 5 5 


Present Absent Absen: Absent 





mesial frontal lobe atrophy. A lumbar puncture revealed a 
normal opening pressure and CSF analysis, includ.ng a noz- 
mal y-globulin level. Her levels of hematocrit, white blocd 
cell count, serum electrolytes (including calcium., magne- 
sium, and phosphorus), serum vitamin В,,, and urine heavy 
metals were normal. 

The frontal lobe atrophy was not viewed as а cog- 
traindication to ECT. Ms. A was started on a course of uri- 
lateral right frontotemporal ECT (modified with sodium pen- 
tothal and succinylcholine) three times a week. Immediately 
after her second treatment, she developed a bilateral fine 
resting pill-rolling tremor (4 tremors/second) and cogwheel 
rigidity. She had short-term memory impairmen:, Dut she 
was oriented and no longer manic. 

After Ms. A's third ECT treatment, her cogaitve and 
movement deficits worsened, and the ECT was discontin- 
ued. Her tremor became coarse and involved both upper ex- 
tremities, but it was still ablated by intentional movement. In 
addition to cogwheel rigidity, Ms. A had motor and speech 
perseveration and kinesthetic apraxia (8). She was brady<i- 
netic with à festinating gait. Ms. A was disoriented to time 
and place. Her short-term memory was markedly impaired. 
She could not recall a person who had been in the room only 
a few minutes before, and she remembered 0/3 words after 1 
minute. She could recall past events well. Vigorous encour- 
agement was necessary in order for her to eat or bathe. 
When left alone, she would lie in bed. She was unaware that 
she was incontinent of urine and feces. A repeat CT scan and 
umbar puncture were unchanged; her EEG demonstra:ed 


*background disorganization with anterior frontal slowing 


ава sharp wave activity. 

Ms. A’s tremor did not respond to therapeutic trials of 
physostigmine, L-dopa, propranolol, dipheyhyd-amine 3y- 
drochoride, phenytoin, or trihexyphenidyl. The tremor per- 


sisted when her attention was diverted from the affected re- . 
gions, and it worsened during an amytal interview. The cog- 


wheeling rigidity responded to L- dopa.and trihe» yphenicyl, 
but she was maintainéd without medication. 
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During the next month Ms. A's memory, tremor, and ri- 
. gidity improved, sufficiently to allow her to leave the hospi- 
tal. She was not motivated to carry out the activities of daily 
living, and she remained incontinent of urine and feces. By 
the third month after ECT her recent memory had improved 
(3/3 words at 3 fninutes), and she was oriented. She still 
showed motor and speech perseveration and kinesthetic 
apraxia, and she had urinary frequency and incontinence. 
There was a mild bilateral pill-rolling tremor (4 tremors/sec- 
ond) and no rigidity. Neuropsychological testing (table 1) in- 
dicated that she was significantly impaired compared to her 
performance before ECT. A CT scan was unchanged from 
that made before the ECT. Her EEG no longer showed sharp 
wave activity, but the frontal slowing persisted and was 
more prominent than it had been in the pre-ECT study. 

Six months after ECT she was no longer incontinent, did 
not display perseveration or kinesthetic apraxia, and re- 
quired minimal encouragement to perform the activities of 
daily living. The tremor and an EEG were unchanged com- 
pared to 3 months after ECT. Her snouting and grasping re- 
flexes were the same as her pre-ECT responses. Ms. A's per- 
formance on néuropsychological tests improved (table 1). 
During the subsequent 18 months she had little change in her 
cognitive (table 1) or motor function. 


Discussion 


This patient had impaired cognitive and motor func- 
tion that developed during a course of ECT. Although 
it is likely that the patient had diffuse cerebral dysfunc- 
tion, the pattern of her motor and cognitive deficits 
suggested that she had a specific injury to the frontal 
lobes and nigrostriatal pathways. Lack of motivation, 
kinesthetic apraxia, perseveration, incontinence, and 
poor performance on the Wisconsin Card Sorting Test 
are frequent findings in patients with frontal lobe dam- 
age (8). Her resting tremor and cogwheel rigidity sug- 
gested parkinsonism, which is usually attributed to 
nigrostriatal impairment (9). 

The progressive development of her deficits during 
ECT suggested a possible causal relationship. How- 
ever, the manner in which ECT was associated with 
her deficits was not clear. ECT has been associated 
with superficial cerebral cortical hemorrhages (2), but 
there was no evidence for this on either Ms. A's CT 
scan or lumbar puncture. She hàd CT scan and EEG 
evidence of frontal lobe damage before her last course 
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of ECT. Although brain damage is generally not con- 
sidered a contraindication to ECT, it is possible that 
the ECT aggravated a preexisting injury. There is a 
precedent for a subclinical deficit becoming manifest 
after ECT. Dysken and Halaris (5) reported that a pa- 
tient with hyperparathyroidism developed asterixis 
only after ECT. Experimentally, ECT reduces the ac- 
tivity in central catecholaminergic pathways (10), so it 
is possible that ECT could produce or aggravate park- 
insonism. However, this does not explain why the 
signs of parkinsonism partially resolve in some pa- 
tients after ECT (6). ; 

The occurrence of a persistent neurological deficit 
following ECT is rare. We have found no reports asso- 
ciating ECT with a movement disorder and cognitive 
impairment. This case suggests that if a neurological 
deficit develops during ECT, the patient should be 
thoroughly evaluated for treatable causes of under- 
lying cerebral injury, and alternate modes of treatment 
should be considered. 
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Tardive Dyskinesia Following Low Doses of Piperacetazine 


BY .ROBERTO A. DOMINGUEZ, M.D. 


D 3 

Early in treatment antipsychotic drugs cause acute 
extrapyramidal syndromes that decrease with a reduc- 
tion in dosage. Tardive dyskinesia, unlike early extra- 
pyramidal syndromes, usually occurs only after at 
least 1 year of treatment and the dyskinesia is poten- 
tially irreversible. Although patients with dyskinesia 


‘most often display buccolinguomasticatory move- 


ments, involuntary movements of the extremities and 
trunk can also occur. | 
Tardive dyskinesia has been associated with all 
classes of neuroleptics. Piperazine phenothiazines, 
probably because they are stronger dopaminergic 
blockers, may more frequently produce the dyskinetic 
svndrome. However, piperidine phenothiazines are 
less often implicated in tardive dyskinesia. Some clini- 
cians (1) recommend using the piperidine class of 
drugs if continued neuroleptic treatment is necessarv 
after the cnset of dyskinetic symptoms. 
Piperacetazine is an infrequently used antipsychotic 
of the piperidine group. In a recent Veterans Adminis- 
tration survey (2) it was prescribed to less than 0.1% of 
schizophrenic patients. A review of the literature 
found few reports of tardive dyskinesia with thiorida- 
zine and none with piperacetazine. The following re- 
port, therefore, appears to be an exceptional case. 


Case Report 


Mr. A, a 65-year-old man, had a history of chronic schizo- 
ph-enia, with several hospitalizetions before 1971. During 
this period he had received haloperidol, thioridazine, and 
thiothixene in that order, all in relatively low dosage. A re- 
view of his hospitalizations showed no signs of tardive dys- 
kinesia. In ‘ate 1971 Mr. A was started on 25 mg of piperace- 
tazine h.s. He was followed as an outpatient every 3 months 
and received no other psychotropic drugs. His clinical 
course from 1971 to 1974 was uneventful. For undocumented 
reasons his dosage was increased to 50 mg of piperacetazine 
h.s. in 1974, and he was maintained at this dosage until mid- 
1976. During a scheduled outpatient visit in June 1976, Mr. A 
complained of ‘‘funny movements in my mouth." Further 
examination revealed involuntary orofacial and lingual 
movements and dyskinesia of the fingers, primarily on the 
lef- side. At that time tardive dyskinesia was diagnosed, and 
pireracetazine was discontinued. Within 1 month he had be- 
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gun to regress. Mr. A's principal complaints were restless- 
ness, anxiety, and insomnia, and 50 mg of piperacetazine 
h.s. was restarted. Four months later severe dysarthria, 
chorea of the hands, and increased abnormal orofacial anc 
lingual movements were present. Piperacetazine was discon- 
tinued, and Mr. A began taking hydroxyzine. No other psy- 
chotropic drugs were prescribed. Within 6 months his in- 
voluntary movements had decreased. He was examined by 
me 3 years later, and he had no signs of tardive dyskinesia 
except for increased blinking. 


Discussion 


There are more prominent issues to be reviewed 
than simply the association of tardive dyskinesia and 
piperacetazine. It is important to recognize that the 
syndrome developed in a patient taking low doses of a 
piperidine phenothiazine. The rapid progression of 
symptoms while the patient received that drug anc 
their gradual disappearance once the drug was discon- 
tinued are also aspects that merit further discussion. 

The recommended dose of piperacetazine on the 
package insert is 10 to 160 mg/day. Most reports re- 
garding the clinical use of this drug confirm this recom- 
mended therapeutic range (3, 4). However, Gallant 
and Bishop (5) found improvement to be superior in 
doses of 400 mg/day. Based on the recommended 
dose, the daily amount of medication that this patient 
received (25-50 mg/day) was relatively low. Never- 
theless, tardive dyskinesia appeared. Thus, clinicians 
should know that tardive dvskinesia can evidently de- 
velop with low dosages of piperidine phenothiazine. 

The rapid progression of dyskinetic symptoms led to 
discontinuing the drug, even at the risk of the patient's 
clinical regression. As noted in this report, the orofa- 
cial movements had become so severe that dysarthria 
occurred. Quitkin and associates (6) reported the need 
to diagnose the syndrome early because it may be re- 
versible if detected in time. In this case prompt discon- 
tinuation of the drug led to almost total symptomatic 
improvement of the patient's involuntary movements. 
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Gilles de la Tourette’s Disorder Associated with Pemoline 


BY ELIZABETH MITCHELL, M.D., AND KENNETH LEE MATTHEWS, M.D. 


According to DSM-III, Tourette's disorder is char- 

acterized by "recurrent, involuntary, repetitive rapid 
.movements (tics) including multiple vocal tics. . 
The tics tvpically involve the head and, frequently, 
other parts of the body such as the torso and upper and 
lower limbs. The vocal tics include . . . clicks, yelps, 
barks, sniffs, and coughs, or words." Age of onset 
ranges from 2 to 15 years. The tics are exacerbated by 
stress and can be voluntarily suppressed. 

Recent reports in the literature have begun to sup- 
port an organic etiology for this syndrome. A neuro- 
physiologic impairment of the CNS has been postulat- 
ed, with varying support from data showing anatomic 
pathology implied by abnormalities found on psycho- 
logical testing, EEGs, and neurological examinations 
(1). The neurotransmitters dopamine ànd norepineph- 
rine have been suggested as mediators for this dis- 
order. This hypothesis is supported by the observation 
that haloperidol, which blocks postsynaptic dopamine 
and norepinephrine receptors, will relieve symptoms 
in most affected individuals. There have also been case 
reports of precipitation or worsening of symptoms by 
methylphenidate therapy. Methylphenidate is a phar- 
macological antagonist of haloperidol that increases 
the availability of neurotransmitter at postsynaptic 
catecholaminergic receptor sites (2-4). The following 
case report introduces another pharmacologic agent 
that may be implicated in movement disorders. 


Case Report 


David, a 10-year-old boy whom we studied at a child guid- 
ance clinic, had had learning difficulties and behavior prob- 
lems at school. He was rude to adults, did not finish his 
work, could not sit still, and interacted poorly with his peers. 
In groups David was disruptive, distractable, and impulsive. 


cestry, had insulin-dependent, juvenile-onset diabetes and 
severe peripheral vascular disease. His father, who had been 
raised in an orphanage, had a mild to moderately severe 
speech disorder that involved increased rate of speech, de- 
creased intelligibility, and loud volume. 

David's mother was 38 years old when she gave birth to 
David. She had miscarried once before. In addition to in- 
sulin-dependent diabetes, she had elevated blood pressure 
during the pregnancy and had an IUD in place. At 35 weeks, 
when an abruptia placenta was diagnosed, the attending phy- 
sician artificially ruptured membranes to induce labor. David 
weighed 2.5 kg at birth. He was placed in 30% oxygen and 
received dextrose intravenously. After 2 days the hospital 
staff noted that David had physiologic jaundice, which was 
treated with phototherapy. He also had episodes of diarrhea 
on his 10th and 14th hospital days, but no pathogen was iso- 
lated. 

David's developmental milestones were delayed. He 
walked without support at 18 months and his language devel- 
opment was inconsistent. When David was 4!/2 years old, an 
evaluation showed a mild articulation problem and tele- 
graphic, unintelligible speech with neologisms but very clear 
intelligible sentences when David was encouraged by the ex- 
aminer. It was noted at testing that the unintelligible speech 
occurred when his father was present and speaking to the 
boy in a loud and punitive manner. 

When David was 6 years old, he was treated with methyl- 
phenidate for extreme hyperactivity. This was discontinued 
after one year because the side effect of vomiting occurred. 
He was then treated with up to 30 mg/day of thioridazine. 
The boy had no history of movement disorder before the age 
of 6 or on either medication. When David was 10 years old, 
thioridazine was stopped in June for a summer drug holiday, 
and this therapy was not resumed. In November David was 
noted to have difficulty sitting still. He frequently talked out 
in class and did not finish his work. He fidgeted and ground 
his teeth when watching television. Neurological examina- 
tion revealed poor fine motor movements, synkinesis, and 


David was an only child. His mother was of Jewish aN poor balance. We began pemoline therapy, with a daily 
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morning dose of 37.5 mg. 

David's initial response to this medication included 
marked reduction in impulsivity, less intrusiveness, and a 
lowered activity level? However, in January he developedsea 
tic-like motor movement involving the head and shoulder. 
This tic later included eye rolling. blinking, grunting, and‘a 
distinct jerking of the head and shoulders. We noted that the 
tic worsened when David was emotionally stressed, and that 
David could suppress the tic with extreme effort. When We 


> 


v 


Ат J Psychiatry 137:12, December 1980 


discontinued the pemoline in February, all tic movement 
ceesed wittin 2 weeks. When we then restarted pemoline 
therapy, the movements reappeared, somewhat worsened in 
intensity. We again discontinued the medication, which 
caused a marked reduction of movements. 


Discussion 


Pemoline, a relatively new medication used for the 
treatment of hyperactivity, was first studied clinically 
in 1956. Pemoline is structurally ‘‘dissimilar from the 
amphetammes and methylphenidate but has similar 
pharmacologic effects without significant sympa- 
thomimetic activity'' (5). Reported side effects include 
insomnia, anorexia, stomachache, mild depression, 
nausea, dizziness, headache, and drowsiness. The 
1973 Physicians’ Desk Reference states, ‘‘There have 
been reports of dyskinetic movements of the lips, face, 
and extremities occurring with the use of Cylert 
(pemoline]. . . . À definite causal relationship between 
Cylert and these reactions has not been established." 
Page and associates’ double-blind study (5) of the effi- 
cacy of pemoline in managing hyperkinetic behavior 
caused by minimal brain dysfunction showed improve- 
ment in gross behaviors of all subjects as well as cogni- 
tive and perceptual functioning. The authors con- 
cluded that pemoline was а ‘‘highly useful clinical al- 
ternative to the amphetamines and methylphenidate as 
an adjunct in the management of hyperactive chil- 
dren” (5). 

It is unclear why David developed tic-like move- 
ments during pemoline therapy. It may be that the ad- 
ministration of pemoline precipitated the development 
of Tourette’s disorder or that David's tic-like move- 
ments were a side effect of pemoline. What part, if 
any, the previous treatment with thioridazine and its 
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minimal extrapyramidal stimulation played in the de- 
velopment of this movement disorder alse remz:ns un- , 
clear. Dopamine has been implicated in the mecha- 
nism of tardive dyskinesia production. Thiozidazine 
and other major tranquilizers have been. postulzted as 
sensitizing striatal neurons to dopamine. If pzmoline 
and methylphenidate both act through dopaminergic 
mechanisms, a model is suggested in which neurons, 
sensitized by thioridazine, are further stimulated by 
dopamine through the mediation of pemoline. Genetic 
factors may also play a part in increasing vulnerability 
to movement disorders. Pollock and associates (2) 
have reported an increased incidence of Tourette’s 
disorder among children of Jewish parentage. The tic 
described in our case report more closely resembles 
Tourette's disorder than it does tardive dyskinesia, 
but an association among Tourette's disorder, tardive 
dyskinesia, and Huntington's chorea, has been sug- 
gested previously (4). Further study is indicated to 
elucidate the relationship between dopamine and 
movement disorders. 
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Common Mistakes Made in Group Psychotherapy by Beginning Therapists 


3Y HENRY L SPITZ, M.D., FREDERIC KASS, M.D., AND EDWARD CHARLES, M.A. 


The treatment of psychiatric patients in group psy- 
chotherapy is a practice that has expanded dramatical- 
ly in the past two decades. Along with this trend the 
training of group therapists has taken on added signifi- 
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cance. Despite the increased use of groups as a form of 
treatment and the increased interest in the effective 
teaching of group methods, there is a virtual absence 
of systematic study of many elements of group therapy 
several essential areas. One noteworthy example is 


7 lack of knowledge about the common mistakes 


made by beginning group psychotherapists and the 
negative outcomes these mistakes can cause. 

A review of the group therapy literatu reveals that 
therapist error has been discussed only in the context 
of broader issues, such as group formation апа nan- 
agement, or as part of general discussions of оир 
therapy education. Grotjahn (1) anecdotally discussed 
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TABLE 1 | 
Rating by 42 Group Therapy Supervisors of Mistakes Made in Group 


` Psychotherapy by Beginning Therapists 








Mean Rating of 

Questionnaire Item. Each Item? 
Most common mistake or problem area 

Handling problem patients who, for instance, 

reject help, monopolize the group, or complain 3.22 

Managing resistances in the group 3.11 

Discussing transference issues 3.06 

Wanting to be liked by the group 3.03 

Dealing with acting out among members 2.93 

Properly orienting prospective members 2.86 

Handling problems arising in the coleadership 

relationship 2.84 

Defining the most useful focus for the group 2.79 

Lacking awareness of intertransference feelings 2.74 

Making premature interpretations 2.71 

Handling the termination phase of the group 2.69 
Least common mistake or problem area 

Violating confidentiality 1.36 

Consciously disliking the group 1.47 

Handling length of sessions 1.52 

Handling hospitalizations for group members 1.61 

Inappropriate openness about therapists’ 

personal life 1.69 

Dispensing medications to the group 1.74 

Encouraging group members to meet in 

therapist’s absence 1.77 

Unawareness of therapists’ bias against group 

therapy 1.81 

Handling group size 1.84 

Clarifying common misconceptions about group 

therapy 1.86 

Avoiding fee setting 1.99 


^] «rot at all; 4=very often; group means were 2.91 for the most common 
mistakes and 1.69 for the least common mistakes. Differences between the 
lowest rated and the highest rated items were statistically significant (р<.001, 
two-tailed t test). 


mistakes in analytic group psychotherapy; he defined a 
mistake as anything that interferes with group forma- 
tion and process. Williams (2) described ‘‘everyday 
problems" of group therapy trainees based on his per- 
sonal experience as a supervisor of 50 trainees. Dies 
(3), in a recent survey of supervisors, referred to prob- 
lems encountered by beginning group therapists. Uti- 
lizing. a content analysis of responses, he found that 
most difficulties involved the transition from an indi- 
vidual therapy model to a group model. 

In most modern residency training programs teach- 
ing and supervision of group treatment methods now 
occupies a prominent place. Mistakes made by begin- 
ning therapists are of central concern for teaching and 
supervision. The major goals of the present study were 
to identify and quantify the mistakes made most FN 
quently by trainees and practitioners early in theif 
group therapy. experience and to use this information 
as a guide for,determining priorities in the training and 
supervision Jf group psychotherapists. 


-. Method i 


We developed a 43-item questionnaire based on the 
literature, our clinical experience, and suggestions 
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made by the senior staff at the Vanderbilt outpatient 
clinic of the Columbia-Presbyterian Medical Center 
and the New York State Psychiatric Institute. 

The items fell into three major categories where the 
therapist may err: 1) mistakes in technique, e.g., fail- 
ure to follow up group absences; 2) countertransfer- . 
ence problems, e.g., inappropriate openness about 
therapist's personal life; and 3) personal deficits in 
the therapist, e.g., difficulty achieving a requisite level 
of empathy with group members. 

The questionnaire was distributed to 52 senior group 
supervisors (all practicing clinicians) from a variety of 
institutions in the United States and Canada. Onlv 
those actively involved in the training of group thera- 
pists were included. An effort was made to include su- 
pervisors with varied theoretical orientations in the 
group field (e.g., psychoanalytic, general systems, 
group as a whole). 

Each item was rated from 1 (occurred not at all) to 4 
(occurred very often). The supervisors were asked to 
base their response on their personal experience in su- 
pervising group therapists. An item analysis was per- 
formed on the data, and means and standard devia- 
tions were derived for each questionnaire item. A 
ranking of the individual items demarcated those rated 
highest (greater frequency of occurrence) and those 
rated lowest (least frequency of occurrence). 


Results 


Of the 52 supervisors 42 (81%) surveyed completed 
the questionnaire; of the 42 respondents 73% were 
physicians. Because an analysis of the response of 
these 31 physicians and the 11 social workers ànd psy- 
chologists revealed no significant difference, the data 
were combined for presentation. Table 1 presents the 
supervisors' ratings of the most common errors and 
the least common errors committed by beginning ther- 
apists. The demarcation between these groups was 
clear; a statistical comparison between them was high- 
ly significant (p<.001). 


Discussion 


The therapist's inability to handle problem patients 
was the highest rated item in the survey. References to 
the psychotherapeutic management of patients who 
were help-rejecting, monopolistic, or otherwise prob- 
lematic were found with regularity in the group litera- 
ture (4-6). The results of this study suggest that these 
patients frequently present a stumbling block for thz 
novice group therapist. Problem patients, espegially 
those who have, become adept at interpersonal aliena- 
tion as a defense against anxiety, pose challenges fcr 
the psychotherapist, In the group setting, the leader is 
charged with the simultaneous tasks of managing Indi- 
vidual patients and managing the group as a whole. 
The successful resolution of this complex task is fun- 
damental for effective group leadership. The trainee's 
struggle to negotiate a comfortable position between 2 
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individual patient management and group management 
is reflected in the high rating of this item by supervi- 
sors: 

‘Many of the highly rated items reflect the trainee’s 
diffipulty infadapting to a group orientation rather than 
“а dyadic model, a finding that is consistent with Dies’ 
(3). This can be seen in items such as ‘‘defining the 
most useful focus for the group” and '' problems aris- 
ing in the co_eadership relationship.'' Other highly rated 
items, such as wanting to be liked by the patient and 
difficulty with aggressive or angry feelings in patients, 
are indications of potential blind spots in the thera- 
pist's perception and management of transferential 
and countertransferential phenomena. These results 
coincide with the findings of Buckley and associates 
(7) in their survey of mistakes made by beginning resi- 
dents during individual psychotherapy sessions, and 
they suggest that there are difficulties in a trainee's 
work with patients that are independent of the treat- 
ment modality. 


Many of the highest rated items stand at the іпїег- 


face between mistakes in technique and counter- 
transference »roblems. The supervisor's comments on 
the questionraire support the notion that many of the 
"technical" errors made by their supervisees are, 
when explored more fully in supervision, a result of 
countertransf2rence issues. Characterizing this proc- 
ess, one respondent remarked that his supervisee’s 
"*. , . unawareness of countertransference severely in- 
tertered with his ability to pursue specific problem 
areas." The countertransference problem is most of- 
ten seen with an inability to work comfortably with 
anger. The therapist may avoid areas of his own anx- 
iety, which invariably reflects itself as a problem in his 
leadership of zhe group. '' Acting out’’ on the part of 
group members is a frequent consequence. 

In contrast to the highest rated items, the lowest 
rated items appear to cluster around the so-called ad- 
ministrative cr managerial tasks, e.g., dispensing 
psychctherapeutic medication or handling hospital- 
izations. We were encouraged to find that therapists' 
self-disclosure (‘‘inappropriate openness about thera- 
pist’s own personal life’’) and therapists’ bias (‘‘un- 
awareness of therapist's bias against group therapy’’) 
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were among the low rated items. Fee setting was also 
among the lowest rated items. The differehce between 
this finding and that of Buckley and associates (7), who 
studied mistakes in individual psychotherapy, may be 
explained by the general practice of charging uniform 
fees to all group members. Under group circumstances 
fee setting may be less of an issue. 

The information derived from this survey has helped 
determine a realistic set of priorities for group therapy 
supervision. It highlights the awareness of those in- 
volved in training other therapists to the most fre- 
quently occurring potential pitfalls that face new group 
leaders. For example, in our outpatient setting the en- 
tire 43-item questionnaire is currently being used as a 
guide or checklist for group therapy supervision. Su- 
pervisors monitor their work with trainees to ensure 
that important training issues are not neglected. The 
format can be readily integrated into a range of popular 
group therapy training models described in the litera- 
ture. 

We have found this format useful in identifying po- 
tential therapist problems that can be altered, avoided, 
or remedied by active supervision and case consulta- 
tion. We will present an evaluation of the long-range 
effects of this type of group training and supervision on 
the quality of patient care in the future. It is hoped that 
over time the likelihood of negative outcomes related 
to therapist error can be significantly reduced. 
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The Value of the Internship in Psychiatric Training ` 


Sır: I am a psychiatric resident who completed an intern- 
ship in internal medicine and would like to contribute to the 
debate over tbe value of an internship in psychiatric training. 
This issue has been discussed from various points of view 
(1-3). 

My internship experience proved to be extremely valu- 
able. I consider myself to be first a physician and then a psy- 
chiatrist. The internship year was crucial in firmly estab- 
lishing this professional identity. The value lay nct only in 
solidifying knowledge and confidence in medical judgment 
and skills, but also in the maturing experience of being a pri- 
mary care physician with all its inherent responsibilities. The 
ability to recognize signs of physical illness that can manifest 
themselves as psychiatric symptomatology is integral to be- 
coming a good physician and psychiatrist. For example, a 
patient diagnosed as having depression was referred to me. 
On initial examination, the patient was more physically ill 
than depressed. Further diagnostic studies revealed that the 
patient was suffering from a bleeding gastric ulcer. Another 
example is the importance of recognizing a mental status 
change that reflects a uremic state rather than an accom- 
panying psychotic process. It is also important to be able to 
recognize the crisis from the nonemergency. One can then 
convey a sense of rationality and equanimity to others who 
may be overreacting to a misperceived crisis. Such abilities 
are cultivated during an internship experience. 

In view of psychiatry's struggle to define its value to the 
social sciences as well as to the other medical disciplines, it 
would seem mandatory that a psychiatric trainee become 
competent and comfortable in dealing with physical as well 
as psychological illness. 

Clinical rotations as an intern are qualitatively different 
from the bedside experience as a medical student. The es- 
sential difference is related to passive versus active learning. 
There can be no substitute for the latter. The integration of 
an internship year into the psychiatric residency helps to rę- 
duce the mind-body dichotomy and to fulfill the blame, 
of Engel's biopsychosocial model (4). I would al$o recpm- 
mend the integration of psychiatry rotations into medicine 
and surgery rgsidency programs, particularly because of the 
many psychidtric problems in everyday medical practice. 


* 
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Drug Monitoring and Improved Treatment Response 


Sır: In “Monitoring Plasma Nortriptyline Concentra- 
tions” (April 1980 issue) Leo E. Hollister, M.D., and associ- 
ates shed little light on the usefulness of drug monitoring to 
improve treatment response. The study only underscored 
the problems of compliance in an outpatient population. | 

There are several methodological and design problems 
with this report. The design did not address the authors' 
question: Do patients in the therapeutic range respond betier 
than do patients outside this range? Instead, the design test- 
ed whether feedback from plasma monitoring could help cli- 
nicians to adjust dosage successfully. Such monitoring has 
been shown repeatedly to permit accurate titration for a wide 
variety of drugs such as lithium. 

However, the ability to titrate has limited relevance to the 
question of whether such titration is desirable. When feed- 
back does not work, researchers must explore the reasons 
why it did not work— something Dr. Hollister and associaies 
did not do. Successful titration depends on three factors: ac- 
curate measurement, altering the dose based on the mza- 
surement, and patient compliance. In Dr. Hollister and asso- 
ciates' study patient compliance seems to have been the | 
problem. The assay appeared to be adequate. However, de- 
spite repeated feedback— 11 samples were assayed—one pa- 
tient never had a level in the therapeutic range and had a 
barely detectable mean level for the entire period. Thus, the 
results suggest noncompliance. Improving complianoe. in 
fact, is one reason for monitoring plasma levels. . 

Even if the study had been designed to answer the au- 
thors' question, problems remain. First, half of the patients . 
had psychotic depression, which typically requires either 
ECT or combined therapy with neuroleptics and antidepres- 
sants. Second, the rating scales of different patients were* 
performed by different raters. Dr. Hollister and assÓciatts 
did not report the number of raters or their interrater reliabi]- 
ity. Comparison among patients is therefore not possiple. 
Third, the authors stated that one criterion for admission tg 
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the study was a Hamilton rating score of 20 or more, yet one 
patient was admitted with a score of 19. 

For these reasons, the study failed to prove that mon- 
itoring of plesma tricyclic antidepressant concentrations is 
not justified., Rather, it underlined the problem of com- 
pliarce in an outpatient population. 


SHELDON H. PRESKORN, M.D. 
SUDHAKAR MADAKASIRA, M.D. 
Kansas City, Kan. 


Sig: In "Monitoring Nortriptyline Plasma Concentra- 
ions" Leo E. Hollister, M.D., and associates did not make 
it clear whether they used the information from plasma level 
determinations in the feedback group to manage those pa- 
tients. Patients in the feedback group who had plasma levels 
outside the proposed therapeutic window for nortriptyline 
do nat seem to have had their oral doses adjusted accord- 
ingly. One wculd not expect to see response or length-of- 
stay differences between this group and the blind group with- 
out assay values if the information had not been used. In- 
deed, (perhaps by chance) the blind group seems to have 
fallen better into the proposed therapeutic window. 

As Dr. Hollister and associates pointed out, plasma assay 
determinations are not a substitute for management by clini- 
cal assessment of the symptomatology of an affective dis- 
order. Rather, :hey should be used as an adjunct to identify 
idiosyncratic patients in regard to pharmacokinetics. It is 
likely that suca idiosyncratic patients, if members of the 
“blind” group, would stay in the hospital and be considered 
‘‘failures of response.” Patients 19 and 18 might be examples 
of suck patients. 


KEN REED, PH.D, M.D. 
Houston, Tex. 


Dr. Hollister Replies 


Sır: In a brief report one has to limit words and hope that 
readers will heed them. We clearly stated in our report that 
the physicians who treated the feedback group were in- 
formed immediately of the laboratory test results and en- 
covraged to make appropriate dosage adjustments so as to 
maintain the pa:ients in the presumed therapeutic range. 
That some patierts failed to achieve such a range, two doing 
rather poorly, was undoubtedly due to failure of patient com- 
pliance. Such failure is common; in our experience about 
2566 of patients fail to comply at some stage of treatment ог 
other. However, even when physicians know that patients 
are not complying, it seems there is little they can do about 
it. The possibility that such patients had abnormal pharma- 
cokigetics which caused their low plasma levels is remote. 
Our questions were stated clearly and did not include, ‘Ро 
patients in the therapeutic range respond better than do pa- 
tients outside this range?” The fact that some patients have a 
diagnosis cf psychotic depression is pot an automatic in- 
dicatíon for neurcleptics or ECT. The Hamilton scores of 

*thase patients were consistent with definite but moderate de- 
pression, confirmed by the fact that they were treated as out- 
patients. The one patient with a Hamilton score of 19 rather 
thap 20 had a meaa score (based on two raters) of 19.5. We 
probably should have rounded it off to 20, but we did not. 
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Determining the usefulness of plasma concentrations of 
drugs in clinical practice is best done in a natipsalistic study, 
such as ours. Our study strongly suggested that routine mon- 
itoring of drugs is not mandatory for all patients, but that use 
of this procedure should be made on the basis of need. Mon- 
itoring of lithium levels is well established; but lithium has 
infinitely ‘simpler kinetics than tricyclic antidepressants 
have. 


Leo E. HoLrLisTER, M.D. 
Palo Alto, Calif. 


The Metaphysical Nature of Psychotherapy 


Sin: While there is much in "Recent Trends in Psycho- 
therapy” (April 1980 issue) by Judd Marmor, M.D., with 
which I can only concur, there are two points I wish to make 
in response to the paper. First, Dr. Marmor wrote that ''dy- 
namic psychotherapy and behavior therapy are both firmly 
rooted in scientific tradition. In contrast, the more recent 
*third revolution' in psychotherapy represents, for the most 
part, a radical departure from that tradition.. While many 
would agree with this view, I believe it is important to re- 
member that the distinction between science and nonscience 
is a matter of convention—and that there is more than one 
convention extant. 

I have argued elsewhere (1) that the application of Karl 
Popper's criteria makes it clear that psychoanalysis also be- 
longs in the realm of the metaphysical rather than on the 
"science" side of Popper's line of demarcation. If one ac- 
cepts Popper's line of demarcation, it follows logically (dic- 
tated by the test of the falsifiability of a theorv) that all psy- 
chotherapy belongs in the realm of the metaphysical, and all 
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psychotherapy rests importantly on the basis of a mutual. 


agreement between therapist and patient as to how reality is 
to be construed. I agree with Dr. Marmor that many of the 
newer therapies smack of a forced consensus in this regard— 
the therapist doing the pushing and the patient seemingly 
supplying the willingness to be pushed. Second, doing psy- 
chotherapy based on any structured framework at all (and I 
would grant that it is impossible to do psychotherapy other- 
wise) carries with it a very real risk that human phenomena 
will be labelled and pigeonholed and then lost to any further 
possibility of examination. Perhaps this point is best illus- 
trated by an example of a phenomenon not being lost be- 
cause of the necessary care that was taken. Nemiah and Sif- 
neos (2), in studying affect and fantasy in patients with psy- 
chosomatic disorders, found that their patients seemed to 
have ‘‘thoughts (which) appeared shallow, colourless, and 
lacking in the freedom, excursiveness and richness of in- 
timate, personal associations that are characteristic of most 
of us." Rather than invoking standard psychological ex- 

fanations (or labels) such as the mechanism of denial, Ne- 
miah hypothesized as an alternative that “in these patients 
there is perhaps an absence, or at best only a rudimentary 
form, of the neuro-mechanisms that normally subserve the 
experience of feeling and of complex meat Nessotiations 


and at the same time a lack or incompleteness of connections . 


between these mechanisms to permit their mutual influence" 
(3). Such a hypothesis would, of course? not have been Ags- 
sible if the authors had not chosen to apply the standard ex- 
planation (based on psychoanalytic theory} in this situation. 
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Thus I feel there are advantages to viewing all psychother- 
apy as ultimately metaphysical in nature rather than consid- 
ering the theoretical base of some psychotherapies as being 
scientific end that of others as being nonscientific. Used in 
this way, the word ‘‘science’’ all too often invokes an image 
of a body of knówledge that is entirely*valid and that cannot 
be questioned. 
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P. Burra, M.B. 
Kingston, Ont., Canada 


Material for a History of Lithium Therapy 


Sır: І am gathering material for a detailed and fully docu- 
mented history of lithium therapy. I have already written to 
many investigators whose work has been of major impor- 
tance in establishing lithium treatment as a major therapeutic 
modality in modern psychiatry, but I would be most grateful 
for the courtesy of your columns to make a wider appeal for 
information, personal reminiscences, documents, photo- 
graphs, correspondence, etc., which may have historical 
relevance. Naturally, all such material will be acknowl- 
edged, handled with the greatest care, and returned un- 
marked in due course. All confidences will be respected. 


Dn. F. NEIL JOHNSON 

Fylde College, University of Lancaster 
Bailrigg, Lancaster LAI4YF 

England 


Career Choice and Psychiatry 


Sr: In Choosing Psychiatry: The Importance of Psychi- 
atric Education in Medical School"' (April 1980 issue) Arthur 
C. Nielsen, M.D., concluded: ‘For the time being, psychiat- 
ric educators should continue to improve the quality of their 
educational programs, which we have shown here to be an 
important determinant of psychiatric career choice." 
Whether Dr. Nielsen has succeeded in showing the quality of 
psychiatric education to be an important determinant of ps 
chiatric career choice is questionable. First, his attempt to 
deal with some of the possible "'challenges" to his inter- 
pretation of the results is not entirely convincing. For in- 
stance, whey the NIMH peer review really measured edu- 
_ cational quality is yet to be determined. Langsley and associ- 
ates (1), commenting on the bases for rating the quality-of the 
ргұтатѕ, cautioned that the final ratings were judgments, 
the validity of which would be difficult to establish (although 
there was a high degree of interrater reliability). Second, Dr. 
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Nielsen did not tell us anything about the quality of under- 
graduate education in other subjects in the medical schools 
he compared, e.g., surgery or internal medicine, nor did he 
include the percentages of graduates entering these special- 
ties. Comparative studies of the quality of teaching of sever- 
al subjects, including psychiatry, and of the number of grad- 
uates entering these respective specialties would lend cre- 
dence to Dr. Nielsen's conclusion. 

In a comparative study in Toronto of the effects of teach- 
ing on medical students' ranking of career choice (2), we re- 
ported favorable changes for psychiatry after the teaching of 
psychiatry. However, the literature is still inconclusive. This 
was briefly discussed by Paula F. Eagle, M.D., and Luis R. 
Marcos, M.D., in "Factors in Medical Students’ Choice of 
Psychiatry," which preceded Dr. Nielsen's article. Career 
choice is a complex subject influenced by a vast variety of 
factors, many of which were reviewed by Drs. Eagle and 
Marcos and some of which were mentioned by Dr. Nielsen 
in the introduction of his article. In our study we discussed 
the fact that most teachers would like to think that good 
teaching will help recruitment into their specialty; however, 
a causal relationship between good teaching and recruitment 
remains to be established. Meanwhile, far from being com- 
placent, those of us involved in undergraduate psychiatriz 
education should follow wholeheartedly Dr. Nielsen's sug- 
gestion to continue improving the quality of our educational 
programs. The declining recruitment into psychiatric resi- 
dency programs has brought to the forefront the psychiatric 
education of the future physician. The widespread concern 
and publicity aroused by the declining recruitment should be 
recognized as an unusual opportunity for enlisting support 
for undergraduate psychiatric education —an area of psychi- 
atric education of paramount importance that has been char- 
acterized by customary benign disinterest. 
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GEORGE VoiNESKOS, M.D. 
Toronto, Ont., Canada 


Dr. Nielsen Replies 


Str: I welcome the opportunity to clarify certain issues * 
raised by Dr. Voineskos. My study found modest correla- 
tions between the percentages of each medical school’s grad- 
uates who chose psychiatric residencies and the quality of 
the psychiatric education received by students at the various 
schools. Quality was measured by priority scores assigned to 
medical student, education grants during NIMH Psychiatry 
Education Branch peer review. Since publication, additional 
data have become ayailable for the class of 1978 and the in- 
tercorrelations are now best estimated to be .21 (1975), * 16 
(1976), .36 (1977), and .33 (1978). Such consistent resylts,* 
including this replication for 1978, argue for the stzttistieal 
validity of the correlation (1). 

What can we infer from this correlation? The hypothesis » 
favored in my paper is that superior programs induced highe 
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percentages of graduates to choose psychiatry. Dr. Voi- 
neskos appropriately wonders, as I did in my discussion, 
whether NIMH peer review is a valid assessment of ‘‘educa- 
toral quality." By citing the study of Langsley and associ- 
ates (2) as evidence favoring the ‘‘construct validity” (1) of 
peerreview. I intended to go beyond subjectivity. Although 


"Langsley and associates’ actual emphasis was on cautious af- 


firmation of peer review, they remained circumspect about 
their results by only noting the association between high pri- 
oritv scores and other ‘‘process’’ variables, generally con- 
sidered to irdicate quality. Obviously, no single scale will 
ever suffice to describe educational programs and their quali- 
ty. My contention was only that priority scores were valid 
rough measures of educational quality. 

What abcut the causal interpretation of the observed cor- 
relation —that quality influences career choice? Dr. Voi- 
neskos' experienze with the favorable impact of psychiatric 
clerkships on student attitudes confirms that of others (3, 4) 
aad supports causation. 

Dr. Voineskos correctly wondered whether quality teach- 
irg by other medical school departments would also corre- 
late with percentages of graduates choosing these fields. To 
my knowledge, no such data are available. However, it 
seems likely that some schools with excellent psychiatric 
teacking also excel in other fields, and that any competitive 
edge obtainec by psychiatry from excellent teaching might 
be mitigated by excellence elsewhere. If this were true, the 
substantial correlations found for psychiatry would seem all 
the more remarkable. 

The pessibiity that other influences, such as excellence in 
other departments, might limit psychiatric education’s abili- 
ty to attract recruits leads to my last point: I do not believe 
that improvec education alone can solve the recruitment 
problem. Certainly the causes seem to lie elsewhere, espe- 
cially in incorrect views about how much psychiatry can be 
practized in the course of other medical specialties (includ- 
ing, but not limited to, family practice) and in the declining 
numbers of students with strong career interests in psychia- 
try who seek admission to medical school. Dr. Voineskos 
appears more sanguine than I am that education can solve 
the recruitmen: problem. Nonetheless, my research does in- 
dicate some potential in this area and certainly more studies 
of the microstructure of educational quality are indicated. 
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ARTHUR C. NIELSEN HI, M.D. 
: Chicago, Ill. 


Dfagnósis According to Kraepelin 


x EE Back to Kraepelin! In Schizophrenia to Manic-De- 


pressicn: Mutation or Misdiagnosis?” (June 1980 issue) Ibe 
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O. Ibe, M.D., and John L. Barton, M.D., referred to 
Kraepelin in reviewing patients who were initjally diagnosed 
as having schizophrenia but during subsequent attacks were 
diagnosed as having manic-depression. The authors cited 
these as examples of mistaken diagnosis rather than muta- 
tion from one diagnosis to another. Kraepelin specifically 
warned against ''attributing characteristic significance to a 
single morbid phenomenon,” like catatonia, excitement, hal- 
lucinations, delusions of influence, etc. He did a-tribute 
some differentiating power to a history of rather ccmplete 
recovery with insight and stated that "repeated attacks, es- 
pecially those of contrasted colouring which have brought 
about no recognizable state of weakness will with rare ex- 
ceptions justify the diagnosis of manic-depressive insanity” 
(1). 

Still more pathognomonic is the premorbid perscnality. 
“Ап outspoken manic ог cyclothymic temperament seldom 
leads to dementia praecox. .. . The question is more diffi- 
cult to decide with persons of depressive or irritable temper- 
ament. It seems that we must distinguish several outwardly 
similar forms. Softness, sensitivity, dejection, lack of self- 
confidence we find more in the past history of manic-depres- 
sive insanity; shy, eccentric, withdrawn behavior in that of 
dementia praecox. Furthermore, the easily inflamed, enthu- 
siastic passionate natures correspond to the former, and the 
unpredictable, stubborn, rough and violent natures to the lat- 
ter" (2, my translation). Drs. Ibe and Barton may check 
these items in their case report. 

Kraepelin also reported a study similar to that of Drs. Ibe 
and Barton. In this study it was found that of 370 patients 
with dementia praecox, 127 did not have a certain diagnosis. 
Of these patients, 67 (mainly women) were finally considered 
probable manic-depress:ves because they had no abncrmal- 
ities or only those proper to manic-depressive illness. One 
wonders if as much diagnostic validity might be gained by a 
thorough reading of Kraepelin as by using either the RDC (3) 
or DSM-III, 
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С.Е. ScHoaER, M.D. 
Detroit, Mich. 


More on the Case of Anna O. 


Z Sin: In “The Case of Anna O.: A Reformulation"' (July 


D [980 Issue) Marc H. Hollender, M.D.'s conclusions about 


Anna O. and Dr. Breuer were valid, based on the literature 
he quoted. However, in Physiologie und Psychoanalysz in 
Leben und Werk Josef-Breuers (1) AlbrechMHirschmuller 
has provided us with a great deal more information about ће. 


patient and her physician. (This book has not vet beeh trans- er 


lated from the German.) 
Hirschmüller found a copy of a report on Anna O. by 
Breuer that was sent to Dr. Binswanger’s sanitarium in 
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Kreuzlingen, Switzerland. (Ellinger had established the pa- 
tient’s stay there.) These notes are,much more extensive 
than the Breuer-Freud publication (2) and were taken by 
Breuer during and after the treatment. There are also letters 
written by Breuer to Anna O.'s mother, a cousin, and Dr. 
Binswanger, and'notes by a Dr. Laupus, in whose charge she 
was at Kreuzlingen. 

We learn that among other complaints Anna O. suffered 
from trigeminal neuralgia. For this and ‘‘convulsions and 
chorea minor," she had received increasing doses of mor- 
phine and chloral hydrate. Breuer tried to withdraw her dur- 
ing a stay at Sanitarium Inzersdorf near Vienna (the *'coun- 
try house“ in the Breuer-Freud report), but she responded 
with delirium tremens. 

Anna O. improved at Kreuzlingen, but was not cured. 
When she left in October 1882, she was still addicted. The 
duration of her addiction remains unknown. From 1882 to 
1887 she readmitted herself four more times to Inzersdorf. 
The reasons are unknown, the diagnosis was hysteria. 

The highlights of Hirschmüller's report are as follows: 

1. Breuer did not abandon Anna O. suddenly. He trans- 
ferred her to a sanitarium and kept in touch with her physi- 
cians and her family. He saw her atleast once more in 1884. 

2. Breuer's reluctance to publish the material does not ap- 
pear to stem from sexual squeamishness. Like others before 
him, he was well aware of sexual disturbances in hysteria. 
Freud himself reported this, adding that he saw the impor- 
tance of a sexual etiology for the neuroses much later. 
Breuer expressed his surprise about the lack of sexual con- 
tent in Anna O.'s productions, but added ‘‘unless her pas- 
sionate attachment to an overindulgent father served as a 
replacement” (1). Most likely Breuer was concerned about 
revealing the identity of his patient because she belonged to 
a prominent Viennese family. His daily visits to her house 
hardly went unnoticed. 

3. The hysterical childbirth scene is never mentioned be- 
fore 1932. Freud (3) wrote to Stefan Zweig that he ‘‘recon- 
structed’’ the abrupt termination of Breuer's treatment. 
Freud added that Breuer took flight on a second honeymoon 
with his wife and during that time his youngest daughter was 
conceived. Actuallv, Breuer did not leave Vienna at that 
time and his youngest child had already been born in 1882. 
(In 1914 Freud [4] only quoted Breuer as having mentioned 
an untoward incident."") 

4. Anna O. was not Breuer's first or last hysterical pa- 
tient. He treated others until 1912 and, like Freud, admitted 
such patients to Kreuzlingen. However, Anna O. may have 
been the only one Breuer treated with the cathartic method. 
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ELSE PAPPENHEIM, M.D. 
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Dr. Hollender Replies 


Sir: Several of the points made in Dr. Pappenheim's letter 
were new to me, although I had alreadv gleaned some infor- 
mation from Ellenberger's fascinating article y While the 
material helps to fill in a few gaps, I don't think it alters the 


conclusions I reached—that Anna O. was a bright woman’ 


born at a time and in a place where there were few outlets for 
her talents, that her treatment by Breuer temporarily re- 
lieved the tedium and boredom of her confined life, and that 
her final solution was reached when she became an effective 
and successful social worker and feminist. 

I do not believe it was Freud who stated that Breuer took 
flight on a second honeymoon. That statement seems to have 
originated with Jones (2). 

I greatly appreciate Dr. Pappenheim's comments. 
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Marc H. HoLLENDER, M.D. 
Nashville, Tenn. 


Psychotherapy: A Laboratory of Preventive Knowledge 


Sir: Perhaps an organic synthesis of psychotherapy as a 
whole rather than encyclopedic eclecticism should be applied 
to the question of whether psychotherapy should receive 
government support. 

In order to solve life's problems the individual must con- 
stantly integrate here-and-now, ephemeral interactions with 
his environment on the one hand and his lifelong process of 
personality formation or self-definition on the other. A work- 
able ‘соттоп sense"! capacity for problem solving derives 
from a favorable character formation and a knowledge about 
one's changing social environment. Concern with mental 
health is meaningless without the study of personality forma- 
tion. If grant support were restricted only to categories of 
‘‘problem’’ definition (addiction, rape, teenage pregnancy, 
child abuse, delinquency, etc.), the overall knowledge of 
personality resources would decline to a dangerous point, 
which our society can hardly afford. 

In addition to providing trouble-shooting expertise for 
symptoms of disturbed behavior, psychotherapy has been an 
empirical testing ground for the study of personality forma- 
tion. There are many paths toward this complex goal. Child 
therapists deal with the manifestations of individual behavior 
while character is being formed. Adult therapists have been 
interested in the patient's ingrained identifications and pat- 
terns of behavior. Family therapists work in the laboretory 
of ongoing reactions that occur between the formative paren- 
tal environment and the offspring's emerging personality. 

The results of this complex and overwhelming undertaking 
are emerging even slower than did Pasteur's first disco¥erles 


about microorganisms. If bacteriologists had been cgn-* 


stantly held accountable for accomplishing therapeutic af- 

fectiveness, the discovery of penicillin and other drugs might 

have been handicapped or prevented. ES 
Yet the test of psychotherapeutic results is only partly i in 
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the removal. of visible malfunction. Prevention of malfunc- 
пог. in the offspring is causally, if complexly, connected with 
helping the parent generation, as it has become explicit in the 
evaiuation o7 the family therapy approach. However, all cur- 
rent forms of psychotherapy are potentially preventive inter- 
ventions for the next generation. Consequently, the burden 


‘of proof of cause and effect is overwhelming at this time. 


Isit fair to threaten withdrawal of funds from psychothera- 
py, the applied research laboratory of preventive knowledge 
about effective leverages of future mental health? Is anyone 
in a Dasition со determine whether such a vast effort works? 
We xnow that rapid technological progress has led to dis- 
integrative results in human relationships. We know that ex- 
plosive societal changes have escalated self-destructive be- 
havior and e-osion of parenting responsibility. Will Con- 
gress, and society as a whole, have the wisdom to support 
psychotherapy as the living laboratory of preventive knowl- 
edge? 


IVAN BoszoRMENY1-NAGY, М.Р. 
Philadelphia, Pa. 


Questioning th» Board Certification Process 


Sir: In “Board Certification Anxiety" (July 1980 issue) 
Franklin G. Maleson, M.D., and associates provided some 
rich, useful anecdotes pertinent to any candidate for Board 
certification in psychiatry. However, I must take issue with 
their assertion :hat ‘‘it is clear that the examiner team func- 
tions with a satisfactory operational definition of compe- 
tence.” Examiners do not function as two separate observ- 
ers; rather, thev sit in the same room with easy exposure to 
conscious and unconscious cues from each other. Some 
times they may be familiar colleagues. This circumstance 
makes it far from clear that there is an operational definition 
of competence in the Board certification process. 

Psychiatrists have responded to the need for operation- 
alism in psychiatric diagnosis by stressing phenomenological 
criteria in DSM-III. This addressed itself to the problem of 
psychiatrists defining schizophrenia and other mental illness 
diagnoses on the basis of their personalized notions. There 
has been an increased awareness that it is not adequate for 
psychiatrists to simply agree on who should be labelled 
schizopàrenic, bat that they must define their criteria. Those 
involved with the Board certification process should borrow 
from these leads. With better defined criteria, they might 
strive for a more operational definition. 

Finally, I question whether this article solely addressed 
candidate anxietv. It seems Dr. Maleson and associates at- 
tempted tc reassure all psychiatrists, including Board exam- 
iners, that the system is essentially fair. Is this an attempt to 


assuage ~he anxiety of examiners, some of whom might not: 


be cemfortable in acknowledging that the Board certification 
process is not as fair as it should or could be? 


MARSHALL L. GARRICK, M.D. 
x" > Chicago, Ill. 


Dr. Maleson and Associates Reply 


” tdr: During the orientation for examiners each examiner is 
given a description of performance areas to be evaluated. 
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These include patient-physician interaction; conduct of the 
clinical examination; capacity to elicit clinical data; formula- 


.tion, differential diagnosis, and prognosis; therapeutic man- 


agement and knowledge of therapies. Each of these greas is 
further defined in detailed and explicit ways. These perform- 
ance criteria are discussed by each examintng team. 
Examiher assessments about candidate performance tend 
to be surprisingly similar, even at the beginning of their eval- 
uation discussions. This suggests that the examiners, al- 
though maintaining different areas of subspecialty interest, 
are observing similar candidate qualities and are using simi- 
lar criteria for competence. This was what we meart in a 
general, if not "pure science," sense by ‘‘a satisfactory op- 
erational definition of competence." Although examiners аге 
not usually close colleagues, examiners do, of course, influ- 
ence one another. This occurs somewhat indirectly during 
the 30-minute question-and-answer period and quite di-ectly 
during the evaluation discussion. This mutual influence 
would seem to provide a safeguarding function by moder- 
ating more extreme, perhaps idiosyncratic, examiner posi- 
tions in regard to a candidate's performance, a safeguerd of 
fairness that completely independent assessments would 
sacrifice. Even DSM-III, a model striving for greater objec- 
tivity as Dr. Garrick noted, still contains the potential for 
independent observers to see quite different things after ob- 
serving the same phenomena. The objectivity in grading so 
rightly valued by Dr. Garrick is approached in the written 
examination. The existence of an additional oral examina- 
tion reflects a sentiment that a written examination aloae is 
not sufficient to measure clinical competence in psychiat-y. 


FRANKLIN G. MALESON. M.D.- 
PauL J. Fink. M.D. 

Howarb L. FIELD, M.D. 
Philadelphia, Pa. 


Psychiatric Patients and Sudden Death 


Sir: It was gratifying to me to discover that Robert E. 
Smith, M.D., and associates, in their article ‘‘Haloperidol 
and an Unrelated Sudden Death" (July 1980 issue), had 
adopted a viewpoint that is essentially in accord with the one 
I have emphasized in my book Sudden Death and Psychiat- 
ric Illness (1). Dr. Smith and associates averred, " Hecause 
coronary heart disease is the leading cause of sudden death, 
it must be carefully ruled out before one reports a death as 
having no demonstrable natural causes and before one ques- 
tions whether previously administered medications contrib- 
uted to the death in an unspecified manner." : 

Quite properly, then, they added, `‘ Because asymptomacic 
coronary heart disease is the leading cause of sudden natural 
death in young adults, this diagnosis must be carefully ruled 
out in any sudden unexpected death involving psychiatric 
patients receiving psychotropic medication." However, 
* their deseription of the events preceding their patient's car- 
diac arrest suggested that ''restraint stress,’. a syndrome I 
have discussed at some length in my book, cquid have been 
responsible for this sudden, unexpected death. {п discussing 


the pathogenesis of the fatality, Dr. Smith and associates had 2 


not overlooked the possibility that ' “psychiatric patients with 
asymptomatic coronary heart disease thay be at increaged 
risk for sudden death because of agitation and heighten 

arousal secondary to their psychotic state:'" However, in mv 
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opinion it is equally important for psychiatrists to recognize 
that iniposed physical restraints on agitated psychiatric pa- 
tients may be a meaningful risk factor in sudden, unex- 
plained deaths of even relatively young adults who exhibit 
manic behavior, regardless of the psychotropic drugs such 
decedents may Rave received prior to their deaths. 


REFERENCE 
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МАВТІМ Н. WENDKOS, M.D. 
Philadelphia, Pa. 


Opiate Use and Sexual Function in Women 


Sır: Steven M. Mirin, M.D., and associates are to be con- 
gratulated for their thorough and thoughtful investigation re- 
ported in *‘Opiate Use and Sexual Function’’ (August 1980 
issue) and for the support it provides for the drive reduction 
theory o? heroin addiction. 

Mendelson and Mello's work (1) on testosterone and lute- 
inizing hormone levels in alcohol users and the known dys- 
phoric effects of chronic alcohol intake (2) may provide an 
interesting parallel for alcohol addiction. However, almost 
all of these types of studies have been done only on men. It 
would be interesting to see if a similar relationship could be 
established between opiate use and sexual function in wom- 
en. Certainly the effects of alcohol on pituitary-gonadal func- 


tion in women have been shown to be completely dissimilar - 


to the effects that occur in men (3). 
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Н. BRIAN МСМАМЕЕ, M.D. 
Greenock, Scotland 


Oculogyric Crises and Tardive Dyskinesia 


Sir: In “Осиоругіс Dystonia in Tardive Dyskinesia”’ 
(July 1980 issue) Henry A. Nasrallah, M.D., and associates 
raised the possibility that dystonia may be an acute manifes- 
tation of dopamine hyperactivity and therefore its presence 
could predict a future predisposition to tardive dyskinesia. * 
Yet their patient’s tardive dyskinesia was long standing ‘and 
his dystonic symptoms occurred relatively late in the course 
of treatment, We have treated a patient who had typical but 
_ recurrent oculogyric crises and subsequently developed tar- 
7 dive a skinesia. 

г. A, a 54-year-óld man with а 31-year history of schizo- 
renia, had been in outpatient treatment in our clinic for 
ore than 2 years." While maintained on fluphenazine, 15 mg/ 


» 
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day, and benztropine, 2 mg/day, Mr. A began to experience 
recurrent dystonic reactions characterized by a fixed upward 
gaze and a hyperextended neck. These apparent oculogyric 
crises were relieved by intramuscular benztropine and oc- 
curred much less frequently when we decreased the flu- 
phenazine dosage to 10 mg/day. Six months latet, Mr. А<оп- 
tinued to report about two episodes of oculogyric crisis per 
month: At that time we also noted rolling of the tongue and 
lip smacking for the first time. We changed Mr. A's medica- 
tion to 300 mg of thioridazine and his oculogyric crises com- 
pletely stopped. However, an AIMS exam the following 
month revealed moderate abnormal movements of the lips, 
jaw, and tongue. 

This case of oculogyric crisis coexisting with tardive dys- 
kinesia differs from Dr. Nasrallah and associates' case report 
because of the differing temporal relationships. Our patient's 
oculogyric crises were long standing and his tardive dyski- 
nesia was not detected until later. 

This cannot be taken as evidence for the hypothesized pre- 
disposition to tardive dyskinesia in patients with dystonic re- 
actions. While parkinsonian symptoms can clearly coexist 
with tardive dyskinesia, their significance as possible pre- 
disposing or etiologic factors is still very much in question 
(1, 2, 3). The possible connections between the hyperkinetic 
symptoms of parkinsonism, including oculogyric crisis, aka- 
thisia, and tremor, and the hyperkinetic svndrome of tardive 
dyskinesia need to be thoroughly investigated (4). 
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Mank R. MuNETZ, M.D. 
Pittsburgn, Pa. 


The Omnipresence of Culture 


Sin: I applaud Edward F. Foulks, M.D., Ph.D., for em- 
phasizing culture as an integral part of psychiatric education 
in ‘Тһе Concept of Culture in Psychiatric Residency Educa- 
tion" (July 1980 issue). As Dr. Foulks illustrated with his 
clinical examples of certain ethnic minorities, such training 
may help to improve the care of underserved groups of pa- 
tients. Although cultural issues in psychiatric education have 
increased, too often they are an exotic appendage to the 
"real" training in psychodynamics or psychobiologys Yet 
culture seems best understood as pervading all aspectsvof the 
patient's life, from the unconscious to the biological re- 
sponse to medication (1). 

.Howewer, in subtlg ways Dr. Foulks also seemed to pre- 
sent culture as an exotic appendage to mainstream psychia- 
try. Although he stated that "clinical judgments . . 
er free from the influence of the therapist's cultural vues’ 
he also stated that when the culture of patient and therapist , 
are matched ‘ 
cultures usually produces problems. This ignores therapeu, 


. are nev-* 


‘therapy is often successful," while a mig of. 
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tic difficulties, such as overidentification, when the patient 
and therapist are of similar cultural background (2, 3). The 
teletionship of such matches to interminable psychotherapy 
is one area taat needs further research. The effects of culture 
пау seem post apparent to an observer from a different 
_ тате of reference; when therapist and patient have syntonic 
backgrounds, cultural effects may go unnoticed. 

Foulks' emphasis may belie the importance of culture in 
the treatment of all patients, including VIPs, women, homo- 
sexuals, and many ignored ethnic groups. (When was the 
treetment of Cajun patients last discussed?) Without such a 
broad perspective on culture, psychiatric education may be 
unconsciously devaluing certain sociodemographic groups 
and limiting the relevance of cultural psychiatry. 
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H. STEVEN Morric, M.D. 
Houston, Tex. 


Dr. Foulks Beplies 


Sin: I am grateful to Dr. Moffic for pointing out the possi- 
bility of problems arising in psychotherapy when patient and 
therapist ha«e common cultural values. There are indeed ob- 
vious pitfal in the psychotherapeutic process when the 
degree of shared perspective results in a mutual avoidance of 
areas of unconscious conflict. Antitherapeutic alliances with 
unrecognized countertransference problems, such as over- 


identification with the patient, are encountered frequently : 


enough by clinical supervisors to warrant explicit attention 
in most residency and psychoanalytic training programs. On 
the ocher hend, Glass and associates (1) recently analyzed 
the results of 475 controlled studies involving the efficacy of 
psychotherapy. Using the statistical method of meta-analy- 
sis, tkey were able to compare 78 different forms of psycho- 
therapy. A major conclusion of this research was that the 
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studies with the best results were those in which the ethnic 
group, age, social, and educational status of patients and 
therapists were similar. 

The relevance of cultural factors in the psychotherapeutic 
process raises additional concerns, not only in the treatment 
of ethnic minorities but of social minorifies as well. Per- 
ceptions of patients' thoughts and behavior as bizarre or ex- 
otic might be replaced by therapeutic understanding when 
seen in social and cultural contexts. This is a major benefit 
derived from using the concept of culture in treating all pa- 
tients, medical or psychiatric, Cajun or Cuban, homosexual 
or heterosexual, male or female. 
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Epwarb Е. FouLks, M.D., PH.D. 
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An Omission 


Sır: In “Hemodialysis, Endorphins, and Schizophrenia" 
(April 1980 issue) Milton T.W. Hearn, Ph.D., and I inadver- 
tently omitted an important work (1). 
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Norman MCI. JAMES, М.Р. 
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Correction 


In Philip E. Veenhuis, M.D.'s book review of The Broken 
Connection by Robert Jay Lifton in the August 1980 issue, 
the second sentence of the first paragraph on page 1000 
should read, ''Lifton extensively quotes a 1963 article by 
Elliot Luby; he sees Luby's work as ‘very compatible with 
our paradigm.’ " The staff regrets this error. 
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` NANCY C. ANDREASEN, M.D.. EDITOR 


DSM-III: A BRITISH PERSPECTIVE 


Diagnostic and Statistical Manual of Mental Disorders, 3rd 
ed., Фу the American Psychiatric Association. Washington, 
D.C., APA. 1980, 481 pp., $25.00; $20.00 (paper). 


Attitudes toward the classification of mental disorders 
have changed radically in the last two decades, and there can 
be no more vivid illustration of this renaissance than the dif- 
fererice between the second (1968) and third (1980) editions 
of this manual. DSM-III is five times the size of its predeces- 
sor, the product of nearly six years' labor by an energetic 
task force with 14 subcommittees. A vast amount of work, 
discussion, argument, and persuasion—in what proportions 
one can only guess —has gone into its preparation. The relia- 
bility studies and field trials alone involved over 500 clini- 
cians, drawn from all parts of the United States, and nearly 
13,000 patients. | ; 

The importance of this manual does not lie, like the Great 
Pyramid of Giza, in its size or the man hours it represents. It 
lies in a series of major changes in format and philosophy, 
and it is these which have made it so controversial. For the 
first time in any national or international classification every 
diagnostic category is given an operational definition to 
make it as clear as possible which patients do and do not 
qualify for inclusion under that rubric. The classification is 
"multiaxial," with independent recording systems for five 
different kinds of information, making it much more com- 
plicated than its predecessor. The groupirig of clinical syn- 
dromes has also been extensively changed. АП affective dis- 
orders are brought together, for example, and the old group- 
ings of »sychotic and neurotic illness disregarded. Finally, 
and most provocatively of all, many of the hallowed terms of 
psychiatry, like hysteria, manic-depressive illness, and even 
psychosis and neurosis, have been discarded and replaced 
by unfamiliar and unattractive but also unambiguous and un- 
sullied terras like somatoform disorder, substance use dis- 
order, and paraphilia. 

These radical changes have involved breaking ranks with 
the World Health Organization because they commit Ameri- 
can psychiatry for the next decade to using a quite different 
classification from the ninth revision of the International 
Classification of Diseases (ICD-9), which most other coun- 
tries will be using. This is obviously a matter for regret and 
will at least temporarily hinder international communication, 
but it is difficult to imagine WHO ever being able to in- 
troduce radical changes into the /CD on its own initiative. As 
Stengel po:nted, out 20 years ago, any international classifi- 
cation is bound to be ''conservative and theoretically unen- 
terprising.’’ Like a convoy its speed is dictated by its slowest 

_membersIf major changes were ever to come, an influential 


. associption had to show the way first, and the architects of 


prgviding a rough translation into JCD-9 categories that will 
setve for basic statistical purposes, and by reprinting the 
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min have done all they could to minimize the damage by 


whole of the mental disorders section of /CD-9, including its 
built-in glossary, as an appendix to the manual. 

DSM-IL has been and will continue to be criticized on 
many different scores, both reasonable and unreasonable. 
To my eye there are several minor anomalies or mis- 
judgments and at least one major opportunity missed. The 
use of five different axes represents a considerable increase 
in complexity, which is justified only if substantial benefits 
are gained. The fourth axis (severity of psychosocial stres- 
sors) and the fifth (highest level of adaptive functioning past 
year) are relatively uncontroversial; they are optional any- 
way, and pilot work has shown them to have reasonable in- 
terrater reliability. The problems lie with the first three. 
Axes I and II could have been used to distinguish between 
lifelong but stable handicaps (personality disorders, mental 
retardation, etc.) and disorders that are either progressive or 
potentially reversible (clinical syndromes). Clinical syn- 
dromes are indeed coded under axis I and personality. dis- 
orders and specific developmental disorders under axis II. 
However, mental retardation is coded under axis I, without 
any explanation, and to increase the confusion neither of the 
two axes has either a title or any discernible unifying theme. 
Since multiple diagnoses are possible on both, it is difficult to 
see any advantage in keeping them separate. The system 
could be reduced to four axes without any loss. The third 
axis (physical disorders and conditions) could have been 
used for all etiological factors, both proven and suspected, 
thus allowing the first two to be purged of all etiological im- 
plications and assumptions in the way that Essen Moller has 
suggested. Dr. Spitzer and his colleagues, however, have 
done this only halfheartedly. Despite their avowed com- 
mitment to an atheoretical approach to etiology, several of 
the terms they have chosen for their clinical syndromes em- 
body quite explicit etiological assumptions —adjustment dis- 
order, brief reactive psychosis, and conversion disorder, for 
example. 

I also doubt the wisdom of the decision to define schizo- 
phrenia very tightly and restrict the diagnosis to patients un- 
der age 45 who have been continuously ill for at least six 
months. Many patients who would formerly have been re- 
garded as having schizophrenia will now be displaced into 
other categories, mainly schizophreniform or schizoaffective 
disorder and atypical psychosis. Since no diagnostic criteria 
are provided for either schizomanic or schizodepressive dis- 
orders, this important group of ilinesses is thus left to sezve, 
with atypical psychosis, as the ragbag of the functionalepsy- 


* choses. Indeed, ifa many patients fail to fulfill the criteria for a 


diagnosis of either schizophrenia or affective disorder, a high 
proportion of all patients with psychoses will end up in this 
unsatisfactory limbo. Although this failure to define schi2- 
oaffective disorder may perhaps be based on a realistic ap- 
praisal of current uncertainties, it is, nonetheless, a serious 
shortcoming, and one that has been exacerbated by this re- 
strictive approach to the diagnosis of schizophrenia. 
Finally, there were places where I could not follow the, 
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zuthars’ Icgic. I do not understand, for example, why a man 
who becomes depressed after losing his job has an adjust- 
глегі disorder. but one who develops the same symptoms 
after losing his brother is not ill at all, though both are appar- 
ertly equally worthy of treatment. Nor do I understand why 
pedophilia Should be regarded as a disorder if homosexuality 
is not. But these and other criticisms must be seen in per- 
spective. Anything so complex and so laden with overtones 
as а classicication of mental disorders is bound to be criti- 
cized in опз wey or another by almost all its users. Indeed, I 
imagine that most of the members of Dr. Spitzer's task force 
would like to see changes themselves, perhaps quite radical 
ones. Real classifications are always imperfect, and the au- 
thors have taken pains to emphasize that they anticipate the 
need for extensive and more or less continuous revision in 
the future. In their own words, ''This final version of DSM- 
Ш is only one still frame in the ongoing process.” 

By any standards DSM-III is an impressive document, 
amply justifying the time and effort involved. Its principal 
architects have a sound grasp of the fundamentals of psychi- 
atric nosology, and every section of the classification is obvi- 
ously the product of a thoughtful and well-informed consid- 
eration of -he issues involved, sustained through several 
drafts. The еуе15 of interrater reliability obtained in the field 
trials were far higher for most of the major syndromes than 
anyone has achieved before outside the restricted confines of 
academic research. The manual is well laid out and accom- 
paried, for those who find its bulk intimidating, by a pocket- 
sized booklet, the Mini-D, describing the framework of the 
classification and the operational criteria and main dif- 
ferential diagnosis to be considered for each disorder. 

Everything now depends on the response of the APA 
membership as а whole over the next few years. If most cli- 
nicians ignore or reject this classification and the operation- 
al definitions that are its most important component, or even 
if Беу mere'y fail to master its complexities, the whole en- 
terprise will be seen as a failure, a psychiatric Concorde. If, 
on the other hand, the majority of clinicians recognize the 
fundamental importance of these innovations and make the 
effort needed to adapt to them, psychiatry will have taken a 
crucial step on the road to becoming a more rational and 
scientific diszipline, and WHO and the psychiatric commu- 
пу as a whole will have good reason to be grateful to their 
American colleagues. Whatever the final outcome, Dr. Spit- 
zer and his colleagues, and the American Psychiatric Associ- 
ation itself, deserve a hearty vote of thanks for their imagina- 


tion, their energy, and, above all, their determination in’ 


bringing this great enterprise to fruition. 


R.E. KENDELL, M.D. 
Edinburgh, Scotland 


Haw to Write and Publish a Scientific Paper, by Robert A. 
Day. Philade'phia, Pa., ISI Press, 1979, 154 pp., $15.00; 
$8.95 (paper). = . 
Freud once remarked that there were three impossible 

^x ófessions—»arenthood, diplomacy, and psychoanalysis. 
He might wel. have added editing, for the editor, especially 
»oneevho watches over a scientific journal, must bring to his 
work the talents of parent, diplomat, and analyst all rolled 
40 спе. The insight of the analyst is often required to ferret 
‚ out ihe messege buried behind the Verbiage of an opaque 
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manuscript. In loco parentis, he must combine friendly en- 
couragement to a whole family >f authors with the ability to 
say no with firm assurance. And if he cannot be diplomatic, ' 
he, will have few friends in this life and sparse atter.dance at 
the memorial service after his demise. 

Perhaps the greatest source of despair for editors and their 
staffs lies in manuscripts submitted for their judgment that all 
too often are poorlv written and prepared. No one knows 
this better than Robert A. Day, for many years the man- 
aging editor of the American Society for Microbiology. In his 
splendid book, written with clarity, conciseness, and a leav- 
ening of wit, he lets would-be authors in on the secrets of the 
composition of scientific manuscripts. Step-by-step he leads 
the reader through the mysteries of titling, organizing, writ- 
ing, and typing his text, and of properly preparing Lis refer- 
ences, tables, and figures. He describes where and how to 
submit manuscripts and gives useful hints for deal:ng with 
editors and publishers. And in a series of chapters he pro- 
vides invaluable instructions for writing simple, intelligible, 
jargon-free prose. Indeed, nothing has been omitted that an 
aspiring author will need or want to know. 

One fleeting, frightening thought crossed my mind as I 
read this eminently practical боох. If every author mastered 
Mr. Day’s precepts, if every paper that came across the edi- 
torial desk were crisply written, well organized, scien- 
tifically sound, cogently argued, clearly typed, and perfectly 
arranged in conformity with his journal’s specifications, 
what grounds would the sorely besieged editor have for re- 
jecting a sufficient number of papers to stay within the 
bounds of his limited space and budget? An unlikely situa- 
tion, no doubt, in an age of solecisms, and editors every- 
where can, without a sense of peril, join their authors in grat- 
itude to Mr. Day for his important contribution to scientific 
writing. ` 
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Living with Schizophrenia: A Guide for Patients and Their 
Families, by Alexander P. Hyde, M.D. Chicago, Hl.. Con- 
temporary Books, 1980, 128 pp., $8.95. 


The title of this book is promising. Many clinicians would 
like to know about good books addressed to lay people on 
the subject of living with mental illness. Unfortunately, this 
book will not fill their needs. It is full of opinion masquerad- 
ing as fact. (There are three types of schizophrenia: acute, 
process, and paranoid.) The suggestions of recent research, 
when they are noted at all, are presented as unquestionable 
dogma. (Schizophrenia is a brain disease; schizophrenia is 
inherited.) It also contains a fair arxount of simple misinfor- 
mation or bad advice. (Schizophrenia is made worse by eat- 


*ing white sugar and white flour.) It is written in the popular 


question-and-answer format, but the questions and answers 
do not always follow in a clear and logical manner. This book 
is likely simply to confuse most of its readers. 
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Mental Iliness in ће United States: Epidemiological Es ates, 
by Bruce P. Dohrenwend, Barbara Snell Dohrenw nd, 
Madelyn Schwartz Gould, Bruce Link, Richard Negee- 
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tastes. 
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bauer, and Robin Wunsch-Hitzig. New York, N.Y., Praeger, 


This slim volume grew out of the investigators’ work in 
conjunction with the President's Commission on Mental 
Health, for which they prepared one o£the task panels, the 
Panel on Nature and Scope of the Problem. : 

The book reviews all epidemiological field studies that ex- 
amined the prevalence of psychiatric disorders in the United 
States and Europe after 1950. Consequently, it provides a 
useful compendium of a large amount of information on the 
epidemiology of psychiatric disorders. The problems in com- 
paring s:udies that use a variety of methods are reviewed, 
and appropriate cautions are provided concerning inter- 
pretation of the rates presented, usually in the form of medi- 
ans rather than means. Issues in definition are also dis- 
cussed, such as the relationship between broad and narrow 
definitions of schizophrenia or between affective psychoses 
versus neuroses. Sometimes the conclusions to which the 
investigators are led seem questionable. For example, they 
estimate that 3% may represent the best estimate of the prev- 
alence of schizophrenia, a rate that seems rather high. On 
the other hand, they estimate a rate of .3% for affective psy- 
choses, which seems quite low, especially when compared 
with more recent rates found by Weissman. Rates in children 
and the elderly are also reviewed. As the investigators point 
out, the problems inherent in these data are even greater 
than those dealing with psychiatric disorders among adults. 

The volume is useful for its discussion of the methodology 
of epidemiological field studies. The authors discuss such is- 
sues as the relationship between rates of treated and un- 
treated cases and definitional problems related to imprecise 
or changing nosology. 

'This book should be of interest to researchers who want to 
learn more about the rates of mental illness in the United 
Stetes. It contains a thorough review of past studies, usually 
presented with appropriate caution, and a careful and rea- 
soned discussion of possible future approaches. 


Schizophrenia and Civilization, by E. Fuller Torrey, M.D. 
New York, N.Y., Jason Aronson, 1980, 221 pp., $20.00. 


Many people have wondered if mental illness is more com- 
mon ir. civilized society than it was in more primitive times. 
Torrey attempts to explore the relationship between schizo- 
phrenia and civilization in order to examine the hypothesis 
that schizophrenia is more common in developed or industri- 

alized countries and therefore could be considered a "'dis- 
ease of civilization." 

He notes early in the book that most textbooks contain a 
global statement that schizophrenia is a common disorder 
that has occurred in all periods of time and in all parts of the 
world. Torrey has amassed a substantial amount of evidence 
tc indicate that the truism should be abandoned. He, has re- 


viewed a substantial number of epidemiological studies апд. 


anthropological j field studies. These imply that schizophrettia 
is unevenly distributed. For example, it is three times more 
common in western Ireland than in. England. In India it is 
more cogfmen among the higher castes than the lower 
Ж distribution of schizophrenia is uneven in Papua 
New Guinea, with a higher prevalence in those areas which 
ha had longer contact with Western civilization. 
Ithough Torrey s review of studies clearly attempts to be 
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comprehensive, one gets the impression that he is marshal- 
ing it in order to build the case that schizophrenia is indeed a 
disease of civilization. Sometimes the case is rather weak. 
For example, he tries to prove that schizophrenia was rare 
until the nineteenth century. To do this, he overlooks or 
. : : P) y 
reinterprets some evidence that schizophrenia has been 


around for many years. For example, mania, recognized * 


since classical times, was typically described as a psychotic 
disorder with many symptoms characteristic of schizophre- 
nia. Various literary and historical documents suggest that a 
syndrome similar or identical to schizophrenia was present. 
For example, much of the Renaissance witchcraft literature 
describes rather classic schizophrenic syndromes. Shake- 
speare's Ophelia and Poor Tom are probably examples of 
schizoaffective disorder and hebephrenic schizophrenia. 

One can find a variety of things to criticize or complain 
about, but nevertheless this book makes fascinating reading. 
Even when viewed through Torrey's interpretative eyes, the 
epidemiological data are absorbing and thought-provoking. 
Torrey attempts to be fair and present a variety of inter- 
pretations for the data. Any psychiatrist interested in schizo- 
phrenia, epidemiology, or cross-cultural psychiatry will 
want to read this book. 


Art Psychotherapy, by Harriet Wadeson. New York, N.Y., 
John Wiley & Sons, 1980, 352 pp., $26.50. 


Wadeson has spent 18 years at NIMH and in other clinical 
settings working as an art therapist. This book is a dis- 
tillation of her experiences. Its orientation is practical and 
descriptive. Wadeson herself began as an artist and became 
a therapist, learning about psychopathology and treatment 
as she progressed. While this approach has clearly been pro- 
ductive for her, she advocates that formal training programs 
should include a solid grounding in the same materials that 
any psychotherapist must study, such as human develop- 
ment, abnormal psychology, and svstems of psychotherapy. 
She describes her own therapy programs from a very practi- 
cal orientation, discussing such issues as institutional poli- 
tics, relationship with staff, structuring therapy sessions, and 
the physical environment needed. 

Early in the book she discusses the various purposes and 
uses for art therapy. These include decreasing defenses, 
bringing imagery and fantasy materials to the fore, providing 
catharsis, improving communication, enhancing contact 
with others, providing pleasure and relaxation, and building 
self-esteem. Wadeson, rather wisely, minimizes the useful- 
ness of art therapy as a diagnostic tool. Much of the book 
contains detailed descriptions of work with individual pa- 
tients, illustrations of the art produced, and a discussion of 
therapeutic management. Many different diagnoses and 
problems are presented, including schizophrenia, depres- 
sion, bipolar affective disorder, neuroses, and suicide. 

This volume represents a pioneer effort. As a don- 
sequence, it should be of value to psychiatrists interested in 
art, creativity, "nd approaches to psychotherapy through 
various artistic media. Although the author is wise in her 
attempt fo avoid extessive generalization, the book ig 
marred by an excessive emphasis on detail and specificity. 
One would like her to step back from time to time and use 
the large canvas in addition to the miniature. 


guo E 
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Neurology for Psychiatrists, by Charles E. Wells, M.D., and 
Gary W. Duncan, M.D. Philadelphia, Pa., F.A. Davis Co., 
1950, 233 pp., $22.00. 


„ТЫ is a good and valuable book. It covers an area of im- 
portance to € very psychiatrist and neurologist—the behav- 
ioral aspects of neurologic disorders and the practical as- 
pects cf the differentiation of neurologic disorders from psy- 
chiatric disorders. This book represents one of several books 
anc journal articles that signal the increasing importance of 
knowledge of the CNS for psychiatrists. 

The most crucial decision confronting an author who in- 
tends to cover such a vast subject as neurology is that of the 
organization and selection of his material. Drs. Wells and 
Duacan have organized their material into topics relating to 
disturbed function. Chapters dealing with such things as de- 
mentia, delirium, syncope and dizziness, seizure disorders, - 
and head trauma help organize this potentially vast area into 
manageable categories. Consequently, the topics lend them- 
selves to categorization into clinical problems; in this sense 
the text will be extremely useful to the clinician. 

The subject matter of this book is clinical. The material 
should be mastered by every psychiatric resident. Practicing 
clinicians will also find this book a useful consultant as they 
struggle with patients who present difficult diagnostic prob- 
lems. Almost every page is full of clinical "'pearls"' that are 
useful either diagnostically or for management. The clinical 
and przctical orientation of this book is its major strength. It 
is also the basis on which this book should be judged. Re- 
viewers often use their review of another's book to discuss 
the book they would have written; in this sense there are 
many paths that the authors of this volume did not tread. 
There is little discussion of etiology, which may reflect the 
lack af knowledge of etiology of most neurologic conditions; 
the bzsic descriptions and natural history of most neurologic 
conditions are very briefly covered; and neurochemistry and 
neuroanatomy are almost nonexistent in the text. However, 
the topics left out are in large part not necessary to the book 
because it is a clinical aid for the psychiatrist (and the neurol- 
ogist) in differential diagnosis. As such it is excellent. 

Certeinly this volume, especially for trainees, must be 
used along with other texts, but the book and its valuable 
bibliography are unique, pulling together in one place a di- 
verse and confusing literature for the clinician. Although this 
boox is somewhat difficult to read at one sitting because it is 
so fall and because of some rather involved sentence struc- 
ture, it is the kind of book that should be kept at hand and 
reac in relation to specific cases. Used in this manner it will 
help fulfill the intent of the authors’ statement, ‘‘Psychia- 
trists should be wary of accepting the diagnostic conclusions 
of referring physicians and should refine their own diagnostic 
skills so that costly diagnostic and therapeutic errors are 
avoided" (p. 75). 

А Gary J. TUCKER, M.D. 
Hanover, N.H. 


frahssexuality in the Male: The Spectrum of Gender Dys- 
phoria, by Erwin E. Koranyi, M.D. Springfield, Ill., Charles 
£ Thomas, 1980, 191 pp., $17.50. 


In the 1960s, when transsexuality was a subject of relative- 
ly recent medical interest, extensive nionographs were pro- 
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duced by Benjamin and fater by Green and Money. At that 
time gender change through surgical transformation end hor- 
mone administration Was more startling and aroused more 
resistance in the medical profession than it does today. In 
undertaking this book, Dr. Koranyi proposes to update the 
readers' knowledge concerning the medicaleatid legal aspects 
of transsexuality in the male and the interrelations with 
transvestism and homosexuality. Since he confines himself 
to only 140 pages (not counting surgical plates, glossery, and 
bibliography), readers may disagree with his priorities. How- 
ever, the chapters on sexual dimorphism, genetics of sex- 
uality, and clinical cases are thorough and timely. A long 
chapter on the medical-legal aspects of the sexual dysphorias 
and legal complications of sex reassignment surgery widens 
the interest of this volume to the fields of social work and the 
law. 

The major disappointment in this book is the author's bias 
in favor of surgical treatments. He dismisses psychological 
forms of treatment *'because the reported successes are few 
in number and represent a self-selected subgroup remote 
from the typical cases.” The explanation offered for this ex- 
clusive view is that transsexuals are rarely interested in what 
these treatments can offer and, by contrast, they welcome 
the sex-change operation. Although this consumer approach 
is enjoying a vogue in clinical practice nowadays, it would 
still be more appropriate for a medical writer to present the 
whole scope of treatments available even if some are not 
popular with patients. 

Given the limitations of our present knowledge cf the 
etiology of transsexualism, a good argument can be rresent- 
ed that the disorder is a gender disorientation. A behavioral 
approach, which deals with all the ramifications of gender in 
regard to mannerism, gait, and so forth as well as sexual 
arousal stimuli, gives promise of successful outcome. The 
omission of medical reports of these therapies from the 
monograph and even from the bibliography is a disservice to 
the reader, who has a right to expect complete coverage. 
Despite this shortcoming, readers will be pleased with the 
conciseness and readabilitv of this monograph. 


FRANK G. BUCKNAM, M.D. 
Honolulu, Hcwaii 


The Neurobiology of Dopamine, edited by A.S. Horn, J. Korf, 
and B.H.C. Westernik. London, England, Academic Fress, 
1979, 677 pp., $83.00. 


This volume brings together contributions covering a wide 
area of dopamine research. The book covers topics that 
range from the chemistry of dopamine to the biology, phar- 
macology, behavioral aspects, and, finally, the funztional 
roles of dopamine in the CNS of man. The editors’ atm was 
Чо bring together in one volume as many important facets of 
dopamine research as possible." To this end, 36 chapters 


- Gere assembled by 43 contributors and a massive volume 


emerged. The book is well edited, the chapters are clear, and 
the coverage is comprehensive, yet the question remains for 
whom this was put together. Certainly the psychiatrist would 
need a sincere interest in neurochemical, phyNo? ical, and 
behavioral research to wade into such a обр 

searcher, оп the other hand, might find that his ог her Агеа is 
not sufficiently detailed or timely enough to be of help. Nus 
the volume appears to me to be a reference work for rep 
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interested in dopamine who wish to know what is going on 
beyond the flanks of their specialized interests. In general 
this bock is an excellent source for Such a person. 

The volume begins with a short review by Anden followed 
by a section on chemistry and the analysis of dopamine. The 
chapters on thethods of analysis are an especially helpful 
source of information about the various techniques used to 
measure dopamine. They are followed by a chapter on the 
enzymes involved in dopamine metabolism. It was in this 
chapter that the tremendous problems remaining in dopa- 
mine research began to be apparent. The fine chapter on 
tyrosine hydroxylase by Roth illustrates the puzzles that re- 
main in understanding the regulation of this crucial enzyme. 
The chapter on dopamine-sensitive adenylate cyclase 
coupled with the later review of dopamine receptors illus- 
trates the problems in attempting to understand the function- 
al consequences of receptór binding. Unfortunately, the rap- 
id developments in receptor work make this section out of 
date. The current concepts of D, and D; receptors (1) are not 
mentioned, nor is the role of GTP (2), which appears to be 
important in determining receptor behavior. 

The section on anatomy provides an excellent review of 
fluorescence staining and pathways but, unfortunately, does 
not address the problems of microanatomy; namely, where 
do boutons synapse and how are they distributed? The neu- 
rophvsiology chapter by York defining dopamine as an ex- 
citatory neurotransmitter in the striatum appears juxtaposed 
with Bunney's account of dopamine's inhibition and its mod- 
ulation by drugs with little or no straightforward explanation 
of how to relate these two sets of results. The problems of 
defining the role of cyclic AMP in dopamine's postsynaptic 
action is highlighted in Libet's chapter. Thus the middle sec- 
tion of the book, in addition to reviewing a wealth of data, 
illustrates the problems and ignorance behind many of the 
explanations of dopamine's actions found in textbooks. 

The final sections deal with dopamine and behavior and 
clinical aspects of dopaminergic systems. The behavioral 
section begins with a discussion of agonists, antagonists, and 
the behavioral classification of D, (hyperactivity) and D; 
(dyskinesia) receptors. Ungerstedt reviews the effect of 
dopamine on unconditioned behavior; finally, neural mecha- 
nisms of reinforcement are examined. The chapter on clini- 
cal aspects of dopamine is an excellent review of the mea- 
surement of dopamine in human fluids and tissues. This is 
followed by two chapters that would be of special interest to 
psvchiatrists: Hornykiewcz. on dopamine in neurological 
conditions and van Praag on dopamine in psychiatric condi- 
tions. This finale emphasizes the enormous impact of dopa- 
mine research on clinical practice. In summary, this book is 
an excellent reference text illustrating the current problems 
in trying to understand dopamine's actions at the tissue and 
celiular levels in addition to pointing to the solid achieve- 
ments thet past research has made in solving clinical prob- 
lems. 
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The Interface Between the Psychodynamic and Behavioral 
Therapies, edited by Judd Marmor, M.D., and Sherwyn M. 
Woods, M.D., Ph.D. New York, N.Y., Plenum Medical 
Book Co., 1980, 377 pp., $22.50. 


Investigation of the nature of the therapeutic action of psy- 
chotherapy is one of the more urgent and interesting tasks of 
psychiatry at the present time. This interest is fueled by the 
evident lack of information in a crucial area of endeavor and 
by the proliferation of psychotherapeutic techniques, both 
traditional and ‘‘far-out.’’ Without some better knowledge of 
the mechanisms of psychotherapy, it is difficult or hopeless 
to attempt to make sense of the clamor of claims for thera- 
peutic success that assault us. This fine book presents an 
approach to this task by bringing together 25 important pa- 
pers that have appeared during the last two decades con- 
cerning the relationship of psychodynamic to behavioral 
therapy. The papers discuss the two main streams of psycho- 
therapy today, their common and different elements of thera- 
peutic technique, the nature of their theoretical bases, and 
methods of combining their clinical techniques to enhance 
the therapeutic benefit. Marmor and Woods have organized 
the chapters into theoretical and clinical sections and have 
provided excellent brief introductions to each paper. 

Although the papers vary in qualitv, they have been se- 
lected for a consistency of approach (at times a bit repeti- 
tious) and succeed in establishing a number of important 
points. Several excellent papers deal with the claims of some 
behaviorists that theirs is a psychotherapy derived entirely 
from scientifically validated, controlled laboratory investiga- 
tion and that their clinical claims represent a similar degree 
of control and validity. The authors of these chapters make it 
clear that the leap from laboratory experiment to the treat- 
ment of human neurosis is an act of faith rather than a simple 


: scientific application and that the therapeutic regimens de- 


rived by behavioral theorists are far more complex and 
‘‘tainted’’ by interpersonal events than is accounted for in 
their terminology or data. Techniques such as relaxation or 
the imagining of frightening stimuli do not lend themselves to 
description in stimulus-response terms. As Breger and 
McGaugh point out, ‘‘The laws or principles of conditioning 
and reinforcement which form the basis of their [Wolpe, 
Eysenck, Skinner, and their followers] learning theory are 
insufficient explanations for the findings from laboratory ex- 
periments, let alone the complex learning phenomena that 
are encountered in psychotherapy'"' (p. 52). 

After laying to rest the misleading issue of ''true science" 
versus ‘‘false dogma,” the editors present a group of papers 
attempting to outline the kinds of epistemologic, research, 
and clinical efforts that would enrich both schools o? 
thought. These papers, of varying degrees of sophistication, 
attempt to find à common ground in an expanded learning 
theory that would explain the phenomena observed in the 
different psychotherapeutic situations. Wolf's paper, follow- 
ing a superb discussion of the differences between laboszatory 
learning and thg ordinary human circumstances in which 
neurotic behavior develops and becomes self-sustaining, be- 
gins the necessary task of attempting to understand the na- 
ture of the clinical research that would help us to develop*a 
better learning theory, taking into account the events occur- 
ring in psychotherapeutic situations. There is general agree- 
ment that the core theoretical problem is to formulate a ket- 
ter learning theory, but we are not given a discussion are 
nature of learning theory itself. Is all behavior learned? Is 


Am J Psyckiatry 137:12, December 1980 


{леге anything in psychological maturation and development 
thet is not subsumed by learning theory? Many would an- 

` swer yes, but the problem is not addressed. 
. The clinical portion of the book presents a sampling of the 
* literature on combined psychodynamic and behavioral thera- 
. pies, with спіса] reports of integrated, concurrent but sepa- 


* rate, alternating, and sequential therapies. The evidence in- . 


dicates that selected patients will benefit from combined 
therapies and that problems are likely to arise from failures 
of cooperation and communication between therapists rather 
than Кош difficulties created by patients. In the psycho- 
therapeutic situations described, the predicted problems of 
split transferences and special transference resistances 
seemed minimal. These reports of combined therapy are suf- 
ficient in quantity and quality of the work that there can be 
no doubt there are clinical situations in which it is the treat- 
ment of choice. 

Although there are polemic papers in the volume, the tone 
is empirical and ecumenical, steering clear of ‘‘true believ- 
ers" and trying to make a contribution to theory and therapy 
from the interaction of these powerful points of view. The 
book reminds dynamic psychotherapists of the need to clari- 
fy their terminology and tease apart the great variety of tech- 
niques they use in their work. Equally, the myth of purely 
scientific bebaviorists is dispelled, and they are helped to 
bring back the interest and complexity of the psyche to their 
field of awazeness. Anyone doing any variety of psychother- 
apv will benefit from reading this book and is likely to ap- 
proach his or her work with a keener appreciation and ques- 
tioning of Fis or her methods. I have a suggestion for the 
second edition: place the dates of the papers in the table of 
contents so that the reader can better appreciate the histori- 
cal development of this line of thought. 


ARNOLD M. Cooper, M.D. 
New York, N.Y. 


The Use and Misuse of Sleeping Pills: A Clinical Guide, by 


Wallace B. Mendelson. New York, Plenum Medical Book | 


Co., 1980, 220 pp., $22.50. 


In this clinical guide on sleeping pills Dr. Mendelson pre- 
serts a basic but comprehensive overview of the state of the 
art wità respect to insomnia and the use of hypnotics. This is 
no small task, given both the present controversy surround- 
ing these topics and our ever-increasing awareness that the 
insomnias and treatment by sleeping medication are neither 
simply nor directly related. That this book tends overall to 
furcher higtlight this disparity may, in fact, represent its 
single most important contribution as a clinical guide. 

The book is written in a manner that allows both student 
and experienced professional alike to read it. Each of the 
eigat chapters devoted to hypnotic use and abuse uses a for- 
mat,.that first provides interesting historical and essential 
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find in the definition of insomnia. The ‘major prescription 
hypnotics are then discussed in terms of basic рһа-пасою- 
By, efficacy, and specific risk factors. | 

Although these chapters are readable and complste, they 
fail to identify, especially for the student, those druzs which 
are most often prescribed not as sleeping mexficatioc. but for 
the treatment of anxiety, agitation, and depression. The day- 
time sedative and hypnotic effects of these compornds are 
often secondary to the major purpose for which they are pre- 
scribed. A discrimination between these drugs ard com- 
pounds administered specifically as sleeping pills nezds to be 
underlined. In addition, the text might have benetited from 
further discussion of sleeping problems related to medica! 
disease and potential drug interactions resulting from treat- 
ments of the medical diseases. 

The author is to be complimented for stating in th2 section 
on hypnotic dependence that 1596-2096 of patients ‘who are 
started on hypnotics might very well be beginning the long 
road to chronic hypnotic use. Of particular note in the latter 
regard is a chapter dealing with some relatively new findings 
on the residual daytime effects of these compounds. Of per- 
haps even greater pragmatic importance is a chapter dealing 
with the use of hypnotics in the elderly, for whom a dispro- 
portionately high number of these agents are prescr:bed. Dr. 
Mendelson also includes a chapter on other pharmacologic 
approaches to insomnia and provides some interesting and 
little-publicized information on the use of over-the-counter 
hypnotics. 

Nonpharmacologic approaches in the treatmert of in- 
somnia are rather sparsely reviewed and discussed, sut since 
this text primarily deals with pharmacologic interventions, 
the bias can be condoned. Dr. Mendelson concludes with a 
discussion of the implications of the information presented 
for medical practice and offers some clinical guidelines for 
the prescribing of hypnotics that emphasize not only a more 
comprehensive assessment of the complaints but also in- 
creased attention to the risk-benefit ratios of pharmacologic 


-treatment strategies. 


In summary, The Use and Misuse of Sleeping Pi'ls is an 
informative book that provides basic information for the stu- 
dent and a comprehensive review of the latest tecknical in- 
formation for the more experienced clinician or researcher. 
As a clinical guide it does provide some practical advice, buz 
it may best serve as a testament to the relative lack of scien- 
tific knowledge in this area. 


Davip J. KUPFER. M.D. 
PATRICIA À. CoaLz, R.N. 
Pittsburgh, Pa. 


` 


Psychiatric Emergencies in Pediatrics, by Aman C. Khan. 
M.D. Chicago, Ill., Year Book Medical Publishers, 1979, 244 
pp., $21.95. 


background data, followed by an extensive and detailed re-- * Child.psychiatry and pediatrics are extending tentative fin- 


view of relevant research data, and ending with a brief but 
concise summary of the major points covered. The work 
pens with a discussion of the basic concepts of sleep that 

' emphasizes the current approach to insomnia as a complaint. 
тает than as a primary diagnosis. Mendelson then presents 
data on the prevalence of sleep disturbance and hypnotic 

. These first two chapters probably could have been ex- 


К panded to place greater emphasis on the lack of clarity we | 


gérs toward one another, hoping to preserve their autonomy 
while expanding their horizons. The links formed to date are 
“pediatric psychiatry" апа “behavioral pediatrics. AS pe- 
diatrics, facing a declining birthrate and incredgi y healthy 
children, increases its commitment to improve We ето? 
tional lot of children, we can expect a spate of boakS to be 
published aimed at this market. Psychiatric Emergeacies in 
Pediatrics is one of the growing number of these. 
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Designed to help physicians arid other health care pro- 
viders tà understand and to manage the psychiatric problems 
commonly encountered in emergency rooms and acute care 
clinics, this book uses the time-honored :echnique of review- 
ing the literature. Despite a few glaring omissions such as 
amphetamine fsychosis, this book reviews the literature ina 
thorough, knowledgeable, and informative fashion. It is a 
cornucopia of information, assembled for thoughtful reading 
and for leisurely digestion. Yet in just that strength lies its 
difficulty: it is not focused and organized in a format that 
stresses emergencies, a format that would make it truly use- 
ful to the provider of pediatric services on the front lines. 

One of the book's chapters, ‘‘Management of the Rape 
Victim," illustrates in its excellence the dilemma of other 
sections. The main thrust of this chapter is a description of 
raped patients who are brought to the emergency room, what 


the physician should and should not do immediately, and 
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how thoughtful follow-up can help prevent later complica- 
tions. Were the entire book written as this one is, it would 
serve its end far better. 

As a book for emergency room and acute care personnel; 
this book does not meet its goal. Yet it is worthy of mention ' 


* 


because, as a review of the literature for the bébinning child ., 
psychiatry resident or other mental health professional, it’ | 


does more than an adequate job. The book's publication also 
raises several important questions: What behavioral inter- 
ventions should pediatricians make? Where are the bounda- 
ries between the disciplines? It would be a tragedy if, instead 
of increasing collaborative efforts between the disciplines, 
books such as this led one or the other field to think the two 
were interchangeable. 


ALVIN A ROSENFELD, M.D. 
Stanford, Calif. 
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Dimensions of Family Therapy, edited by Maurizio Andolfi 
and Israel Zwerling. New York, N.Y., Guilford Press, 1980, 
280 pp., $20.00. 
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Series, Book 1, by William A. Anthony, Ph.D., Richard M. 
Pierce, Ph.D., Mikal R. Cohen, Ph.D., and John R. Can- 
non, Ph.D. Baltimore, Md., University Park Press, 1980, 177 
pp., $8.95 (paper). 
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bilitation Practice Series, Book 2, by William A. Anthony, 
Ph.D., Ricnard M. Pierce, Ph.D., Mikal R. Cohen, Ph.D., 
and John R. Cannon, Ph.D. Baltimore, Md., University 
Park Press, 1980, 114 pp., $7.50 (paper). 
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A. Cassell, M.D. Vancouver, B.C., Canada, Northern 
Lights Publishing, 1980, 216 pp., no price listed (paper). 


Manual for Clinical Psychology Practicums, by James Choca, 
Ph.D. New York, N.Y., Brunner/Mazel, 1980, 158 pp., 
$15.20; $9.95 (paper). 


Psychological Models and Neural Mechanisms, by Austen 
Clark. Oxford, England, Clarendon Press, 1980, 201 pp., 
$34.50. 


The Lineaments of Mind in Historical Perspective, by John 
Cohen. San Francisco, Calif., W.H. Freeman and Co., 
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tice of medicine. Houpt, Ja, 37-47 

transfers from general hospital psychiatric service 
to state hospital. Cotton, Fe, 230-233 

use of correctional setting for follow-up care of 
psychiatrically dist escents. Lewis, 
Au, 953-955 

utilization of health and men 
large insured population. Lipt 

Dementia 

age, dyskinesias, lithium response, 


ealth services in · 
, Му, 353-558 
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hoch, Au, 941-945 * * 

severe primary degenerative, atypical major de- 
pression in patient with. DeMuth, De, 1609-1610 

> Depression 

anaclitic, in three-and-one-half-month-old child., 
Gaensbauer, Jy, 841-842 

atypical major, if patient with severe primary, 
degenerative dementia. DeMuth, De, 1609-1610 

biochemistry of раш and (itr to ed). Pack, Se, 
1129 

case report of cimetidine-induced Зена syn- 
drome. Crowder, No, 1451 


. cerebral blood dow in. Mathew, No, 1449-1450 


cerebrospinal fluid cortisol levels in schizophrenia 
and. Jimerson, Au, 979-980 

in children, diagnosis, of, reassessment. ‚Сууп, 
Ja, 22-25 

chronic pain aad, clinical and family history sur- 
vey. Schaffer, Ja, 118-120 


“clinical, in alcoholism, Weissraan, Mr, 372- 373 


in community sample, use of self-report symptom 
scale to detect. Myers, Se, 1081-1084 

comparison of unipolar and bipolar depressive ill- 
ness. Abrams, Se, 1084-1087 

CSF monoamine metabolites ia schizophrenia 
and. Berger, Fe,. 174-180 


deficient. prolactin fesponse to morphine in de- ` 


pressed patients. Extein, Jy, 815-846 
demographic dimensions, drug abuse, and. Dorus, 
Је, 699-704 ` 


dysphoria and, epidemiology of, in elderly popu- 
lation. Blazer, Ap, 439-441 

ECT in depressed patient with adult onset diabetes 
mellitus. Yudofsky, Ja, 100-101 

efficacy of cognitive and behavior therapies for. 
Kovacs, De, 1495-1501 

endogenous, d-phenylalanine in. Mann, De, 1611- 
1512 

as expressed in pre-Columbian Mexican art. de la 
Fuente, Se, 1095-1098 ` 

GABA levels in CSF of patients with psychiatric 
disorders. Gold, Mr, 362-364 

investigating effects of combat {ltr to ed). Perry, 
reply of Helzer, Ja, 131-132 

masked, unmasking, in children and adolescents. 
Carlson, Ap, 455-449; ccrrection, Jy, 871 

neuroendocrine dysfunction and blood levels of 
tricyclic antidepressants. de la Pirates Oc, 
1260-1261 

neuroleptic-induced? (ltr to ed). Weinstein, Fe, 
257-258 

ncnendogenous, elevated platelé: monoamine oxi- 


dase activity in patients with, White, Oc, 1258- . 


1259 


primary, reversal: of dexamethasone noh- 


suppression with sleep deprivation in. Nasral-. 


lah, No, 1463-1464 

prolactin changes in major depressive: disorders. 
Asnis, Se, 1117-1118 > 

psychological organization of. Arieti, No, 1360- 
1365 

szerile theory of? (tr to ed). Cohen, Se, 1127-1128. 

suppression of plasma cortísol in depressed pa- 
tients by acute intravenous methadone infusion. 
Gold, Jv, 862-863 

toward rátional pharmacotherapy of. Stern," My, 
345-552; correction, Jy, 871 

treating, with amphetamines (ltr to ed). Ostow, 
Mr, 382-383 

treatment of, in medicall y ill elderly with methyl- 
phenidate. Katon, Au, 963-965 

triiodothyronine, imipramine, ‘and (ltr to ed). 
Steiner, reply of Garbutt, Mr, 383-384 


` tyrosine for treatment of. Gelenberg, My, 622-623 


unipolar, Kleine-Levin syndrome and; similarities 


in EEG slegp findings for. Reynolds, Ja, }16- 
18, . 


+ urnary MHPG and clinical’ response to amitripty- 


liné in depre: 

1187 
Dermatosis 
lithium theyApy and (itr to ed). Aldoroty, Ју; 870 


patients. -Spiker, Oc, 1183- 






Desensitization 

behavioral, of phobic anxiety using thiopental so- 

. dium. Pearlman, De, 1580-1582 

Design, Research see Methodology 

Desipramine 

cardiovascular effects and plasma levels. Rudor- 
fer, Au, -984-986 

massive eosinophilic reaction to. Jones, Ja, 115- 
116 


Steady-state plasma — neuroleptic 


‚ effect on. Nelson, Oc, 1232-1234 

Detoxification see Withdrawal 

reversal of dexamethasone. nonsuppression with 
sleep deprivation in primary depression. Nas- 
rallah, No, 1463-1464 s 

Development see Adult Development 


Dexamethasone Suppression Test 

neuroendocrine dysfunction and blood levels of 
tricyclic antidepressants. de Іа Fuente, Oc, 
1266-1261 

serial, in affective disorders (Иг to Ne Albala, Mr, 
383 

Diabetes 

mellitus, adult onset, ECT in depressed patient 
with. Yudofsky, Ja, 100-101 :- 

Diagnosis 

accidental lithium carbonate treatment of thyro- 
toxicosis as mania. Wharton, Je, 747-748 


.according to Kraepelin (ltr to: ed). Schorer, De, 


1625 


' . accuracy of diagnostic information submitted to 


insurance company. Sharfstein, Ja, 70-73 


` affective flattening and emotional blunting (Ит to 


ed). Silk, replies of Andreasen; Abrams, Jy, 
863-869 ' 


alcoholism, mimicking psychopathology? (ltr to 


ed). Montgomery, reply of Weissman, Oc, 1280 


alternative to amobarbital interview (ltr to e 


Grinspoon, My, 635 

atypical major depression in patient with severe 
primary degenerative dementia. DeMuth, De, 
1609-1610 . 

computerized diagnostic evaluation of psychiatric 
problem. Roberts, Ja, 12-15 , 

computers and (edtl). Taintor, Ja, 61-63 

consultees' representations of consultants' psychi- 
atric diagnoses. Callies, Oc, 1250-1253 

of depression in children, reassessment, Cytryn, 
Ja, 22-25 

diagnostic dilemma of blepharospasm. Volow, 
' My, 620-621 . А 

differentiating between adult and childhood diag- 
roses (Itr to ed). Hamilton, reply of Bradley, 
Fe, 258 

differentiating mania from schizophrenia by TRH 
test. Extein, Au, 981-982 : 

DSM-III personality disorders section, 
‘mentary. Frances, Se, 1050-1054 


com- 


“folie à deux" dystonic reaction. ‚ Cavenar, Ja, 99- . 


100 

of hysterical seizures in epileptic patients. Ra- 
mani, Je, 705-709 

identifying pseudoseizures with anhydrous am- 
monia (Itr to ed). LeVine, Au, 995 

misidentification of city, delimiting criteria for 
Capgras syndrome. Thompson, Oc, 1276-1272 

neuroendocrine dysfunction and blood levels of 
tricyclic antidepressants. de la Fuente, Oc, 
1260-1261 

psychiatric manifestations of neurosyphilis in 
middle-aged patients. Binder, Je, 741-742 

psychological manifestations of nonbacterial 


thrombotie endocarditis. Mackenzie, Au, 972, . 


973; correction, Oc, 1282 

questioning concept of pseudodementia (Itr to ed). 
Shraberg, reply of Wells, Fe, 260-251. 

“schizoaffective disorder," invalid diagnosis? 
comparison of schizoaffective disorder, schizo- 
_ phrenia, and affective disorder. Pope, Au, 921- 
`927 

schizophrenia to manic-depression, mutation or 
misdiagnosis? Ibe, Je, 742-743 


unmasking masked depression in children and ado- : 


Й 
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` lescents. Carlson, Ap, 445-449; correction, Jy, 
871 

Vith axis for DSM-III, psychodynamic evaluation. ` 
Karasu, My, 607-610 П 

withdrawal states and alcoholic hallucinosis (ltr to 
ed). Merrin, reply of Heston, Oc, 1280-1281 . 

Diagnostic Criteria see DSM-HI e s 

Diagnostic Instability $ . 

depression and. Coryell, Ja, 48-51 

Diazepam 

benzodiazepine withdrawal symptoms (ltr to ed). 
Kaplan, reply of Epstein, Je, 750-751 | 

Diet Agents 

oral, proprietary, psychotic reaction ceused by. 
Schaffer, Oc, 1256-1257 

3, 4-Dihydroxyphenylacetic Acid 

CSF monoamine metabolites in depression and 
schizophrenia. Berger, Fe, 174-180 ` 

2, 5-Dimethoxy-4-ethylamphetamine 

alternative to amobarbital interview. (ltr to ed). 
Grinspoon, My, 635 

Diphenhydramine 

treatment of haloperidol abuse, wizh. Doenecke, 
Ap, 487-488 : 

Disulfiram 

encephalopathv as cause of catatonia syndrome. 
Weddington. Oc, 1217-1220 

Divorce , 

effects of, on visiting father-chill relationship. 
Wallerstein, De. 1534-1539 

father’s parenting experience in. Friedman, Oc, 
1177-1182 . 

Dizziness 

falling and, in elderly psychiatric outpatients. Blu- 

. menthal, Fe, 203-206 


"Documentation of Services 


burden of documentation (їг to ed). Schuster, Му, 
634-635. о 

in defense of JCAH (ltr to ед). Affeldt,^Au, 993 

Domestic Violence see Abusive Familles . 


. Donor Insemination ` Ы ' 


couples' reactions to male infertility and. Вегер. 
Se, 1047-1049 : 

L-Dopa / i 

carbidopa and, open clinical trial ef, in adults with 
minimal brain dysfunction. Reimherr, Ja, 73-75 

Dopamine . 

blockade, effects of, сп gonadotropins and testos- 
terone in men. Siris, Fe, 211-214 


' jdentification of subgroup ‘of tardive dyskinesia pa- 


tients by pharmacologic probes. Moore, Ос, 

. 1202-1205 

neuroleptic-induced supersensitivity psychosis, 
clinical and pkarmacologic characteristics. 
Chouinard, Ja, 16-21 

/neuroleptic receptors, elevation of, in schizophre- 
nia. Lee, Fe, 191-197 

relationship of neuroleptic drug effects at brain 
dopamine, serotonin, a-adrenergic, and hista- 
mine receptors to clinical potency. Peroutka, 
De, 1518-1522 

Dosage - 

titrated versus fixed-dose protocols (ltr to ed). 
Kuehnle, reply of Belmaker, Fe, 256-257 

Doxepin 

delirium after abrupt withdrawal from, case re- 
port. Santos, Fe, 239-240 . i 

Drug Abuse see also Overdose; Withdrawal 


;benzodiazepine-associated emergencies in To- 


' ronto. Busto, Fe, 224-227 

case report of lorazepam withdzawzl. Stewart, Se, 
1113-1114 

depression, demographic dimensions, апа. Dorus, 
Je, 699-704 · 

drug-related admissions to inpatient psychiatric 

* unit. Stewart, Se, 1093-1095 

treatment of halopeiidol abuse with dipkenhy€ra- « 
mine. Doenecke. Ap, 487-488 

Drug Interaction see Polypharmacy 

Drug Monitoring Ne 

improved treatment response апа: ‘ltrs to ed) 
skorn; Reed, reply of Hollister. De, 1622-1 1023 

'monitoring nortriptyline plasma éoncentrations. 
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Hollister, A>, 485-486 
* Drug Refusal see Right to Refuse Treatment 


\ Drag Side Effects see also Extrapyramidal Side Ef- 
fects; Toxicity; Withdrawal 
+ actte hyperkalemia ` during lithium treatment of 
*manic illness Goggans, Jy, 860-861 
'amafitadine-associatéd recurrence of ps ychosis. 
Hausner, Fe, 240-242 
another case af nocturnal enuresis (Itr to ed). Wal- 
jens, No, 1¢71 
case report of cimetidine-induced depressive syn- 
drome. Crowder. No, 1451 
dermatosis and lithium therapy (tr to ed). Aldo- 
roty, Jy, 872 
desipramine, cardiovascular effects and plasma 
levels. Rudorfer, Au, 984-986 
disulfrem encephalopathy as cause of catatonia 
syrdrome. Weddington, Oc, 1217-1220 
drug-related zdmissions to inpatient psychiatric 
unit. Stewart, Se, 1093-1095 
effects of lithium carbonate on memory and other 
cognitive functions. Squire, Se, 1042-1046 
effects of thio-idazine on cognitive functioning of 
hypotonic schizophrenic boy. Inayatulla, No, 
1459-1460 
enuresis and :ncontinence occurring with neuro- 
leptics (Кг to ed), Ambrosini, Oc, 1278-1279 
galactorrhea and faztors behind symptom produc- 
tion {ltr to ed). Cohen, reply of Zeitner, Oc, 
1277-1278 
haloperidol excretion in human milk. Stewart, Jy, 
845-850; correction, Se, 1132 
halopzridol-induced tardive dyskinesia in 10-year- 
old girl. Petty, Je; 745-746 
haloperidol aud unrelated sudden death. Smith, 
Jy, 843-844. 
hoarseness and tricyclic antidepressants (ltr to ed). 
Lyskowski, My, 636 
importance of akinesia, plasma. chlorpromazine 
and rrolactin levels. Van Putten, No, 1446-1448 
intoxication associated with lithium and ECT. 
Mandel, Se 1107-1109 
lugus-lixe illness associated with chlorpromazine. 
Goldman, De, 1613-1614 
manic psychosis following rapid withdrawal from 
baclafen. Arnold, No, 1466-1467 
massive eosinophilic reaction to desipramine. 
Jones, Ja, 115-116 
myoclonus-associated hypomania during MAO-in- 
hititor treatment. Cohen, Ja, 105-106 
neurcleptic-induced depression? (ltr to ed). Wein- 
stein, Fe, 257-258 
nocturnal епитеѕіѕ caused by psychotropic drugs. 
Shenoy, Je, 739-740 
patients at risk of developing severe side effects 
from depot fluphenazine treatment. Blum, Fe, 
252-255 
. pharmacogeni> and psychogenic aspects of galac- 
torrbea, case report. Zeitner, Ja; 111-112 
prolonged corfusional state and EEG seizure ac- 
tivity following concurrent ECT and lithium 
usc. Weiner, No, 1452-1453  . 
psschiatric patients and sudden death {Нг to ed). 
Wendkos, De, 1627-1628 
seizures during tricyclic therapy. Lowry, No, 
1461-1462 
thiazide-induced hypercalcemia in manic-depres- 
sive »atient. Gammon, No, 1453-1455 
tinaitus in imipramine therapy. Касу, Jy, 854-855 
Drags, Psychotropic 
Boston State Hospital case, '"involuntary mind 
control," Constitution, and ‘right to rot." Ap- 
2elbaum, Je, 720-723 
co3fee, cigarettes, and drug metabolism (ltr to ed). 
‘Згапасћет, Je, 749-750 
f J use and deaths attributed to asphyxia 


among psychiatric patients. Craig, No, 1366- 
1373 
narmaco.ogic factors in administration of 
.г.п. psychotropic medication on adolescent 
amit. Evans, Ja, 123-124 
psychiatric petients and sudden death (Нг to ed). 
Wendkos. De, 1627-1628 


psychopharmacologic norms in blacks and whites 
(itr to ed). Adebimpe, Jy, 870-871 - 

psychopharmacological precautions in right to re- 
fuse medication. Lacoursiere, Jy, 856-858 

DSM-Ill ` , X 

differences between psychologists and psychia- 
trists in use of. Morey, Se, 1123-1124 Е 

major achievements and overview. Spitzer, Fe, 
151-164 

persoņality disorders 
Frances, Se, 1050-1054 


section, . commentary. 


, psychologists’ reaction to (ltr to ed). McReynolds, 


. reply of Spitzer, No, 1468-1469 

VIth axis for, psychodynamic evaluation. Karasu, 
My, 607-610 

Dyskinesia see Extrapyramidal Side Effects; Tar- 
dive Dyskinesia 

Dysphoria 

depression and, epidemiology of, in elderly popu- 
lation. Blazer, Ap, 439-444 


Dystonia 
oculogyric crises and tardive dyskinesia (itr to ed). 
Munetz, De, 1628 à 


oculogyric, in tardive dyskinésia. Nasrallah, Jy, 
850-851 

Dystonic Reaction 

“folie à deux." Cavenar, Ja, 99-100 


ECT 

cardiac patients with pacemakers and. Alexo- 
poulos, Se, 1111-1112 

case report of cognitive impairment and movement 
disorder associated with. Ruff, De, 1615-1616 

in depressed patient with adult onset diabetes mel- 
litus. Yudofsky, Ja, 100-101 

effect of, on serum ísoenzymes. Braasch, My, 
' 625-626 

further reflections on (Itrs to ed). Bernstein; Arnot, 
reply of Weiner, Je, 750 

intoxication associated with lithium and, Mandel, 
Se, 1107-1109 

prolonged confusional state and EEG | seizure ac- 
tivity following concurrent lithium use and. 
Weiner, No, 1452-1453 

seizures terminable and interminable with. Wei- 
ner, No, 1416-1418 

serial dexamethasone suppression tests in af- 
fective disorders (Itr to ed). Albala, Mr, 383 

special problems of informed consent and. Culver, 
My, 586-591 

use of, in treatment of зелшорлгеца: Salzman, 
Se, 1032-1041 

Education, Continuing Medical 


‘continuing certification and continuing education. 


_Robinowitz, Mr, 292-296 
Education, Medical 


_ career choice and psychiatry (ltr to ed). Voi- 


neskos, reply of Nielsen, De, 1624-1625 


choosing psychiatry, importance of psychiatric . 


education in medical school. Nielsen, Ap, 428- 
431 

factors in medical students' choice of psychiatry. 
Eagle, Ap, 423-427 

impact of outpatient clerkship on medical stu- 
dents. Eagle, De, 1599-1602 

importance of clinical work to psychiatrists (itr to 
ed). Glickman, Oc, 1280 

interpersonal factors in psychiatry clerkship, new 
findings. Orleans, Se, 1101-1103 

*psychiatric problems in third-year” medical stu- 
dents. Sacks, Jy, 822-825 

rare birds, queer ducks, or endangered species? 
(ебі). Werkman, Ap, 465-466 

Education, Psychiatric 

assessing mistakes in psychotherapy (нг to ed). 
Scotton, reply of Buckley, Au, 993-994 

career choices for women psychiatric residents. 
Benedek, Mr, 301-305 

common mistakes made in group psychotherapy 
by beginning therapists. Spitz, De, 1619-1621 
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concépt of culture in psychiatric residency educz- 
tion. Foulks. Jy, 811-816 

family therapy training for psychiatric residents. 
Harbin, De, 1595-1598 

geriatric psychiatry training, brief clinica: rotation. 
Cohen, Mr, 297-300 : 

importance of clinical work to psychiat—sts (Иг to 
ed). Glickmen, Oc, 1280 ° 

internship, some disquieting findings. Lindy, Ja, 
76-79: 

interpersonal factors in psychiatry clerkship, new 
findings. Orleans, Se, 1101-1103 

omnipresence of culture (ltr to ed). Moffc, reply of 
Foulks, De, 1628-1629 

planning for pregnant resident (ltr to ей. Kalman, 
reply of Buts, Му, 636-637 

priorities in psychiatric residency trairing. Bow- 
den, Oc, 1243-1246 

psychiatric residents’ attitudes towarc teaching. 
Callen, Se, 1104-1106 

psychiatrists’ transition from training ic caree-, 
stress and mastery. Looney, Ja, 32-55 

psychiatry internship and development 5f profes- 
sional identity. Gilmore, Oc, 1206-17 .0 

psychoanalytic concepts and inpatient settings (lr 
to ed). Moldawsky, No, 1473-1474 

psychoanalytic concepts in psychiatri- training. 
Pardes, My, 613-616 

questioning nonphysician examiners in (ltr to еф). 
Krizek, reply of Shore, Jy, 869-870 

research training in psychiatry, survey of curremt 
practices. Strauss, Je, 727-729 

residency curriculum in forensic psychiatry. 
Bloom, Je, 730-732 

from resident's point of view (ltr то ed). Green, Je, 
751 

should psychic studies be included in? opinion sur- 
vey. Dean, Oc, 1247-1249 

from supervisee to supervisor, unexplcred aspect 
of psychiatrist's education. Granet, No, 1442- 

. 1446 

training in brie? therapy, survey of psychiztric resi- 
dency programs. Clarkin, Au, 978-972 

two-year follow-up of peer review tracing pro- 
gram for residents. Kass, Fe, 244-245 > 

value of internship in psychiatric training (tr хо 
ed). Parry, De, 1622 

EEG 

sleep findings, for Kleine-Levin syndrome and uri- 
polar depression, similarities in. Reznolds, Ja, 

É 116-1 18 


Emergency Psy chiatry 

chronic crisis patients, discrete clinial groun. 
Bassuk, Dé, 1513-1517 ~. 

psychiatric emergencies, overview. Gerson, Ja, -- 
11 

psychiatrists in emergency situation !Kr to ed). 
Slaby, Je, 753 


Emotion 

as personal creation, psychoanalytic aad psycho- 
logical perspective. Warme, Ap, 45€-459 

Endocrine System 

effects of dopamine blockade on goradotropias 
and testosterone in men. Siris, Fe, 2: 1-214 

further evidence of hypothalamic-pituitary dys- 
function in znorexia nervosa. Gold, Ja, 101-102 

neuroendocrine dysfunction and blood levels of 
tricyclic antidepressants. de la Faente, Oc, 

* 1260-1261 

opiate use and sexual function. Mirin, Ай, 909-915 

rapid mood cycling and concomitazt cortisol 
changes produced by cyproheptacime. Gold, 
Mr, 378-379 

sex and heroin (edtl). Savage, Au, 951-952 

Endorphins 

alcohol-induced subcortical activity an, relation- 
‘ship between. Triana pelle 699 

failure of naloxone te*feduce manic symptoms. 
Davis, De, 1583-1585 - 

hemodialysis, ` schizophrenia; ~and. Tamps, Ap,' 
488-489; omission (Кг to ed), De, 1€29 

pain insensitivity in psychotic patients гг to ec). 
Evans, reply of Davis, Ap, 507 
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Enuresis Е : 

incontinence and, occurring with neuroleptics (ltr 
to ed). Ambrosini, Oc, 1278-1279 

nocturnal, another case of (Itr to ed). Wallens, No, 
1471 

nocturnal, caused by psychotropic drugs. Shenoy, 


Је, 739-740 , ` 
Eosinophilic Reaction’ i ° 
massive, to desipramine. Jones, Ja, 115-116 
Epilepsy 


catatonic symptoms in child with. Shah, Je, 738- 
738 

diagnosis of hysterical seizures in epileptic pa- 
tients. Ramani, Je, 705-709 

Episodic Dyscontrol Syndrome 

ethosuximide and, preliminzry data on. Andru- 
lonis, No, 1455-1456 

Equal Rights see Women 

Erickson 

natural history of male psychological health, IX. 
empirical evidence for Erikson's model of [ife 
cycle. Vaillant, No, 1348-1359 

Erotomznia 

separate entity, Rudden, Oc, 1262-1263 

Ethclorvynol 

psychosis with withdrawal from. Heston, Fe, 249- 
250 

withdrawal states and alcoholic hallucinosis (ltr to 
ed). Merrin, reply of Heston, Сс, 1280-1281 

Ethics ` 

"medical responsibility” in institutional settings. 
Bursten, comment of Stoddard, Se, 1071-1078 

more on medical responsibility (ltr to ed). Bursten, 
Oc. 1277 

of psychotherapy. Karzsu, De, 1502-1512 

Ethnic Groups see Minority Care 

Ethosuximide 

episodic dyscontrol syndrome ‘and, preliminary 
data on. Andrulonis, No, 1455-1456 

Euphemisms 

euphemistic camouflage (Itr to ed). Mendel, Mr, 
381 

Evaluation see Assessment, Psychiatric 

Exercise Patterns 

evaluation and modification af, in nztural environ- 
ment. Brownell, De, 1540-1545 

Extrapyramidal Symptoms 

affective flattening, schizophrenia, and akinesia 
(ltr to ed). Rifkin, Ja. 129 

“folie à deux” dystonic reaction. Cavenar, Ja, 99- 
100 

physcstigmine test in rabbit syndrome and tardive 
dyskinesia, Weiss, My, 627-628 

profanity, symptom or dyskinetic reaction? (ltr to 
ed). Skrabanek, reply of Pary, Mr, 384-385 

tardive Tourette syndrome in autistic patient after 
. long-term neuroleptic administration. Stahl, Oc, 
1267-1269 


Falling see Dizziness 

Families see also Abusive Families 

assessing, in their owa homes. Steinglass, De, 
1523-1529 

children's sensitivity to projective identification 
(Нг to ed). Shapiro, Ap, 566 — 

clinic for impaired elderly ar.d their. Reifler, No, 
1399-1403 

effects of divorce on visiting father-child relation- 
ship. Wallerstein, De, 1534-1539 

failure of lithium therapy (ltr to ed). Margo, Je, 752 

family experiences of self-mutilating patients. Car- 
roll, Jy, 852-853 

father's parenting experience in divorce. Fried- 


maa, Oc, 12221182 
interviewing bipolar patents and their families. 
Waters,.My, 611-613 


primal scene, study of prevalence. Rosenfeld, No, 
1426-1428 

role of grandmothers in transsexualism. Halle, Ap, 
497-498 
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Family History 

adult psychiatric disorders in parents of Һуреггс- 
tive children. Morrison, Jy, 825-827 

chronic pain and depression, clinical and family 
history survey. Schaffer, Ja, 118-120 

outlook for childrén of manic-depressive patients 
(ltr to ed). Waters, reply of Kestenbaum, Se, 
1126-1127 

personal response to "superkids" (ltr to ed). 
Anonymous psychiatrist, My, 633 

primary affective disorder in relatives of patients 
with anorexia nervosa. Winokur, Je, 695-698 

Family Therapy 

beyond superego (edtl). Grunebaum, Jy, 817-818 

clinic for impaired elderly and their families. Reif- 
ler, No, 1399-1403 

training for psychiatric residents. Harbin, De, 
1595-1598 

trust-based therapy, contextual approach. Boszor- 
menyi-Nagy, Jy, 767-775 

Fathers 

effects of divorce on visiting father-child relaticn- 
ship. Wallerstein, De, 1534-1539 

father's parenting experience in divorce. Fried- 
man, Oc, 1177-1182 

Fluphenazine 

decanoate, low neuroleptic serum levels in pa- 
tients receiving. Tune, Ja, 80-82 

depot, treatment, patients at risk of developing se- 
vere side effects from. Blum, Fe, 254-255 

more on drug history and tardive dyskinesia (ltr to 
ed). Schiff, reply of Smith, Ja, 126-127 

Folie à Deux 

dystonic reaction. Cavenar, Ja, 99-100 

Folklore 

themes, role of humor and, in psychotherapy. 
Heuscher, De, 1546-1549 


Follicle-Stimulating Hormone 

effects of dopamine blockade on gonadotropins 
and testosterone in men. Siris, Fe, 211-214 

opiate use and sexual function. Mirin, Au, 909-915 


Foreign Medical Graduates 

providers and receivers in private psychiatric 
Medicaid system. Nagelberg, Je, 690-694 

Forensic Psychiatry 

Boston State Hospital case, “involuntary mind 
control," Constitution, and “right to rot." Ap- 
pelbaum, Je, 720-723 

comments on commitment (Itr to ed). Bilodeau; 
Coblentz; Peterson; Rogers, reply of Roth, Ap, 
504-505 

credibility and incredibility, psychiatric examina- 
tion of complaining witness. Goldstein, Oc, 
1238-1240 

drug refusal, study of psychiatry inpatients. Ap- 
pelbaum, Mr, 340-346 ` 

empirical data and insanity acquittals (ltr to ed). 
Rose, Se, 1127 

insanity acquittals in New York State, 1965-1978. 
Steadman, Mr, 321-326 

legal guardianship in drug refusal, illusory solu- 
tion. Gutheil, Mr, 347-352 

psychiatric and nonmedical decisions on com- 
mitment. Badger, Mr, 367-369 

psychiatrist's double bind, right to refuse medica- 
tion. Ford, Mr, 332-339 

refusing treatment for mental illness, historical and 
ethical dimensions. Reiser, Mr, 329-331 

residency curriculum in. Bloom, Je, 730-732 

restraint versus treatment, seclusion as discussed 
in Boston State Hospital case. Gutheil, Je, 718- 
719 

in search of true РЕТТИ drug refusale ipa 
voluntary medication, and “rotting with your 
rights оп” (edt). Gutheil, Mr, 327-328 

social and cultural perspectives on medication re- 
fusal. AmaraSingham, Mr, 353-358 

on suing psychiatrists (itr to ed). Slovenko, Se, 
1129 

treatment of persons found incompetent to stand 
tríal. Pendleton, Se, 1098-1100 

Freud 

“to love and to work,” historical-theoretical con- 
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siderations (Кг to ed). Ansbacher, No, 1472- 
1473 


G 004 


GABA see y-Aminobutyric Acid e А 

Galactorrhea d ' 

factors behind symptom production and (Ит to ed)? 
Cohen, reply of Zeitner, Oc, 1277-1278 

pharmacogenic and psychogenic aspects of, cas 
report. Zeitner, Ja, 111-112 

Gastric Bypass see Obesity 

Gaucher's Disease 

case report of anorexia nervosa and. Erman, Jy, 
858-859 


` General Health Care see Delivery, Mental Health 


General Hospitals see Hospital Psychiatry 

Genetic Factors in Mental Illness see Family Historr 

Geriatric Psychiatry 

age, dementia, dyskinesias, and lithium response. 
Himmelhoch, Au, 941-945 

attitudes of psychiatrists toward elderly patients. 
Ford, My, 571-575 

atypical major depression in patient with severe 
primary degenerative dementia. DeMuth, De, 
1609-1610 

cardiovascular effects of nortriptyline in geriatriz 
patients. Reed, Au, 986-989 

clinic for impaired elderly and their families. Reif- 
ler, No, 1399-1403 

correlation of cerebrospinal fluid lactate with age. 
Yesavage, Au, 976-977 

dizziness and falling in elderly psychiatric out- 
patients. Blumenthal, Fe, 203-206 

epidemiology of dysphoria and depression in el- 
derly population. Blazer, Ap, 439-444 

recognizing geriatric sexuality (Кг to ed). Willis, 
Jy, 870 

training, brief clinical rotation. Cohen, Mr, 297- 
300 

treatment of.depression in medically ill ‘elderly 
with methylphenidate. Katon, Au, 963-965 

Gestalt Therapy 

reconsidering some recent trends in psychothera- 
ру (trs to ed). Mitchell; Dominiak, reply af 
Marmor, No, 1475-1476 

Ghetto 

patients, time orientation and (ltr to ed). Bell, re- 
ply of Lager, Oc, 1279 

time orientation and psychotherapy in. Lager, Mr, 
306-309 

Gilles de la Tourette Syndrome 

Gilles de la Tourette's disorder associated with 
pemoline. Mitchell, De, 1618-1619 

profanity, symptom or dyskinetic reaction? (Ит to 
ed). Skrabanek, reply of Pary, Mr, 384-385 

tardive Tourette syndrome in autistic patient after 
long-term neuroleptic administration. Stahl, Oc, 
1267-1269 

Glucose, Cerebrospinal Fluid see Lactate, Cerebro- 
spinal Fluid 

Glutamate 

neurotoxicity, tardive dyskinesia and (ltr to ed). 
Sanberg, reply of Holland, No, 1471-1472 

Gonadotropins see Hormones 

Government Financing 

confidentiality and third-party requests (ltr to ed). 
Shapiro, My, 636 

Medicaid records, psychiatric private sector. Perl- 
man, De, 1586-1588 

providers and receivers in private psychiatric 
Medicaid system. Nagelberg, Je, 590-694 

psychotherapy, laboratory of preventive kncwl- 
edge (ltr to ed). Boszormenyi-Nagy, De, 1€26~ 
1627 

Grandmothers 

role of, in transsexualism. Halle, Ap, 497-49 

Granulocytoperia 

in children after phenothiazine therapy. SRabry, 
Mr, 374-375 

Grief 

controlled study of self-help intervention for vgd- 

` ows. Vachon, No, 1380-1384 


б 
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pathological, activation of latent self-images and. 
» Horowitz, Oc, 1157-1162 
Naty investigating (Itr to ed). Kirkpatrick, re- 
ply of Goin, Fe, 256 
Group Therapy 
‘coffee groups," 
. hik, Ja, 91-99 
„соттоп mistakes made in group psychotherapy 
by beginning therapists. Spitz, De, 1619-1621 
ctservation room therapy for aggressive adoles- 
cents (Иг to ed). Arnold, Ja, 130-131 
Gun Control Laws 
influence of, on suicidal behavior. Lester, Ja, 121- 
122 


nine-year follow-up study. Mas- 


H 


Habituation see Attention 

Hellucinations 

cimetidine toxicity manifested as paranoia and. 
Adler, Se, 1112-1113 

wi:hdrewal states and alcoholic hallucinosis (ltr to 
2d). Merrin, reply of Heston, Oc, 1280-1281 

Hzloperidol 

abuse, treatment of, with УНЕР ЦЕ 0 Doe- 
necke, Ap, 487-488 

effect of anticonvulsants on plasma haloperidol 
and thioridazine levels. Linnoila, Jy, 819-821 

excretion in human milk. Stewart, Jy, 849-850; 
zorrection, Se, 1132 

-induced tardive dyskinsia in 10-year-old girl. Pet- 
ty, Je, 745-746 

unrelated sudden death and. Smith, Jy, 843-844 

Health Services Use see Delivery, Mental Health 

Eenodialysis 

dizlysis for schizophrenia, review of clinical trials 
and implications for further research. Fogelson, 
My, 605-607 

dizlysis of schizophrenic patients, double-blind 
study. Diaz-Buxo. Oc, 1220-1222 

e3dorphins, schizophrenia, and. James, Ap, 488- 
489; omission (ltr to ed), De, 1629 

раліепіѕ, chronic, brief group psychotherapy with. 
Campbell, Oc, 1234-1237 

Pseudomonas aeruginosa in hemodialysates from 
schizophrenic patients (Itr to ed). Brown, Fe, 
257 

Hemophilia 

effect cf psychiatric intervention on use of anti- 
nemophilic factor concentrate. Handford, Oc, 
1254-1256 

Hepatic Inadequacy see Liver Disease 

Heroin sce Opiates 

Histamine Receptors 

relationship of neuroleptic drug effects at brain 
dopamine, serotonin, a-adrenergic, and hista- 
mine receptors (с clinical potency. Peroutka, 
2e, 1518-1522 

History 

Adolf Meyer and Amezican psychiatry today. 
Neill, Ap, 460-464 

case of Anna О, reformulation. Hollender, Jy, 
797-800 

depression as expressed in pre-Columbian Mexi- 
can art, de la Fuente, Se, 1095-1098 

**to love and to work," historical-theoretical con- 
siderations (ltr to ed). Ansbacher, No, 1472- 
1473 

mcre oa case of Anna О (ltr to ed). Pappenheim, 
reply cf Hollender, De, 1625-1626 

1979 anniversaries. Mora, Ja, 56-60 

refising treatment for mental illness, historical and 
ethical dimensions. Reiser, Mr, 329-331 

Hoarseness 

tricyclic antidepressants and (itr to ed). Lys- 


wski, My, 636 
micide 
FP izide, accidents, and, epidemiologic study of, vi- 


nt deaths as leading cause of mortality. Hol- 
P Ap, 472-476 

Homosexuality 

"gays," religiously mediated change in homo- 
sexuals. Pattison, De, 1553-1562 


Homovanillic Acid А 

CSF monoamine metabolites in depression and 
schizophrenia. Berger, Fe, 174-180 

Hootch Case 

psychiatric participation in, effects on Alaska Na- 
tive education. Bloom, Au, 459-962 

Hormones | 

differentiating mania from ааа by ТЕЕ 
test. Extein, Au, 981-982 

effects of dopamine blockade on УРАР 
and testosterone іп men. Siris, Fe, 211-214 

opiate use and sexual function. Mirin, Au, 909-915 

sex and heroin (edtl). Savage, Au, 951-952 

Hospitalization 

minorities and psychiatric hospitalization (ltr tc 
ed). Hartog, Jy, 869 

multi-tiered screening system for least restrictive 
setting. Allen, Au, 968-971 

Hospital Psychiatry 

assessing acute inpatient psychiatric needs of state 
hospital patient. Cotton, Ap, 480-482 

documenting shortage of psychiatrists, repair shop 
model. Knesper, No, 1439-1442 

drug-related admissions to inpatient psychiatric 
unit. Stewart, Se, 1093-1095 

failures of asylum or of community treatment? (Itr 
to ed). Reinert, Se, 1129 

impact of threatening patient on ward communica- 
tion. Cornfield, My, 616-619 

"medical responsibility" in institutional settings. 
Bursten, comment of Stoddard, Se, 1071-1078 

modern diagnosis schizophrenia in hospitalized 
psychiatric patients. Ries, No, 1419-1421 

more on medical responsibility (ltr to ed). Bursten, 
Oc, 1277 ` 

multi-tiered screening system for least restrictive 
setting. Allen, Au, 968-971 

predicting which patients will be discharged 
against medical advice, pilot study. Steinglass, 
No, 1335-1389 

transfers from general hospital psychiatric service 
to state hospital. Cotton, Fe, 230-233 

voting mental patient (Itr to ed). Bernal y Del Rio, 
Au, 995 

Hospital Standards see Accreditation 

Houseparents 

group home, ''burnout'" 
714 

Humor 

role of folklore themes and, in psychotherapy. 
Heuscher, De, 1546-1549 


5-Hydroxvindoleacetic Acid 

CSF monoamine metabolites in depression and 
schizophrenia. Berger, Fe, 174-180 

Hyperactivity 

adult psychiatric disozders in parents of hyperac- 
tive children. Morrison, Jy, 825-827 

computerized diagnostic evaluation of psychiatric 
problem. Roberts, Ja, 12-15 

newborn minor physical anomalies and problem 
behavior at age three. Burg, Jy, 791-796 

Hyperalimentation 

danger of (Itr to ed). Reinhart, reply of Maloney, 
No, 1473 

treatment of severe weight loss in anorexia ner- 
vosa with psychotherapy and. Maloney, Mr, 
310-314 


Hypercalcemia 
thiazide-induced, in manic-depressive patient. 
Gammon, No, 1453-1455 


Hyperkalemia 

пеша during lithium treatment of manic illness. 

*. Goggans, Jy, 860-867 "T 

Hypernatremia ` 

psychogentc oligodipsia with, in psychotic patient. 
Nadler, Oc, 1269-1270 

Hypnotics 

neuropsychological impairment and exclusive 
abuse cf sedatives or. Bergman, Fe, 215-217 

Hypomania 

myoclonus-associated. during MAO-inhibitor 
treatment. Cohen, Ja, 105-106 


in. Thompson, Je, 710- 
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tricy¢lic antidepressant choice and. Steele, No, 
1457-1458 

Hypothalamic-Pituitary-Gonadal Function see En- 
docrine System 

Hysteria 

attention ir, study of Janet's hypathes:s by means 
of habituation and arousal rgeasurzs. Horvath, 


`s Fe, 217-220 


diagnosis of hysterical seizures in eoileptic pa- 
tients. Ramani, Je, 705-709 


ap 

on "I," conceptual foundations of responsibility. 
Globus, Ap, 417-422 

Idiot Savant 

with unusual mechanical ability, organic ex- 
planatior. Brink, Fe, 250-251 

Imipramine 

characteristics of therapeutic response to, in cata- 
plectic men. Linnoila, Fe, 237-238 

therapy, tinnitus in. Racy, Jy, 854-855 

triiodothyronine, depression, and (ltr :c ed), Stein- 
er, reply of Garbutt, Mr, 383-284 

Impulsivity 

psychoanalytic PA to therape itic impasse 
with impulsive adolescent, permission to speak 
unspeakzble. Hoffer, No, 1404-14C9 

Incompetency to Stand Trial 

treatment cf persons found incompe'ent to stand 
trial. Pendleton, Se, 1098-1100 

Indians, American see Native Americans 

Indochinese Refugees 

Indochinese refugee psychiatric zlin:c, culturally 
accepted treatment approaches. Kinzie, No, 
1429-1432 

Infants 

amitriptyline in human breast milk and nursing in- 
fant's serum. Bader, Jy, 855-856 

anaclitic depression in three-and-one-alf-month- 
old child Gaensbauer, Jy, 841-842 

haloperidol excretion in human milk. Stewart, Jy, 
849-850; correction, Se, 1132 

Infertility 

male, donor insemination and, couples’ zeactions 
to. Berger, 3e, 1047-1049 

Informed Consent 

special problems of, ECT and. Culver, My, 586- 
591 

Insanity Plea 

empirical data and insanity acquittals (itr to ed). 
Rose, Se, 1127 

insanity acquittals in New York State, 1965-1978. 
Steadman, Mr, 321-326 

replication in studies of insanity pleas (Itr to ed). 
Klinger, Ja, 132 

Institutionalization 

symptoms of (Itr to ed). Townsend, reply of Witt- 
kower, Ja, 128-129 

Institutions see Hospita! Psychiatry 

Insurance see also Government Financing 

measuring psychiatric utilization, ribber yard- 
stick. Krizay, De, 1589-1591 


` for mental disorders, analysis of, Mertal and Ner- 


vous Disorder Utilization and Cost Survey. 
Towery, Se. 1065-1070 

providers and receivers in private psychiatric 
Medicaid system. Nagelberg, Je, 68(-694 

utilization cf health and mental health services in 
large insured population. Liptz:n, My, 553-558 

Insurance Claims Forms 

accuracy of d:agnostic information submitted to 
insurance company. Sharfstein. Ja, 70-73 

Internship 

psychiatry, development of professier al identity 
and. Gilmore, Oc, 1292712 

some disquieting findings. Lindy. Ja, 15-79 

Interpreters se» Spanish-Speaking Patients 

Interview, Mental Status see Assessmen:, Psychiat- 
ric 

Intoxication see Toxicity 
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Intramuscular Administration 
of tricyclic anticepressants (ltr to ed). Freyhan, re- 
ply of Bloomingdale, Fe, 253-259 " 
Involuntary Hospitalization see Commitment, Civil 

Isoenzymes 
serum, effect of electroconvulsive therapy on. 
Braasch, My. 625-626 


1 


Jails see Prison Psychiatry 

Janet 

attention in hysteria, study of Janet s hypothesis 
by means of habituation and arousal measures. 
Horvath, Fe, 217-220 

Janov see Primal Therapy 

Joint Commission on Accreditation of Hospitals 

burden of documentation (ltr to ed). Schuster, My, 
634-635 

in defense of (itr to ed). Affeldt, Au, 993 

Jokes see Humor 


K 


Kleine-Levin Syndrome 
unipolar depression and, similarities :n EEG sleep 
findings for. Reynolds, Ja, 116-118 


L 


Lacan 

on reading, fundamental concepts (ltr to ed). 
Emery, Ос, :281-1282 

Lactate, Cerebrospinal Fluid 

correlation of, with age. Yesavage, Au, 976-977 

Lactate Dehydrogenase 

effect of electroconvulsive therapy on serum 
isoenzymes, Braasch, My. 525-625 

Language Barriers see Spanish-Speaking Patients 

Laos see Cultural Psychiatry 

Lateralization, Cerebral 

cerebral laterality and psychiatry, review of litera- 
ture. Wexler. Mr, 279-291 

localized right cerebral hem:sphere dysfunction 
and recurren: mania. Cohen, Ју, £47-848 

Law Suits see also Forensic Psychiatry 

on suing psychiatrists (Иг to ed). Slovenko, Se, 
1129 

Lecithin 

in mania, preliminary report. Cohen, Fe, 242-243 

Legal Guardianship 

in drug refusal, illusory solution. Gutheil, Mr, 347- 
352 

Leukocyte Antigens 

human leukocyte antigea А» and psychopathology 
in chronic scaizophrenia. Lachins. Ap, 499-500 

Life Cycle 

Erikson's model of, empirica! evidence for, natu- 
ral history of male psychologice! health, IX. 
Vaillant, No, 1348-1359 

Literature, Psychiatric 

research in psychiatry, co-citation amalysis. Craw- 
ford, Ja, 52-55 

Lithium 

carbonate, effects of, ог memory and other cogni- 
tive functions. Squire, Se, 1042-1046 

carbonate, treatment, accidental, of thyrotoxicosis 
as mania. Wharton, Je, 747-748 

intoxication associated with ECT and. Mandel, 
Se, 1107-1109 

maintenance, treatment of lithium/neuroleptic 
neurotoxicity during. Coffey, Je, 736-737 

patients, results of clinical renal function tests in. 
Gerner, Jy, 334-837 

pills versus capsules, patient preference, (tr to ed). 
Radecki, Fe, 259-26C 

response, age, детей 
melhecb, Au; 941-945 

response in good prognosis schizophrenia. Hirsch- 
owitz, Au, 916-920 

serum, spot checks for manic-depressive patients. 
Schwarcz, J2, 744-745 


xo 


dyskinesias, and. Him- 


therapy. dermatosis and (Itr to ed). Aldoroty, Jy, 
870 

therapy, failure of (Itr to ed). Margo, Je, 752 

therapy. history of, material for (itr to ed). John- 
son, De, 1624 

therapy. long- term, incidence of side effects in pa- 
tients on. Bone, Ja, 103-104 

toward rational pharmacotherapy of depression. 
Stern, My, 545-552; correction, Jy, 871 

transport, erythrocyte, pilot study of racial dit 
ference in. Okpaku, Ja, 120-121 

treatment of manic illness, acute hyperkalemia 
during. Goggans, Jy, 860-861 

use, prolonged confusional state and EEG seizure 
activity following concurrent ECT and. Weiner, 
No, 1452-1453 

Liver Disease 

hepatic inadequacy and alcoholic delirium (ltr to 
ed). Swartz, reply of Woo, Ja, 125 

Lorazepam 

overdosage, pharmacokinetic study of. Allen, No, 
1414-1415 

withdrawal, case report of. Stewart, Se, ил 

Lupus 

-like illness associated with clildipesmazie. Gold- 
man, De, 1613-1614 

Luteinizing Hormone 

effects of dopamine blockade on gonadotropins 
and testosterone in men. Siris, Fe, 211-214 

opiate use and sexual function. Mirin, Au, 909-915 


M 


MANDUCS 

analysis of insurance for mental disorders. Tow- 
ery, 3e, 1065-1070 

Mania 

antimanic effect of clonidine. Jouvent, Ос, 1275- 
1276 

clouds and silver linings, positive experiences as- 
sociated with primary affective disorders. Jami- 
son, Fe, 198-202 

differentiating, from schizophrenia by TRH test. 
Extein, Au, 981-982 

failure of naloxone to reduce manic symptoms. 
Davis, De, 1583-1585 

lecithin in, preliminary report. Cohen, Fe, 242-243 

manic psychosis following rapid withdrawal from 
baclofen. Arnold, No, 1466-1467 

recurreat, localized right cerebral hemisphere dys- 
function and. Cohen, Jy, 847-848 

thyrotoxicosis and (Иг to ed). Caroff, reply of Jo- 
sephson, Fe, 262-263 

thyrotoxicosis as, accidental lithium carbonate 
treatment of. Wharton, Je, 747-748 

Marriage 

couples' reactions to male infertility and donor in- 
semination. Berger, Se, 1047-1049 

interface between sexual dysfunction and marital 
conflict. Hartman, My, 576-579 

Medicaid 

records, psychiatric private sector. Perlman, De, 
1586-1588 

system, private psychiatric, providers and receiv- 
ers in. Nagelberg, Je, 690-694 

Medical Model 

clinical application of biopsychosocial model. 
Engel, My, 535-544 

Medical Responsibility 

in institutional settings. Bursten, comment of 
Stoddard, Se, 1071-1078 

more on (itr to ed). Bursten, Oc, 1277 

Medical Students see Education, Medical 

Medicine, Practice of Ы 

clinical application* of biopsychosocial йод]. 
Engel, My, 535-544 

role of psychiatric and behavioral "factors in. 
Houpt, Ja, 37-47 

tricyclic antidepressant prescription by general 
hospital physicians. Fauman, Ap, 490-491 

Meditation 

transcendental, versus muscle relaxation, two- 
year follow-up of controlled experiment. Zu- 
roff, Oc, 1229-1231 
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Memory 

other cognitive functions and, effects of lithium , 
carbonate. on. Squire, Se, 1042-1045 

Men у 

battered husbands (ltr to ed). Everett. My, "635 

case study of autocastration. Pabis, My, 626-627 + 

cataplectic, characteristics of therepeutic resportse 
to imipramine in. Linnoila, Fe. 237-238 ' °’ ` 

couples' reactions to male infertility and donor in- 
semination. Berger, Se, 1027-1049 

effects of dopamine blockade on рспайоїгорілѕ 
and testosterone in. Siris, Fe, 211-214 

follow-up of 17 biologic male transsexuals after 
sex-reassignment surgery. Hunt, Ap, 432-438 

male rape, offenders and victims. Groth, Jy, 805- 
810 

male rape victims, noninstitutionalized assault. 
Kaufman, Fe, 221-223 

natural history of male psychological health, УГ. 
antecedents of alcoholism and “orality.” Vail- 
lant, Fe, 181-186 

natural history of male psychologica. health, IX. 
empirical evidence for Erikson's model of ѓе 
cycle. Vaillant, No, 1348-1359 

sex and Boards. Jacobs, Oc, 1226-1228 

Menstrual Psychosis 

recurrent, prevention of, by oral contraceptive. 
Felthous, Fe, 245-246 

Mental Retardation 

idiot savant with unusual mechanical ability, or- 
ganic explanation. Brink, Fe, 250-251 

Metbadone 

dosage, effect of, on clonidine detoxification ећ- 
cacy. Gold, Mr, 375-376 

infusion, acute intravenous, suppression of plasma 
cortisol in depressed patients by. Gold, Jy, 862- 
865 

Methodology 

design in studies of "irreversible" treatments (ltr 
to ed). Bérven, reply of Di Scipio, Ja, 127-128 

drug monitoring and improved treatment respor.se 
(Itrs to ed). Preskorn; Reed. reply of Hollister. 
De, 1622-1623 

more on drug history and tardive dyskinesia (Itr to 
ed). Schiff, reply of Smith, Ja, 126-127 

more on psychoanalyst at mid-career (Ит to ed). 
Moline, reply of Gedo, Ja, 132-133 

questioning efficacy of combined therapy (ltr to 
ed). Nielsen, reply of Weissman, Mr, 381-382 

titrated versus fixed-dose protocols (Itr to ed). 
Kuehnle, reply of Belmaker, Fe, 256-257 

triiodothyronine, imipramine, and depression tltr 
to ed). Steiner, reply of Garbutt, Mr, 383-384. 

3-Methoxy-4-hydroxyphenylglyco! - 

CSF monoamine metabolites in depression and 
schizophrenia. Berger, Fe, 174-189 

as predictor of antidepressant response to imipra- 
mine and maprotiline. Rosenbaum, Se. 1080- 
1092 

urinary, clinical response to amitriptyline and, in 
depressed patients. Spiker, Oc, 1183-1137 

3,4-Methoxylenedioxyamphetamine 

alternative to amobarbital interview (ltr to ed). 
Grinspoon, My, 635 

3-Methoxy-4,5-methylenedioxyamphetamine 

alternative to amobarbital interview (ltr to ed). 
Grinspoon, My, 635 

Methylphenidate 

treatment of depression in medically ill elderly 
with. Katon, Au, 963-965 

Meyer, Adolf 

American psychiatry today and. Neill, Ap. 450- 
464 

Middle-Aged Patients 

psychiatric manifestations of neurosypLilis in. 
Binder, Je, 741-742 N 

Migraine 

schizophrenia and (Ит to ed). Mehta, Se, 1126 ~N 


Milk, Human see Breast Milk XQ ‹ 
Minimal Brain Dysfunction 


open clinical trial of L-dopa and carbidopa , in 
* adults with. Reimherr, Ja, 73-75 


\ 
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Minnesota Multiphasic Personality Inventory 

vaidity of, with Native Americans. Pollack, Au, 
346-950 

M'mority Care 

сиге and psychopathology, study of Puerto Ri- 
zans Fernandez-Pol, Je, 724-726 

Indoch:nese rafugee psychiatric clinic, culturally 
accepted treatment approaches. Kinzie, No, 
1429-1432 

measuring racial bias in inpatient treatment. Fla- 
herty, Je, 679-682 

minorities and psychiatric hospitalization (ltr to 
2d). Hartog, Jy, 869 

misunderstood Spanish-speaking patient. Kline, 
De, 1530-1533 

omnipresence of culture (ltr to ed). Мос, reply 
of Fovlks. De, 1628-1629 

psychiatric participation in Hootch case, effects on 
Alaska Native education. Bloom, Au, 959-962 

regional suicide rates and hazards of minority stat- 
us (kr to ed), Lester, No, 1469-1470 

Sz f-perception and academic achievement, varia- 
tions in desegregated setting. Hare, Je, 683-689 

time orientation and ghetto patients (г to ed). 
Bell, reply of Lager, Oc, 1279 

tme orientation and psychotherapy in ghetto. La- 
ger, Mr, 306-309 

validity of MMPI with Native Americans. Pollack, 
Au, 946-950 

Minor Physical Anomalies 

newborn, and problem behavior at age three. 
Burg, Jy, 791-796 

Misidentification Syndromes see also Capgras Syn- 
drome 

misidentification syndromes (Itrs to ed). Shraberg; 
Forth, Ja, 125-126 

Mitral Valve Prolapse Syndrome 

in agoraphobic patients. Kantor, Ap, 467-469 

biochemistry of panic and depression (ltr to ed). 
Pack, Se, 1129 

Monitoring, Drug see Drug Monitoring 

Monoamine Metabolites 

CSF, in depression and schizophrenia. Berger, Fe, 
174-180 

Monoamine Oxidase 

activity, platelet, paranoid schizophrenia and. 
Baron, No, 1465-1466 

platele:, activity, elevated, in patients with nonen- 
dogenous depression. White, Oc, 1258-1259 

platelet, in schizophrenia (Itr to ed). Yu, Je, 749 

Vnar end Ку, platelet, in chronic schizophrenic 
subjects. Giller, Ja, 97-98; correction, Mr, 385 

Monoamine Oxidase Inhibitors see Antidepressants, 
Monoamine Oxidase Inhibitor 

Мопоѕойішп Glutamate see Glutamate 

**Moonies" see Unification Church 

Morphine ` 

deficient prolactin response to, in depressed pa- 
tients. Extein, Jy, 845-846 

Mourning see Grief 

Movement Disorders 

cese report of cognitive impairment and move- 
ment disorder associated with ECT. Ruff, De, 
1615-1616 

mryoclonus-associated kypomania during MAO- 
inhibitor treatment. Cohen, Ja, 105-106 

Muscle Relaxation 

versus transcendental meditation, two-year fol- 
low-up of controlled experiment. Zuroff, Oc, 
1229-1231 

М ұосаіопиѕ 

-asgociated hypomania during MAO-inhibitor 
treazment. Cohen, Ja, 105-106 
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feilure of, to reduce manic symptoms. Davis, De, 
1583-1585 
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tive Americans 
gaychiatric participation in Hootch case, effects on 
Alaska Native education. Bloom, Au, 959-962 


validity of MMPI with. Pollack, Au, 946-950 


Near-Death Experiences 
phenomenology of. Greyson, Oc, 1193-1196 


Neuroendocrine Dysfunction see Endocrine System 


Neuroleptics see also Drug Side Effects; Extra- 
pyramidal Symptoms; Tardive Dyskinesia 

clinical response and serum neuroleptic levels in 
childhood schizophrenia. Meyers, Ap, 483-484 

clinical state and serum neuroleptic levels mea- 
sured by radioreceptor assay in schizophrenia. 
Tune, Fe, 187-190 

coffee, cigarettes, and drug metabolism (ltr to ed). 
Granacher, Je, 749-750 

defining drug-induced supersensitivity (Itr to ed). 
Goetz, reply of Chouinard, Au, 992-993 

effects of anticonvulsants on plasma haloperidol 
and thioridazine levels. Linnoila, Jy, 819-821 

effects of dopamine blockade on gonadotropins 
and testosterone in men. Siris, Fe, 211-214 

galactorrhea and factors behind symptom produc- 
tion (itr to ed). Cohen, reply of Zeitner, Oc, 
1277-1278 

low neuroleptic serum levels in patients receiving 
fluphenazine decanoate. Tune, Ja, 80-82 

neuroleptic effect on desipramine steady-state 
plasma concentrations. Nelson, Oc, 1232-1234 

neuroleptic-induced depression? (Ит to ed). Wein- 
stein, Fe, 257-258 

neuroleptic-induced supersensitivity psychosis, 
clinica! and pharmacologic characteristics. 
Chouinard, Ja, 16-21 

overdosage with antipsychotic agents. Allen, Fe, 
234-236 

pharmacogenic and psychogenic aspects of galac- 
torrhea, case report. Zeitner, Ja, 111-112 

political implication of drug-induced super- 
sensitivity (Itr to ed). Pitman, Au, 993 

predicting outcome of antipsychotic drug treat- 
ment from early response. May, Se, 1088-1089 

rapid neuroleptization reconsidered (ltr to ed). 
Belmaker, reply of Donlon, Ja, 129-130 

relationship of neuroleptic drug effects at brain 
dopamine, serotonin, a-adrenergic, and hista- 
mine receptors to clinical potency. Peroutka, 
De, 1518-1522 

role of cholinergic supersensitivity in medical 
symptoms associated with withdrawal of anti- 
psychotic drugs. Luchins, No, 1395-1398 

treatment of lithium/neuroleptic neurotoxicity dur- 
ing lithium maintenance. Coffey, Je, 736-737 


Neuropsychological Impairment 

case report of cognitive impairment and movement 
disorder associated with ECT. Ruff, De, 1615- 
1616 

comparison of cognitive impairment due to ben- 
zodiazepines and to narcotics. Hendler, Jy, 
828-830 

effects of lithium carbonate on memory and other 
cognitive functions. Squire, Se, 1042-1046 

effects of thioridazine on cognitive functioning of 
hypotonic schizophrenic boy. Inayatulla, Na, 
1459-1460 

exclusive abuse of sedatives or hypnotics and. 
Bergman, Fe, 215-217 

neuropsychological deficits in alcoholic men ia 
their mid thirties. Eckardt, Au, 932-936 

neuropsychology in alcoholic men in their late 
thirties, one-year follow-up. Adams, Au, 928- 
931 

serial cognitive testing in cancer patients receiving 
chemotherapy. Oxman, De 1263-1265 

Neurosis 

traimatic, in etiology’ of ее, Viet Nam 
combat and other trauma. Lacoursiere, Au, 
966-968 

Neurosyphilis 

psychiatric manifestations of, in middle-aged pē- 
tients. Binder, Je, 741-742 

Neurotoxicity see Toxicity 

Newborns 

newborn minor physical anomalies and problem 
behavior at age three. Burg, Jy, 791-796 
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New York City . 

providers and receivers in private psychiatric 
Medicaid system. Nagelberg, Je, 690-694 
ightmares 

clinical characteristics and personality patterns. 
Kales, Oc, 1197-1201 

Nocturnal Enuresis see Enuresis 

Nomenclature 

affective flattening and por blunting (Кг to 
ed). Silk, replies of Andreas2n; Abrams, Jy, 
868-869 

erotomania, separate entity. Ruzden, Ос, 1262- 
12 

new look at organic brain syndromes. Lipowski, 
Je, 674-678 

Nonbacterial Thrombotic Endocarditis 

psychological manifestations of. Macxenzie, Au, 
972-973; correction, Oc, 1282 

Nonphysician Examiners 

psychiatric and nonmedical decisiors on com- 
mitment. Badger, Mr, 367-369 

questioning. in psychiatric educztion ' Иг to ed). 
Krizek, reply of Shore, Jy, 863-870 

Nortriptyline 

cardiovascular effects of, 
Reed, Ас, 986-989 

drug monitoring and improved treatment response 
(trs to ed). Preskorn; Reed, reply of Hollister, 
De, 1622-1623 

monitoring, plasma concentrations. Hollister, Ap, 
485-486 

Nosology 

questioning concept of pseudodementie (Itr to ed). 
Shraberg, reply of Wells, Fe, 260-2€1 


in geriatric patients. 
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Obesity 

evaluation and modification of exercise patterns in 
natural environment. Brownell, De, 1540-1545 

psvchiatric diagnosis of morbidly obese gastric by- 
pass patients. Halmi, Ap, 470-472 

psvchotic reaction caused by proprietary oral diet 
agents. Schaffer, Oc, 1256-1257 

work-site treatment for. Stunkard, Fe, 252-253 

Obituaries 

Kenneth Ellmaker Appel, 
Braceland, Ap,.501-503 

Hugh Thompson Carmichael, 1838-1990 tin mem). 
Muslin, Au. 99] 

Oculogyric Dystonia 

oculogyric crises and tardive dyskinesia (ltr to ed). 
Munetz, De. 1628 

in tardive dyskinesia. Nasrallah. Jy, 850-851 

Office Practice see Psychiatry, Practice of 

Oligodipsia 

psychogenic, with hypernatremiz in psychotic pa- 
tient. Nadler, Oc, 1269-1270 

Opiates 

deficient prolactin response to тогрліпе іп de- 
pressed patients. Extein, Jy, §45-846 

opiate use and sexual function. Mirin, Au, 909-915 

Opiate use and sexual function in wcmen (ltr to 
ed). McNamee, De. 1628 

sex and heroin (edtl). Savage, Au, 951-952 

suppression of plasma cortisol in dearzssed pa- 
tients by acute intravenous methadame infusion. 
Gold, Jy, 862-863 

Opiate Withdrawal 

clonidine for opiate detoxification, outpatient clini- 
cal trials. Washton, Se, 1121-1122 

effect of methadone dosage on clonid ne detoxifi- 
cation efficacy. Gold, Mr, 375-376 

iatrogenic opiate addiction, successfu Getoxifica- 
tion with clonidine. Charney, Au, 585-990 

Orality 

alcoholism and, antecedznts Óf, natural history of 
male psychological health, УШ. ү aillant, Fe, 
181-186 E 

Organic Brain Syndrome n 


1896-1979 (in mem). 


new look at organic brain syndromes. Lipowskj 
Je, 674-678 
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Organic Disturbances x 

idiot savant with unusual mechanical ability, or- 
ganic explanation. Brink, Fe, 250-251 Е 


misidentification syndromes (tr to ed). Shraberg, 
Ja, 125-126 

Orthostatic Hypotension 

dizziness and fallipg in elderly psychiatric out- 
patients. Blumenthdl, Fe, 203-206 

Outpatient Clerkship 

impact of, on medical students. Еар е, De, 1599- 
1602 

Overdose see also Toxicity 

benzodiazepine-associated emergencies in To- 
ronto. Busto, Fe, 224-227 

overdcsage with antipsychotic agents. Allen, Fe, 
234-236 

pharmacokinetic study of Іоггтерат overdosage. 
Aller, No, 1414-1415 

Oxycodone Addiction 

iatrogenic opiate addiction, successful detoxifica- 
tion with clonidine. Charney, Au, 989-990 
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Pacemakers 

ECT and cardiac patients with. Меуброшов;. Se, 
1111-1112 

Pain 

chronic, depression and, clinical and family his- 
tory survey. Schaffer, Ja, 118-120 

comparison of zognitive impairment due to ben- 
zodiazepines and to narcotics. Hendler, Jy, 
828-830 

insensitivity in psychotic patients (ltr to ed). 
Evans, reply of Davis, Ap, 507 

Panic 

biochemistry of depression and (ltr со ed). Pack, 
Se, 1129 

Paranoia 

cimetidine toxicity manifested as hallucinations 
and. Adler, Se, 1112-1113 

paranoid schizophrenia and platelet MAO activity. 
Baron, No, 1465-1466 

Paranoid Psychosis 

sleep apnea syndrome and. Berrettini, Ap, 493- 
494 


Parents 

children's sensitivity to projective identification 
(ltr to ed). Shapiro, Ap, 50€ 

effects of divorce on visiting father-child relation- 
ship. Wallerstein, De, 1534-1539 

father's parenting experience in divorce. Fried- 
man, Oc, 1177-1182 

of hyperactive children, adult psychiatric dis- 
orders in. Merrison, Jy, 825-827 

Patient Compliance 

drug monitoring and improved treatment response 
(ltrs to ed). Preskorn, Reed, reply of Hollister, 
De, 1622-1623 

drug-related admissions to inpatien: psychiatric 
unit. Stewart, Se, 1093-1095 

patient preference, lithium pills versus capsules 
(ltr to ed). Radecki, Fe, 259-260 

serum lithium spot checks fcr man.c-depressive 
patients. Schwarcz, Je, 744-745 

Patient Rights see also Commitment, Civil 

dangerousness and right of psychotic quadriplegic 
patient to refuse treatment. Pary, My, 623-624 

drug refusal, study of psychiacric inpatients. Ap- 
pelbaum, Mr, 340-346 

ECT and special problems of informed consent. 
Culver. My, 586-591 

legal guardianskip in drug refusal, illusory solu- 
tion. Gutheil, Mr, 347-352 

patient access to records, tonic or :охіп? Roth, 
My, 592-596 . 

psychiatrist's double bind, right to refuse medica- 
tion. Ford, Mr, 332-339 

+ refusing treatment for mental iliness, historical and 

ethicgl dimensions. Reiser, Mr, 329-331 

in search of true freedom, drug refusal, in- 
voluntary medication, and "'rottirg with your 
гі ALORS (edtl). Gutheil, Mr, 327-328 
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Social and cultural perspectives on medication re- 
fusal. AmaraSingham, Mr, 353-358 

Patients 

on `I,” conceptual foundations of responsibility. 
Globus, Ap, 417-422 

intrapsvchic structural effects of psychiatric re- 
search (ltr to ed). Braff, reply of Siris, Se, 1129- 
1130 

mental, explaining increased arrest rate among, 
cautionary note. Sosowsky, De, 1602-1605 

multi-tiered screening system for least restrictive 
setting. Allen, Au, 968-971 

predicting which patients will be discharged 
against medical advice, pilot study. Steinglass, 
No, 1385-1389 

psychiatric, asphyxia among, medication use and 
deaths attributed to. Craig, No, 1366-1373 

voting mental patient (Itr to ed). Bernal y Del Rio, 
Au, 995 

Patients, Crisis 

chronic, discrete clinical group. Bassuk, De, 1515- 
1517 

Patients, Discharged 

assessing acute inpatient psychiatric needs of state 
hospital patient. Cotton, Ap, 480-482 

“coffee groups," nine-year follow-up study. Mas- 
nik, Ja, 91-93 

Patients, Threatening 

impact of threatening patient on ward communica- 
tions. Cornfield, My, 616-619 

Peer Review 

therapists’ recognition of psychopathology, model 
for quality review of psychotherapy. Kass, Ja, 
87-90 

training program for residents, two-year follow-up 
of. Kass, Fe, 244-245 

Pemoline 

Gilles de la Tourette's disorder associated with. 
Mitchell, De, 1618-1619 

Personality Disorders 

section, DSM-IH, 
1050-1054 

Phencyclidine 

violence and PCP abuse (ltr to ed). Wright, Je, 
752-753 

Phenothiazines 

granulocytopenia in children after phenothiazine 
therapy. Shabry, Mr, 374-375 

D-Phenylalanine 

in endogenous depression. Mann, De, 1611- 1612 


Phenylketonuria 

adult, unrecognized, screening for, in state psychi- 
atric hospital admissions. Willett, De, 1607- 
1608 


Phenylpropanolamine 

psychotic reaction caused by proprietary oral diet 
agents. Schaffer, Oc, 1256-1257 

Phobias 

behavicral desensitization of phobic anxiety using 
thiopental sodium. Pearlman, De, 1580-1582 

biochemistry of panic and depression (Ит to ed). 
Pack, Se, 1129 

mitral valve prolapse syndrome in agoraphobic pa- 
tients. Kantor, Ap, 467-469 

use of former phobics in treatment of. Ross, Je, 
715-717 


commentary. Frances, Se, 


Physical Activity see Exercise Patterns 


Physical Examination 
in office practice. Anderson, Oc, 1188-1192 


Physical Illness and Disorders 9 e 

effect of psychiatric intervention on use of anti- 
hemophilic factor concentrate. Hangford, Oc, 
1254-1256 

newborn minor physica! anomalies and problem 
behavior at age three. Burg, Jy, 791-796 

psychiatric manifestations of neurosyphilis in 
middle-aged patients. Binder, Je, 741-742 

psychogenic oligodipsia with hypernatremia in 
psychotic patient. Nadler, Oc, 1269-1270 

psychological manifestations of nonbacterial 


thrombotic endocardi-is. Mackenzie, Au, $72- 
973; correction, Oc, 1282 


psychosocial aspects of neoplastic disease, I, func- / 


tional status of breast cancer patients during dif- 
ferent treatment regimens. Silberfarb, Ap, 450- 
455 

psychosocial aspects of neoplastid&disease, II, af. 
fective and cognitive effects of chemotherapy in , 
cancer patients. Silberfarb, My, 597-601 

psychosocial outcome after coronary artery sur- 
gery. Gundle, De, 1551-1594 

role of psychiatric and behavioral factors in prac- 
tice of medicine. Houpt, Ja, 37-47 

serial cognitive testing in cancer patients receiving 
chemotherapy. Oxman, Oc, 1263-1265 

visible physical impairment and psychological ad- 
justment among pediatric cancer survivors. 
O'Malley, Ja, 94-96 

Physicians see also Medicine, Practice of 

refusing treatment for mental illness, historical and 
ethical dimensions. Reiser, Mr, 329-331 

Physostigmine 

test in rabbit syndrome and tardive dyskinesia. 
Weiss, My, 627-628 

Piperacetazine 

tardive dyskinesia following low doses of. Domin- 
guez, De, 1617-1618 И 

Pituitary-Gonadal Axis see Endocrine System 

Police Officers 

training, to distinguish mental illness. Janus, Fe, 
228-229 

Political Abuse of Psychiatry 

political implication of drug-induced 
sensitivity (Itr to ed). Pitman, Au, 993 

Polypharmacy see Combined Treatment 

Potassium Levels see Hyperkalemia 

Pre-Columbian Mexican Art 

depression as expressed in. de la Fuente, Se, 
1095-1098 

Prediction 

of dangerous behavior in emergency civil com- 
mitment. Rofman, Se, 1061-1064 

MHPG as predictor of aatidepressant response to 
imipramine and maprotilire. Rosenbaum, Se, 
1090-1092 

more on predicting dangerousness (ltr to ed). Web- 
ster, Fe, 261-262 

plasma and saliva levels of chlorpromazine and 
subjective response. Van Putten, Oc, 1241-1242 

predicting outcome of antipsychotic drug treat- 
ment from early response. May, Se, 1088-1089 

predicting which patients will be discharged 
against medical advice, pilot study. Steinglass, 
No, 1385-1389 

Pregnancy 

planning for pregnant resident (ltr to ed). Kalman, 
reply of Butts, My, 636-637 

Premorbid Adjustment 

poor, CT scan abnormalities in chronic schizo- 
phrenia and. Weinberger, No, 1410-1413 

Present State Examination 

teaching, in America. Luria, Ja, 26-31 

Primal Scene 

study of prevalence. Rosenfeld, No, 1426-1428 

Primal Therapy 

reconsidering some recent trends in psychothera- 
py (Itr to ed). Dominiak, reply of Marmor, No, 
1475-1476 

Prison Psychiatry see also Correctional Schools 

changing perceptions of mental health needs of in- 
mates in local jails. Steadman, Se, 1115- 1116 

prison mental health programs in North Carolina 
(Itr to ed). Carter, Oc, 1278 

psychiatry and the prisoner (edtl). Halleck, My, 
603-604 

vidiation of psychiatric standards of care in Xx 


super- 


ons. Kaufman, My, 566-570 

p.r.n. Medication 

nonpharmacologic factors in administration of ` 
p.r.n. psychotropic medication on adoles¥ent ‘ 
unit. Evans, Ja, 123-124 

Probenecid 

CSF monoamine metabolites in depression and 
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schizophrenia. Berger, Fe, 174-180 

Problem Behavior 

at ege three, newborn minor physical anomalies 
and. Burg, Jy, 791-796 

Profanity 

* symptom or dyskinetic reaction? (ltr to ed). 

*Skrabanek, mply of Рагу, Mr, 384-385 

* _ Prajéctive Identification 

children's sensitivity to (itr to ed). Shapiro, Ap, 
506 

Prolactin 

changes in major depressive disorders. Asnis, Se, 
1117-1118 

effects of dopamine blockade on gonadotropins 
end testosterone in men. Siris, Fe, 211-214 

gélactorrhea and factors behind symptom produc- 
tion (ltr to ed). Cohen, reply of Zeitner, Oc, 
277-1278 

importance of akinesia, plasma chlorpromazine 
and prolactin levels. Van Putten, No, 1446-1448 

paarmacogneic anc psychogenic aspects of galac- 
тоттћеа, case report. Zeitner, Ja, 111-112 

response, deficient, to morphine in depressed pa- 
tients. Extein, Jv, 845-846 

Propranolol 

cx orpromazine, tardive dyskinesia, and (ltr to ed). 
Risch, reply of Bacher, Se, 1125 

low-dose, in tardive dyskinesia. Bacher, Ap, 495- 
497 

Psaudocholinesterase 

acetylcholinesterase and, activities in anxiety. 
Mathew, Se, 1118-1120 

Pseudodementia 

questianing concept of (Itr to ed). Shraberg, reply 
of Wells, Fe, 260-261 

Pseudomonas aeruginosa 

in hemodialysates from schizophrenic patients (Нг 
to ed). Brown, Fe, 257 

Pseudaseizures 

identifying, with anhydrous ammonia (Кг to ed). 
LeVine, Au, 995 

Psychiatrists 

attitudes of, towerd elderly patients. Ford, ‚МУ, 
571-575 

d-fferences between psychologists and, in use of 
DSM-III. Morey, Se, 1123-1124 

3ex and Boards. Jacobs, Oc, 1226-1228 

Psychiatry 

American, today, Adolf Meyer and. Neill, Ap, 
460-464 

consciousness disziplines and behavioral sciences, 
questions of comparison and assessment. 
Walsh, Je, 663-673 

psychiatrists in emergency situation (ltr to ed). 
Slaby, Je, 753 

Psychiatry, Practice of 

career choices for women psychiatric residents. 
Benedek, Mr, 301-305 

documenting shortage of psychiatrists, repair shop 
model, Knesper, No, 1439-1442 

ethics of psychotherapy. Karasu, De, 1502-1512 

importance of clinical work to psychiatrists (ltr to 
ed). Glickman, Oc, 1280 

* medical responsibility’ in institutional settings. 
Bursten, comment of Stoddard, Se, 1071-1078 

more on medical esponsibility (Itr to ed). Bursten, 
Oc. 1277 

nore on psychoanalyst at mid-career (Itrs to ed). 
Mcline; Klumpner, reply of Gedo, Ja, 132-133 

rhysizal examination in office practice. Anderson, 
Oc, 1188-1192 

psychiatrist’s role in aerospace 
Sledge, Au, 956-959 

psychiatrists’ trensition from training to career, 
stress and mastery. Looney, Ja, 32-36 

yc psychiatrists (Ит to ed). Slovenko, Se, 


operations. 


129 
ps from chart browser (Ит to ed). Charach, Se, 
1131 
"wf rsychiatry is low-paid medical specialty. 
Sharfstein, Jy, 831-833 
Psychic Studies 
should psychic studies be included in psychiatric 
N 


* 


edücation? opinion survey. Dean, Oc, 1247- 
1249 

Psychoanalysis 

more on psychoanalyst at mid-career (ltrs to ed). 
Moline; Klumprer, reply of Gedo, Ja, 132-133 

on new trends in psychotherapy (ltr to ed). Conn, 
Au, 994-995 

psychoanalytic approach to therapeutic impasse 
with impulsive adolescent, permission to speak 
unspeakable. Hoffer, No, 1404-1409 

Psychoanalytic Theory 

emotion as personal creation, psychoanalytic and 
psychological perspective. Warme, Ap, 456-459 

“to Jove and to work,” historical-theoretical con- 
siderations (ltr to ed). Ansbacher, No, 1472- 
1473 

psychoanalytic concepts and inpatient settings (Itr 
to ed). Moldawsky, No, 1473-1474 

psychoanalytic concepts in psychiatric training. 
Pardes. My, 613-616 

reconsidering some recent trends in psychothera- 
py (Itr to ed). Hoaken, reply of Marmor, No, 
1474-1476 


Psychological Adjustment see Adjustment, Psycho- . 


social : 
Psychological Tests see Tests, Psychological 
Psychologists 
differences between psychiatrists and, in use of 
DSM-III. Morey, Se, 1123-1124 
psychologists’ reaction to DSM-III (ltr to ed). 
McReynolds, reply of Spitzer, No, 1468-1469 
Psychosis 
amantadine-associated recurrence of. Hausner, 
Fe, 240-242 
coexisting, tardive dyskinesia and, clonidine ther- 
apy for. Freedman, My, 629-630 
defining drug-induced supersensitivity (ltr to ed). 
Goetz. reply of Chouinard, Au, 992-993 
erotomania, separate entity. Rudden, Oc, 1262- 
1263 
manic, following rapid withdrawal from baclofer.. 
Arnold, No, 1466-1467 
pain insensitivity in psychotic patients (ltr to ed}. 
Evans, reply of Davis, Ap, 507 
paranoid, sleep apnea syndrome and. Berrettini, 
Ap, 493-494 
in peasant society, social outcomes. Westermeye-, 
No, 1390-1394 
psychogenic oligodipsia with hypernatremia in 
psychotic patient. Nadler, Oc, 1269-1270 
psychotic reaction caused by proprietary oral diet 
agents. Schaffer, Oc, 1256-1257 
recurrent menstrual, prevention of, by oral con- 
traceptive. Felthous, Fe, 245-246 
supersensitivity, neuroleptic-induced, clinical and 
pharmacologic characteristics. Chouinard, Ja, 
16-21 
titrated versus fixed-dose protocols (ltr to ec). 
Kuehnle, reply of Belmaker, Fe, 256-257 
with withdrawal from ethchlorvynol. Heston, Fe, 
249-250 
withdrawal states and alcoholic hallucinosis (Itr to 
ed). Merrin, reply of Heston, Oc, 1280-1281 
Psychosocial Adjustment see Adjustment, Psycho- 
social 
Psychosomatic Disorders 
psychophysiologic factors in sudden cardiac 
death. Lown, No, 1325-1335 
Psychotherapy 
alternative to amobarbital interview (ltr to ed). 
‘Grinspoon, My, 635 Р 
assessing mistakes їп (Itr ta ed). Scotton, reply of 
e Buckley, Au, 993-994 . 
beyond superego (edtl). бгиперашт, Ју, 817-818 
brief group, with chronic hemodialysis Patients; 
Campbell, Oc, 1234-1237 
burden of documentation (Itr to ed). Schuster; My, 
634-635 
case of Anna O, reformulation. Hollender, Jy, 
797-800 
confidentiality and third-party requests (ltr to ed). 
Shapiro, My, 636 
in defense of JCAH (ltr to ed). Affeldt, Au, 993 
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effect of psychiatric intervention on use of anti- 

hemophilic factor concentrate. Handford, Oc, 
254-1256 

emotion as personal creation, psychoanalytic and 
psychological perspective. Warme, Ap, 456-459 

ethics of. Karasu, De, 1502-1512 

family therapy training for psychiatric residents. 
Harbin, De, 1595-1598 • 

in ghetto, time orientation and. Lager, Mr, 306- 
309 

on "IL," conceptual foundations of responsibility. 
Globus, Ap, 417-422 

laboratory of preventive knowledge (itr to ed). 
Boszormenyi-Nagy, De, 1626-1627 

metaphysical nature of (Itr to ed). Burra, De, 1623- 
1624 

more on case of Anna О (ltr to ed). Pappenheim, 
reply of Hollender, De, 1625-1526 

on new trerds in (itr to ed). Conn, Au, 994-995 

omnipresence of culture (Itr to ed}. Moffic, reply of 
Foulks, De, 1628-1629 

psychoanalytic approach to therapeutic impasse 
with impuls:ve adolescent, permission to speak 
unspeakzble. Hoffer, No, 1404-1409 

questioning efficacy of combined therapy (ltr to 
ed). Nielsen, reply of Weissman, Mr, 381-382 

recent trends in. Marmor, Ap, 409-416 

reconsidering some recent trends in (Itrs to ed). 
Bittker; Hoaken; Mitchell; Deminiak, reply of 
Marmor, №, 1474-1476 

role of humor and folklore themes in. Heuscher, 
De, 1546-1549 

social attitudes toward patients with anorexia ner- 
vosa. Branch, My, 631-632 

standards (ltr to ed). Roberts, reply of Buckley, 
Jy, 867-368 

therapists’ recognition of psychopathology, model 
for quality review of. Kass, Jz, 87-90 

time orientation and ghetto patients (lr to ed). 
Bell, reply of Lager, Oc, 1279 

training in brief therapy, a survey of psychiatric 
residency programs. Clarkin, Au, 978-979 

trust-based therapy, contextual approach. Boszor- 
menyi-Nagy, Jy, 767-775 

unstated problem in psychological testing referral. 
Cohen, Oc, 1173-1176 

Vith axis for DSM-III, psychodynamic evaluation. 
Karasu, My, 607-610 

‘Public Health" 

use of term (Иг to ed). Meyerhof, No, 1476 

Puerto Ricans 

study of, culture and psychopathology. Fernan- 
dez-Pol, Je, 724-726 


Q 


Quadriplegic Patients . 

dangerousness and right of psychotic quadriplegic 
patient to refuse treatment. Рагу, My, 623-624 

Questionnaire Response 

telephone contract and (ltr to ed). Nathan, Se, 
1131-1132 


R 


Rabbit Syndrome 

tardive dyskinesia and, physostigmine test in. 
Weiss, My, 627-628 

Racial Biss . 

measuring, in inpatient treatment. Flaherty, Je. 
679-682 

race bias in diagnosis and disposition of violent 
adolescents. Lewis, Oc, 121:-1216 

Racial Differences see also Minarity Care 

in erythrocyte lithium transport, pilot study of. 
Okpaku, Ja, 120-121 

psychopharmacologic norms in blacks and whites 
(Itr to ed). Adebimpe, Jy, 870-871 

Racism see South Africa 

Rape 

male, offenders and victims. Groth, Jy, 806-810 

victims, male, noninstitutionalized assault. Kauf, 
man, Fe, 221-223 
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Rapid Neuroleptization * 
reconsidered (itr to ed). Belmaker, reply of Don- 
lon, Ja, 129-130 . 


Receptors see Brain Receptors 


Recertification 

and child psychiatry. Philips. Mr, 365-367 

continuing certification and continu:ng education. 
Robinowitz, Mr, 292-296 

"Records, Psychiatric 

burden of documentation (Itr to ed). Schuster, My, 
634-635 

in defense of JCAH (ltr to ed). Affekit, Au, 993 

Medicaid records, psychiatric private sector. Peri- 
man, De, 1586-1588 

patient access to records, tonic or toxin? Roth, 
My, 592-596 

Referral, Psychological Testing 

unstated problem in. Cchen, Oc, 1173-1176 

Refugees see Vietnamese Refugees 

Refusal of Treatment see Right to Refuse Treatment 

Relapse 

in schizophrenia. Herz, Jy, 801-805 

Relatives see Families; Family History 

Religion 

charismatic religious experience and large-group 
psychology (edtl). Ga'anter, De, 1550-1552 

"'ex-gays,'"' religiously. mediated change in homo- 
sexuals. Pattison, De, 1553-1562 

"'healthy-minded," of modern American women, 
religiousness, conversion, and subjective well- 
being. Shaver, De, 1553-1568 

psychological irduction into large-group, findings 
from modern religious sect. Galanter, De, 1574- 
1579 

reconsidering some receat trends in »sychothera- 
py (ltr to ed). Bittker, reply of Marmor, No, 
1474-1476 

tenacity of attachment to cuit leader, psychiatric 
perspective. Deutsch, De, 1569-1573 

Renal Function see also Hemodialysis 

results of clinical renal function tests in lithium pa- 
tients. Gerner, Jy, 834-837 

Research see also Methodology 

directions in child psychiatry. Philips, No, 1436- 
1439 

psychiatric, intrapsychic structural effects of (Itr to 
ed). Braff, reply of Siris, Se, 1129-1130 

in psychiatry, co-citation analysis. Crawford, Ja, 
52-55 

telephone contact and questionnaire -еѕропѕе (їг 
to ed). Nathan, Se, 1131-1132 

training in psychiatry, survey of current practices. 
Strauss, Je, 727-729 

Residents, Psychiatric see Education, Psychiatric 

Response, Subjective see Prediction 

Responsibility 

on "I," conceptual foundatioas of. Globus, Ap, 
417-422 

Right to Refuse Treatment 

Boston State Hospital case, “involuntary mind 
control," Constitution, and “right to rot.” Ap- 
pelbaum, Je, 720-723 

dangerousness and right of psychotic quadriplegic 
patient to refuse treatment. Pary, My, 623-624 

drug refusal, study of psychiacric inpatients. Ap- 
pelbaum, Mr, 340-346 

ECT and special problems of informed consent. 
Culver, My, 586-591 

legal guardianship in drug refusal, illusory solu- 
tion. Gutheil, Mr, 347-352 

psychiatrist's double bind, right to refuse médica: 
tion. Ford, Mr, 332-339 

psychopharmacological precautions in right to re- 
fuse medication. Lacoursiere, Jy, 856-858 

refusing treatment for mental illness, historical and 
ethical dimensigns. Reiser, My, 325-331  * 

restraint versus treatment, seclusion as discussed 
in Boston State Hospital case. Gutheil, Je, TE 
719, 

in search- of true freedom, drug refusal, in- 

voluntary medication, and “rotting with your 

ts on"' (edtl). Gutheil, Mr, 327-328 


social and cultural perspectives on medication re- 
fusal. AmaraSingham, Mr, 353-358 

Right to Treatment Suit 

court intervention and right to treatment (Itr to ed). 
Peele, reply of Kaufman, Je, 751-752 

Rogers 

reconsidering some recent trends in psychothera- 
py (їг to ed). Dominiak, reply of Marmor, No, 
1475-1476 


Schizoaffective Disorder 

invalid diagnosis? comparison of schizophrenia, 
affective disorder, and. Pope, Au, 921-927 

lithium response in good prognosis schizophrenia. 
Hirschowitz, Au, 916-920 

Schizophrenia, Diagnosis of 

affective flattening and emotional blunting (Itr to 
ed). Silk, replies of Andreasen; Abrams, Jy, 
868-869 

affective flattening, schizophrenia, and akinesia 
(Itr to ed). Rifkin, Ja, 129 

diagnosis according to Kraepelin (Itr to ed). Schor- 
er, De, 1625 

differentiating mania from schizophrenia by TRH 
test. Extein, Au, 981-982 

erotomania, separate entity. Rudden, Oc, 1262- 
1263 

importance of akinesia, plasma chlorpromazine 
and prolactin levels. Van Putten, No, 1446-1448 

lithium response in good prognosis schizophrenia. 
Hirschowitz, Au, 916-920 

modern diagnosis schizophrenia in hospitalized 
psychiatric patients. Ries, No, 1419-1421 

"schizcaffective disorder," invalid diagnosis? 
comparison of schizoaffective disorder, schizo- 
phrenia, and affective disorder. Pope, Au, 921- 
927 

Schizophrenia, affect and outcome. Gift, My, 580- 
585 


. Schizophrenia to manic-depression, mutation or 


misdiagnosis? Ibe, Je, 742-743 

Schizophrenia, Research in 

cerebellar pathology in schizophrenia, controlled 
postmortem study. Weinberger, Mr, 359-361 

cerebrospinal fluid cortisol levels in depression 
and schizophrenia. Jimerson, Au, 979-980 

clinical response and serum neuroleptic levels in 
childhood schizophrenia. Meyers, Ap, 483-484 

clinical state and serum neuroleptic levels mea- 
sured by radioreceptor assay in schizophrenia. 
Tune, Fe, 187-190 

CSF monoamine metabolites in depression and 
schizophrenia. Berger, Fe, 174-180 

design in studies of "'irreversible" treatments (Кг 
to ed). Bérven, reply of Di Scipio, Ja, 127-128 

dialysis for schizophrenia, review of clinical trials 


and implications for further research. Fogelson, ; 


My, 605-607 

effects of thioridazine on cognitive functioning of 
hypotonic schizophrenic boy. Inayatulla, No, 
1459-1460 

elevation of brain neuroleptic/dopamine receptors 
in schizophrenia. Lee, Fe, 191-197 

hemodialysis, endorphins, and schizophrenia. 
James, Ар, 488-489; omission (Иг to ed), De. 
1629 

human leukocyte antigen À; and psychopathology 
in chronic schizophrenia, Luchins, Ap, 499-500 

migraine and schizophrenia (Itr to ed). Mehta, Se, 
1126 

paranoid schizophrenta and platelet MAO activity. 
Baron. №, 1465-4466 Е ‹ 

personal response to "'superkids" (ltr to ed). 
Anonymous psychiatrist, My, 633 „ 

platelet y-aminobutyrate-a-ketoglutarate trans- 
aminase (GABA-T) in schizophrenia. White, Je, 
733-734 

platelet MAO in schizophrenia (ltr to ed). Yu, Je, 
749 

platelet MAO Vmar and K, in chronic schizophren- 
ic subjects. Giller, Ja, 97-98; correction, Mr, 
385 
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poor premorbid adjustment and CT scan abnor- 
malities in chronic schizophrenia. Weinberger, 
No, 1410-1413 

Pseudomonas aeruginosa in hemodialysates fom 
schizophrenic patients (Itr to ed). Brown, Fe, 
257 


self-induced water intoxication Ж schizophrehic `, 


patients. Smith, Se, 1055-1060 

schizophrenia, affect and outcome. Gift, My, 580- 
585 

Schizophrenia, Treatment of 

“coffee groups,” nine-year follow-up study. Mas- 
nik, Ja, 91-93 


community mental health centers and treatmen: of 


severe mental disorder. Goldman, Ja, 83-86 

design in studies of ‘irreversible’ treatments (ltr 
to ed). Bérven, reply of Di Scipio, Ja, 127-128 

dialysis for schizophrenia, review of clinical tr als 
and implications for further research. Fogels»n, 
My, 605-607 

dialysis of schizophrenic patients, double-bl. nd 
study. Diaz-Buxo, Oc, 1220-1222 

lithium response іп good prognosis schizophreria. 
Hirschowitz, Au, 916-920 

relapse in schizophrenia. Herz, My, 801-805 

use of ECT in. Salzman. Se, 1032- 1041 

Seclusion 

as discussed in Boston State Hospital case, -e- 
straint versus treatment. Gutheil, Je, 718-719 

Sects, Religious see Religion 

Sedatives 

comparison of соруб impairment due to ben- 
zodiazepines and to narcotics. Hendler, ly, 
828-830 

neuropsychological impairment and exclusive 
abuse of hypnotics or. Bergman, Fe, 215-217 

Seizures 

during tricyclic therapy. Lowry, No, 1461-1462 

hysterical, diagnosis of, in epileptic patients. Ra- 
mani, Je, 705-709 

prolonged confusional'state and EEG seizure ac- 
tivity following concurrent ECT and lithium 
use. Weiner, No, 1452-1453 

Self-Castration see Autocastration 

Self-Images 

latent, activation of, pathological grief and. Horo- 
witz, Oc, 1157-1162 

Self-Mutilation 

Caenis syndrome (Itr to ed). Goldney, Fe, 260 

family experiences of self-mutilating patients. Car- 
roll, Jy, 852-853 

Self-Perception 

academic achievement and, variations in desegre- 
gated setting. Hare, Je, 683-689 

Self-Preservation 

aggression and (Ис to ed). Owens, Ap, 508 

Self-Report Symptom Scale 

use of, to detect depression in community sample. 
Myers, Se, 1081-1084 

Serotonin 

rapid mood cycling and concomitant cortisol 
changes produced by cyproheptadine. Golc, 
Mr, 378-379 

relationship of neuroleptic drug effects at braia 
dopamine, serotonin, a-adrenergic, and histe- 
mine receptors to clinical potency. Peroutkz, 
De, 1518-1522 

Serum Levels 

neuroleptic, low, in patients receiving fluphena- 
zine decanoate. Tune, Ja, 80-82 

Services, Mental Health see Delivery, Mental Health 

Sex Differences 

tardive dyskinesia and (ltr to ed). Chouinard, Ap, 
507 

Sexual Disorders 

irfterface between sexual dysfunction and magital 
conflict. Hartman, My, 576-579 M 

opiate use and sexual function. Mirin, Au, 909-915 

opiate use and sexual function in women (]tr о, 
ed). McNamee, De, 1628 

sex and heroin (edtl). Savage, Au, 951-952 

Sexuality 

geriatric, recognizing (Itr to ed). Willis, Jy, 870° 
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Shortage of Psychiatrists 
documenting, repair shop model. Knesper, No, 
\ 1439-1442 
Side Effects see Drug Side Effects 
Sleep Deprivation 
4 revzrsal of dexamethasone nonsuppression with, 
o. da, primary гезит Nasrallah, No, 1463- 
. 1464 
Sleep Disorders 
ancther case of nocturnal enuresis (Ит to ed). Wal- 
lens, No, 1471 
nigatmares, clinical characteristics and personality 
fatterns. Kales, Oc, 1197-1201 
nocturnal enuresis caused by psychotropic drugs. 
Shenoy, Je, 739-740 
paranoid psychosis and sleep apnea syndrome. 
Berrettini, Ap, 493-494 
similarities in EEG sleep findings for Kleine-Levin 
syndrome and unipolar depression. Reynolds, 
Ja, 116-118 
Social Outcomes see Adjustment, Psychosocial 
South Africa 
American brand of apartheid? (itr to ed). Terner, 
Ap, 504 ` 
apartheid and psychiatry (Itr to ed). Frankel, Se, 
1128 
more on South African report (Itr to ed). Don, re- 
plies of Stone; Pinderhughes, Jy, 866-867 
from South African Department of Health (ltr to 
ед). Henning, reply of Spurlock, Jy, 864-866 
Spenish-Speaking Patients 
cul-ure and psychopathology, study of Puerto Ri- 
cans. Fernandez-Pol, Je, 724-726 
misunderstood Spanish-speaking patient. Kline, 
De, 1530-1533 
Spct Checks see Patient Compliance 
Spcuse Abuse see Abusive Families 
Stat 
impact of threatening patient on ward communica- 
tions. Cornfield, My, 616-619 
Sta-istical Analysis see Methodology 
Stress Response Syndrome 
occurring after delirium. Mackenzie, No, 
1435 
Students see University Students 
Subdural Hematomas 
catatonia in patient with. Woods, Au, 983-984 
Sucden Death 
рѕусђіатг:с patients and (Itr to ed). Wendkos, De, 
1627-1628 
psychophysiologic factors in sudden cardiac 
death. Lown, No, 1325-1335 
unrelated, haloperidol and. Smith, Jy, 843-844 
Suicide 
homicide. accidents, and, epidemiologic study of, 
violent deaths as leading cause of mortality. 
Holirger, Ap, 472-476 
іпЯ зепсе of gun control laws on suicidal behavior. 
Lester, Ja, 121-122 
mo-e on women physicians and (Кг to ed). Ennis, 
Se, 1125-1126 
rates, regional, hazards of minority status and (Иг 
to edi. Lester, №, 1469-1470 
Supersensitivity, Cholinergic see Cholinergic Super- 
sensitivity 
Supersensitivity Psychosis 
defning drug-induced supersensitivity (Иг to ed). 
Goetz, reply of Chouinard, Au, 992-993 
netroleptic-induced, clinical and pharmacologic 
characteristics. Chouinard, Ja, 16-21 
poltical implication of drug-induced 
sensitivity (Itr to ed). Pitman, Au, 993 
Supervision 
from supervisee to supervisor, unexplored aspect 
cf psychiatrist's education. Granet, No, 1443- 
1446 é 
yu see Neurosyphilis 


1433- 


super- 


, T 

Tardive Dyskinesia 

agticholinergics and (Иг to ed). Tanner, reply of 
Chouinard, No, 1470-1471 


baclofen and (Ит to ed). Feder, reply of Amster- 
dam, My, 633-634 

body weight and. Smith, Oc, 1272-1274 

coexisting psychosis and, clonidine therapy for. 
Freedman, My, 629-630 

evaluation of CT scans in. Jeste, Fe, 247-248 

following low doses of piperacetazine. Dominguez, 
De, 1617-1618 

glutamate neurotoxicity and (ltr to ed). Sanberg, 
reply of Holland, No, 1471-1472 

haloperidcl-induced, in 10-year-old girl. Petty, Je, 
745-746 

low-dose propranolol in. Bacher, Ap, 495-497 

more on drug history and (ltr to ed). Schiff, reply 
of Smith, Ja, 126-127 

oculogyric crises and (ltr to ed). Munetz, De, 
1628 

oculogyric dystonia in. Nasrallah, Jy, 850-851 

patients, identification of subgroup of, by pharma- 
cologic probes. Moore, Oc, 1202-1205 

propranolol, chlorpromazine, and (ltr to ed). 
Risch, reply of Bacher, Se, 1125 

public health issues in, overview. Gardos, Jy, 776- 
781 

rabbit syndrome and, physostigmine test in. 
Weiss, My, 627-628 

review and update. Klawans, Au, 900-908 

sex differences and (Itr to ed). Chouinard, Ap, 507 

strategy for study of patients at high risk for. 
Kane, Oc, 1265-1267 

summary of task force report of American Psychi- 
atric Association. Task Force on Late Neuro- 
logical Effects of Antipsychotic Drugs, Oc, 
1163-1172 

Tardive Tourette Syndrome 

in autistic patient after long-term neuroleptic ad- 
ministration. Stahl, Oc, 1267-1269 

Telephone Contact 

questionnaire response and (Itr to ed). Nathan, Se, 
1131-1132 

Testosterone 

effects of dopamine blockade on gonadotropins 
and, in men. Siris, Fe, 211-214 

opiate use and sexual function. Mirin, Au, 909-915 

Tests, Psychological see also Present State Examina- 
tion 


unstated problem in psychological testing referral. ' 


Cohen, Oc, 1173-1176 
Thiazide 
-induced hypercalcemia in manic-depressive pa- 
tient. Gammon, No, 1453-1455 
Thiopental Sodium 
behavioral desensitization of phobic anxiety using. 
Pearlman, De, 1580-1582 
Thioridazine 
effect of anticonvulsants on plasma haloperidol 
and thioridazine levels. Linnoila, Jy, 819-821 
effects of, on cognitive functioning of hypotonic 
schizophrenic boy. Inayatulla, No, 1459-1460 ' 
Third-Party Payment see Insurance 
Third-Party Requests 
confidentiality and (itr to ed). Shapiro, My, 636 
Thyroid Disorders 
accidental lithium carbonate treatment of thyro- 
toxicosis as mania. Wharton, Je, 747-748 
thyrotoxicosis and mania (ltr to ed). Caroff, reply 
of Josephson, Fe, 262-263 
Thyrotropin-Releasing Hormone Test 
differentiating mania from schizophrenia by. Ex- 
tein, Au, 981-982 
Time Orientation 
ghetto patients and (ltr to ed): Bell, reply of Lager, 
Oc, 1279 
epsythotherapy in ghetto and, Lager: Mr, 306-309 
Tinnitus 
in imipramine therapy. Racy, Jy, 854-855 
Titration 
titrated versus fixed-dose protocols (иг to ed). 
Kuehnle, reply of Belmaker, Fe, 256-257 
Toronto 
benzodiazepine-associated emergencies in. Busto, 
Fe, 224-227 
Toxicity see also Overdose 
cimetidine, manifested as paranoía and hallucina- 
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tiofis. Adler, Se, 1112-7113 
glutamate neurotoxicity and tardive dy: kinesia (Itr 
„іо ed). Sanberg, reply of Holland, No, 1471- 
1472 
'intoxication associated with lithium and ECT. 
Mandel, Se, 1107-1109 
psychotic reaction caused by proprietary oral diet 
* "agents. Schafer, Oc, 1256-1257 
treatment of lithium/neuroleptic neurotoxicity dur- 
ing lithium maintenance. Coffey, Је, 736-737 
Transactional Analysis 
reconsidering some recent trends :п р: ychothera- 
py (itr to edi. Mitchell, reply of М згтог, No, 
1475-1476 
Transcendental Meditation 
versus muscle relaxation, two-year fellow-up of 
controlled experiment. Zuroff, Oc, 1229-1231 
Transfer, Patient 
transfers from general hospital psychiatric service 
to state hospital. Cotton, Fe, 230-2:3 
Transsexualism 
follow-up of 17 biologic male transsexuals after 
sex-reassignment surgery. Hunt, Ar, 432-438 
role of grandmothers in. Halle, Ap, 497-498 
Traumatic Neurosis 
in etiology of alcoholism, Viet Nam combat and 
other trauma. Lacoursiere, Au. 966-968 
Triiodothyronine 
imipramine, depression, and (Itr to ed). Steiner, re- 
ply of Garbutt, Mr, 383-384 
Tyrosine 
p-phenylalanine in endogenous depression. Mann, 
De, 1611-1612 
for treatment of depression. Gelenberz, My, 622- 
623 


U 


Unification Church - 

psychological induction into large-groap, findings 
from modern religious sect. Galante:, De, 1574- 
1579 

University Students 

DSM-III, psychiatric diagnosis in university popu- 
lation. Stangler, Au, 937-940 

Urinary Incontinence 

enuresis and incontinence occurring with neuro- 
leptics (Itr to ed). Ambrosini, Cic, 1278-1279 

Utilization of Services see Delivery, Mental Health 


UM 


Viet Nam Combat 

other trauma and, traumatic neurosis ir etiology of 
alcoholism. Lacoursiere, Au, 966-958 

Vietnamese Refugees 

Indochinese refugee psychiatric clinic, culturally 
accepted treatment approaches. Einzie, No, 
1429-1432 

psychiatric assessment of Vietnamese refugee 
through art. Burch, Fe, 236-237 

Violence see also Abusive Families 

explaining increased arrest rate among mental pa- 
tients, caationary note. Sosowsky. De, 1602- 
1605 

PCP abuse and (ltr to ed). Wright. Je, 752-753 

race bias in diagnosis and disposition of violent 
adolescents. Lewis, Oc, 1211-1216 

Yiolent Deaths 

as leading cause of mortality, epidemielogic study 
of suicide, homicide, and accident:. Holinger, 
Ap, 472-476 

Yoting Rights 

voting mental patient (Itr to ed). Bernal y Del Rio, 
Au, 995 


w 


War see Combat Reaction 

"Water Intoxication 

self-induced, in schizophrenic patients. Smith, S. 
1055-1060 
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Weight Loss see also Obesity ` E 


tardive dyskinesia and bod y weigh. Smith, 0s. 


1272-1274 
Widows 


controlled study. of self-help intervention for. | 


Vachon, No; 1380-1384 — . ^ 
Wife-Beating see Abusjve Families . - 
Withdrawal ' 


abrupt, fróm doxepin, delitium after, case report. 


Santos, Fe, 239-240 T 

of antipsychotic drugs, medical symptoms associ- 
ated with, role of cholinergic supersensitivity 
in. Luchins, No, 1395-1398 

from baclofen, rapid, manic psychosis following. 
Arnold, No, 1466-1467 р 

benzodiazepine, symptoms (tr to ed). Kaplan, re- 
ply of Epstein, Je, 750-751 


clonidine for opiate detoxification, outpatient ‘clini: | 


€al trials. Washton, Se, 1121-1122- 
effect of methadone dosage on clon. dine detoxifi- 
cation efficacy. Gold, Mr, 375-276 


from ethchlorvynol, psychosis with Heston, "Ее, 


249-250 





iatrogenic opiate addiction, successful detoxifica- 


tion with clonidine..Charney, Au, 989 990 
lorazepam, case report of. Stewart, Se, 1113-1114- 


"states, alcoholic ballucinosis and (itr to ed). Mer- 


rin, reply of Heston, Oc, 1280-1281: 
symptoms, from chronic use of low-dose barbitu- | 
‘rates. Epstein, Ja, 107-108 —~ i х è 
syndromes, chólinergic rebounds and (ltr to ed). 
„Рагу, reply of Gardos, Fe, 261, . ~ 
Witness, Complaining ' КЧ 


psychiatric examination of, credibility and iricred-- E 


ibility. Goldstein, Oc, 1238-1240 


"Women _ 
“Caenis syndrome (itr to ed). Goldney; Fe, 260 


‘controlled study of self- help intervention for wid- 
ows. Vachon, No, 1380-1384 * 


‘equal rights in 1875 (Ит to ed). Mann, Ap, 508. 


galactorrhea and factors behind'symptom produc- 
tion (ltr to 'ed). Cohen, reply of Zeitner, Oc; 
1277-1278 

modern American, ` "healthy-minded" religion of, 


religiousness, conversion, and subjective well- 


Am J Psychiatry 137:12, December 1980 


being, Shaver, De, 1563- 1568 

opiate use and sexual function. in (ltr to ed). 
McNamee, De, 1628 1 . 

overview, ''wife-beater's wife" reconsidered. Hil- 
bérman, No, 1336-1347 

.pharmacogenic and psychogenic aspects ‘of galac- 

 torrhea, case report. Zeitner, } 111-112, "^ 

physicians, | more on suicide and Qtr to 0 Ennis, S 
Sé, 1125-1126 ` 

planning for pregnant resident (ltr to ed). Kalman, 
reply of Butts, My, 636-637 

- pSychiatric residents, career choices for. Benedek, 
Mr, 301-305 

` psychosocial aspects of neoplastic disease, I, func- 
tional status of breast cancer patients during dif- 
` ferent treatment regimens. Silberfarb, Ap, 450- 
455 

sex and Boards. Jacobs, Ое, 1226-1228 

Work Stress 

“burnout” in-group home: houseparents. Thomp- 
son, Je, 710-714 : 

psychiatrist's role in aerospace operations. 
Sledge, Au, 956-959 


t 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 

come highly specialized in the 

field of mental health. It is a 

specific treatment modality for 

those who nged a totally planned 
* and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


| 


| 


THE ^. 
BROWN 
SCHOOLS 


An equal opportunity employer. 
Psychiatric hospitals accredited 
by the Joint Commission on 
Accreditation of Hospitals. 





The B24 Ill...a new 


generation of electro- 
convulsive therapy 


instrumentation from 


Medcraft. 


ose 


Designed with patient and operator safety in mind, this 
new series of instrumentation meets the rigorous 
requirements for listing by Underwriters Laboratories — UL 
544, Standards for Medical and Dental Equipment. The 
B24 Ill provides the physician with the ultimate in precision 
dosage levels. Consistancy of desired output level is 
assured with the following features: 
e Line Voltage Compensction — allows compen- 
sation for fluctuations in incoming line voltages. 
e Pre-programmed Voltage Selection — choice of 
eleven voltage levels from 70 volts to 170 volts. 


e Automatic Treatment Timing — adjustable from 0.1 
. Second to 1.0 second with or without Glissando. 
e Current Output Indicators — visual assurance of . 
current flow during treatment. * 


Exclusive Patient Test Module allows a complete systems 


in&egrity check of insturmentation prior to treatment. 
<linical accuracy and dependability are assured by the 
use of 100% solid state circuitry. Double shielded 
* transformer provides an additional margin of treatment 
safety. Write or call for ordering information, specifications 




























Medcraft a Division of 
Hittman Medical Systems 
9151 Rumsey Rd / Columbia, MD 21048 
301/730-7800 / Call toll-free 800/638-2896 * 


end prices. . Medcratt is a registered trademark of Hittman Corp. — | 





Continuous Offering: PKSAP IV 


e NO REGISTRATION DEADLINES 
e FLEXIBLE PARTICIPATION TIME 


e CENTRAL SCORING SERVICES AVAILABLE 
(See Schedule Below) e ' 


* СМЕ CATEGORY I APPLICABLE 
(if MCQ is centrally scored) 





PSYCHIATRIC KNOWLEDGE AND SKILL SELF-ASSESSMENT PROGRAM 


The Program 

The PKSAP provides a comprehensive approach to self-study that focuses on recent advances in psychiatry. 
PKSAP-IV is completely revised and represents a considerable expansion over previous editions. The program 
includes 180 multiple-choice questions (MCQs) and 7 patient management problems (PMPs). For the first time, 
participants will receive a comprehensive syllabus of current knowledge in psychiatry to use in studying for the 
program as well as a critique book that explains the rationale for the answers. References will be provided for 
program follow-up. 


Continuing Medical Education Credit 

If a subscriber completes and returns the MCQ answer sheet for central scoring prior to the designated dead- 
line, a maximum of forty (40) credit hours may be claimed in Category |. For those completing the program BUT 
do not return the MCQ answer sheets for scoring, hour-for-hour credit may be claimed in Category 5A, up to 
twenty-two (22) hour limit. 


PERIODIC SCORING & REPORTING SCHEDULE: 


If МСО Answer Sheet Performance Report 
Received By: Returned By: 

November 28, 1980 February, 1981 

March 31, 1981 June, 1981 

July 31, 1981 October, 1981 

November 27, 1981 February, 1982 

March 31, 1982 June, 1982 


You may register by completing the form below and submitting it with the appropriate fee to LETTERCOM - 
WASHINGTON, 310 Swann Avenue, Alexandria, VA. 22301. For further information, including group registra- 
tions (e.g. training programs), write the Office of Education, APA, 1700 18th Street, N.W., Washington, D.C. 
20009. 





PKSAP IV REGISTRATION FORM—1980 ALL ORDERS MUST BE 
PREPAID 


Please type or print all information 














2 S А: 
Street Address 
EG Е гага ardt. 3 Du ME 
City Address 
FEES: . е 
O Psychiatry Resident-In-Training М $35.00* 
O Member, American Psychiatric Association (other than above) s б 55.00* 
О Physician. (other than above) : 75.00* 


Please make check payable to Lettercom - PKSAP-IV and mail to Lettercom - Washington, 310 Swann Avenue, Alexandria, Va. 
22301. a 


*Foreign countries, including Canada, funds must be in U.S. dollars. 





Because every day 
counts in the relief of 


newAagendin 


Vae se 


Tablets 50 mg, 100 mg, 150 mg 


ла physician cannot 
1 judge just which 

1 depressive day will be 
E one too many." 


.. 1. Talley JH, in "Treat depression as the curable 
disease it is." Patient Care 11:20-41, 1977. 


See ASENDIN prescribing information on last page for 
more detailed information concerning side effects 





Your patients can begin to feel better 
and function better—not just sleep betler— 


INdays not weeks 


Rapid antidepressant action 
that begins sooner than with 
amitriptyline or imipramine 


Rapidly. relieves important symptoms of depression, 
often in the early days of therapy— 

onset of action as early as the fourth day was demonstrated 
in soecially-designed studies involving 95 patients* 

As the first dibenzoxazepine antidepressant, ASENDIN* amoxapine is 
a new. chemical entity A product of research and development at 
Lederle Laboratories, its unusual early onset of therapeutic 

action has been demonstrated in numerous double- 

blind studies. In contrast to the two to three weeks 

usually required to achieve antidepressant response 

with amitriptyline or imipramine, significant improvement 

often occurs within four to seven days with ASENDIN. 


ASENDIN* amoxapine provided greater relief 
than amitriptyline for key anxiety-depression 
symptoms on days 4 and 7 of therapy 


PERCENT (96) MAXIMUM POSSIBLE IMPROVEMENT IN А CLUSTER OF 
ANXIETY-DEPRESSION SYMPTOMS- DOUBLE-BLIND 71-PATIENT STUDY * 








0 10 20 
ASENDIN 


Day 4 


AMITRIPTYLINE 


*Data on file, Clinical Research Department, Lederle Laboratories. 












Rapidly improves a broad range of 
depressive symptoms -not just insomnia 
for earlier remission and return to 
normal activities 


In controlled clinical studies, ASENDIN exerted 
a more rapid overall positive influence on 
the depressive state than was achieved 
with imipramine. 


Rapidly relieves sleep disturbances 
in most patients, usually without impairment 

of daytime alertness... 

patient gets a restful nights sleep 

without oversedation 


ASENDIN is similar to amitriptyline in its ability to relieve 
the insomnia associated with depression. Daytime 
drowsiness is usually not a problem. However, patients 
should be advised that if drowsiness is experienced 
they should avoid driving automobiles 

or operating machinery. 


See ASENDIN prescribing information on last page for 
more detailed information concerning side effects. 


A side effects profile 
hat promotes patient improvement 


ndas not wee 


Pravides assurance and confidence. 
п antidepressant therapy 


o serious cardiotoxicity reported to date with ASENDIN® amoxapi 


meres or other serious cardiac effects have been noted in U.S. and foreign studies 
ac rdia and nonspecific T-wave changes were occasionally reported. Antidepressants 
ecommended for use during the acute recovery phase following myocardial infarction. 


Exellent patient tolerance 
helos assure a high level of 
patient comfort and compliance 


Low incidence of anticholinergic effects helps ensure patient comfort 
Jf the anticholinergic side effects, dry mouth and constipation were the most frequently Seen: 


MK. 





These side effects were generally mild and seldom required discontinuance of medication. . | 







































Fee у AE 
* е 8 2 sor 
AMOXAPINE 
Tablets 50 mg, 100 mg, 150 mg 
Now, for your next 
depressed patient 
п 
Asendin 
AMOXAPINE e» 
Recommended adult daily dosage i , ! 
РВЕ and tolerance 50 mg e 50 mg e 50 mg C 
кайнага 
оле оао $m 0 
ek ci fn совете 200 mg to 300 mg in divided doses 
Usual maintenance dosage Lowest dose that will maintain remission 
When effective dosage is established, the drug may be given in a 
single daily dose at bedttmr?—not to exceed 300 mg. 
E è ; 2 | 


«See ASENDIN prescribing information on last page for 
-~ тоге detailed information concerning side effects. 





. AMOXAPINE «e» 


. Because every day counts : 
_ in the relief of depression 


DESCRIPTION = 
ASENDIN amoxapine is an antidepressant of the dibenzoxazepine class, chemically distinct from the 
—  dibenzazepines, dibenzocycloheptenes, and dibenzoxepines. 


Itis designated chemically as 2-chloro-11-(1-piperazinyl) dibenz(b, f]-[1,4] oxazepine. The molecular 
weight is 313.8. The empirical formula is С,:Н,6СІМО 


-.'ASENDIN is supplied for oral administration as 50 mg, 100 mg. and 150 mg tablets 


CLINICAL PHARMACOLOGY 
-— ASENDIN is an antidepressant with a mild sedative component to its action. The mechanism of its clinical 
action in man is not well understood. In animals, amoxapine reduced the uptake of norepinephrine and 
mn Mone the response of dopamine receptors to dopamine. Amoxapine is not a monoamine 
oxidase inhibitor. 


- ASENDIN is absorbed rapidly and reaches peak blood levels approximately 90 minutes after ingestion. It 
is almost completely metabolized. The main route of excretion is the kidney. /n vitro tests show that 
: _ amoxapine binding to human serum is approximately 90% 


Ч іп тап, amoxapine serum concentration declines with a half-life of 8 hours. However, the major 
- metabolite, 8-hydroxyamoxapine, has a biologic half-life of 30 hours. Metabolites are excreted in the urine 
.. inconjugated form as glucuronides. 


= Clinical studies have demonstrated that ASENDIN has a more rapid onset of action than either amitrip- 
~  tyline or imipramine. The initial clinical effect may occur within four to seven days and occurs within two 
~ weeks in over 80% of responders. 


.— INDICATIONS AND USAGE 

___ ASENDINis indicated for the relief of symptoms of cepression in patients with neurotic or reactive 
-. depressive disorders as well as endogenous and psychotic depressions. It is indicated for depression 
accompanied by anxiety or agitation. 
_ CONTRAINDICATIONS 
= ASENDIN is contraindicated in patients who have shown prior hypersensitivity to dibenzoxazepine com- 
pounds. It should not be йа concomitantly with monoamine oxidase inhibitors. Hyperpyretic crises, 
severe convulsions, and deaths have occurred in patients receiving tricyclic antidepressants and mono- 
amine oxidase inhibitors simultaneously. When it is desired to replace a monoamine oxidase inhibitor with 
ASENDIN, a minimum of 14 days should be allowed to elapse after the former is discontinued. ASENDIN 
should then be initiated cautiously with gradual increase in dosage until optimum response is achieved 
The drug is not recommended for use during the acute recovery phase following myocardial infarction 


WARNINGS 

ASENDIN should be used with caution in patients with a history of urinary retention, angle-closure 
- .. glaucoma or increased intraocular pressure. Patients with cardiovascular disorders should be watched 
Closely. Tricyclic antidepressant drugs, particularly when given in high doses, can induce sinus tachycar- 
dia, changes in conduction time. and arrhythmias. Myocardial infarction and stroke have been reported 
with drugs of this class. 


- There have been rare reports of grand mal seizures with dosages of ASENDIN above recommended limits 
* ; Extreme caution should be taken in patients with a history of convulsive disorders 
-PRECAUTIONS 
.. General: ; 
Er |n prescribing the drug it should be borne in mind that the possibility of suicide is inherent in any severely 
- depressed patient, and persists until a significant remission occurs, the drug should be dispensed in the 
- . smallest suitable amount. Manic depressive patients may experience a shift to the manic phase 
y Schizophrenic patients may develop increased symptoms of psychosis: patients with paranoid symp- 
- — tomatology may have an exaggeration of such symptoms. This may require reduction of dosage or the 
addition of a major tranquilizer to the therapeutic regimen 
— Information for the patient: 
- — Patients should be warned of the possibility of drowsiness that may impair performance of potentially 
bs; - hazardous tasks such as driving an automobile or operating machinery. 
- Drug interactions: 
See " Contraindications" about concurrent usage of tricyclic antidepressants and monoamine oxidase 

















- inhibitors. Paralytic ileus Set patients taking tricyclic antidepressants in combination with 
-.— anticholinergic drugs, ASENDIN may enhance the response to alcohol and the effects of barbiturates and 
- Other CNS depressants. 

Therapeutic interactions: 

- "Concurrentadministration with electroshock therapy may increase the hazards associated with such therapy 

= Carcinogenesis, impairment of fertility: 

In a 21-month toxicity study at 3 dose levels in rats, pancreatic islet cell hyperplasia occurred with slightly 

increased incidence at doses 5-10 times the human dose. Pancreatic adenocarcinoma was detected in low 

incidence in the mid-dose group only, and may possibly have resulted from endocrine-mediated organ 

t. hyperfunction. The significance of these findings to man is not known. 


Treatment of male rats with 5-10 times the human dese resulted in a slight decrease in the number of fertile 
matings. Female rats receiving oral doses within the therapeutic range displayed a reversible increase in 
estrous cycle length. 
Pregnancy. Pregnancy category C. 
Studies performed in mice, rats and rabbits have demonstrated no evidence of teratogenic effect due to 
ASENDIN. Embryotoxicity was seen in rats and rabbits given oral doses approximating the human dose 
_ Fetotoxic effects (intrauterine death, stillbirth, decreased birth weight) were seen in animal studies at oral 
he doses 3-10 times the human dose. Decreased postnatal survival (between days 0-4) was demonstrated in 
-— the offspring of rats at 5-10 times the human dose. There are no adequate and well-controlled studies in 
Ё - pregnant women. ASENDIN should be used during pregnancy only if the potential benefit justifies the 
"potential risk to the fetus. 
Nursing mothers: 

— [tis not known whether this drug is excreted in human milk, but amoxapine and/or its metabolites have 
been shown to be freely transported into milk of lactating rats 
Pediatric use: е 
- Safety and effectiveness in children below the аде о! 16 have not been established А 
ADVERSE REACTIONS , 

id verse reactions reported in controlled studies in the United States are categorized with respect to 
incidence below. Following this is a listing of reactions known to occur with other antidepressant drugs of 
this class but not reported to date with ASENDIN. 
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Less frequently reported reactions were: 

CNS and Neuromuscular—anxiety, insomnia, restlessness, nervousness, palpitations, tremors, con- 
fusion, excitement, nightmares, ataxia, alterations in EEG patterns. 

Allergic—skin rash, edema 

Gastrointestinal—Nausea 

Other—dizziness, headache. fatigue, weakness, excessive appetite, increased perspiration. 


INCIDENCE LESS THAN 1% 

Anticholinergic—disturbances of accommodation, mydriasis, delayed micturition, nasal stuffiness 
Cardiovascular—hypotension, hypertension, syncope, tachycardia. 

Allergic—drug fever, photosensitization, pruritus 

CNS and Neuromuscular—tingling, paresthesias of the extremities, tinnitus, disorientation, extra- 
pyramidal symptoms, seizures, hypomania, numbness 

Hematologic—Leukopenia 

Gastrointestinal—epigastric distress, vomiting, flatulence, abdominal pain. peculiar taste, diarrhea. 
Endocrine—increased or decreased libido. impotence, menstrual irregularity, breast enlargement and 
galactorrhea in the female 

Other—lacrimation. weight gain or loss, altered liver function 


DRUG RELATIONSHIP UNKNOWN 
Other reactions have been reported rarely but occurred under circumstances where a drug relationship 
was unknown. These observations are listed to serve as alerting information to physicians. 


Cardiovascular—stroke 
Other—urinary frequency, testicular swelling, anorexia. 


ADDITIONAL ADVERSE REACTIONS REPORTED WITH OTHER ANTIDEPRESSANT DRUGS 
Anticholinergic—Sublingual adenitis, paralytic ileus, urinary retention, dilation of urinary tract 


Cardiovascular—arrhythmias , myocardial infarction, heart block. 
Allergic —urticaria, petechiae 


CNS and Neuromuscular— disturbed concentration, delusions, hallucinations, peripheral neuropathy. 
incoordination. syndrome of inappropriate ADH (antidiuretic hormone) secretion. 


Hematologic—agranulocytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal—stomatitis, parotid swelling, black tongue 
Endocrine—gynecomastia, elevation and lowering of the blood sugar levels. 
Other—alopecia, hepatitis (including jaundice). 


OVERDOSAGE 

There has been limited experience with overdosage of ASENDIN. One young female patient experienced a 
convulsive seizure following ingestion of 1000 mg; no other serious adverse reactions or sequelae were 
reported in this case. Another young woman ingested 2700 mg ASENDIN together with 325 mg imipramine 
and 210 mg flurazepam without serious adverse effect. She гараар slept for 14 hours and required no 
treatment. Electrocardiographic and laboratory findings obtained 26 hours post drug were normal. 


In general, treatment of overdosage must be symptomatic and supportive. If the patient is conscious, 
induced emesis followed by gastric lavage with appropriate precautions to pee pulmonary aspiration 
should be accomplished as soon as possible. Following lavage, activated charcoal may be administered 
to reduce absorption. An adequate airway should be established in comatose patients and assisted 
ventilation instituted if necessary. The possibility of occurrence of seizures should be kept in mind. 
Convulsions. should they occur. may respond to standard anticonvulsant therapy however, barbiturates 
may potentiate any respiratory depression. Specific treatment should be guided by the predominant 
symptoms which may suggest use of a particular pharmacologic agent. For example, the slow intra- 
venous administration of physostigmine salicylate has been reported to reverse most of the serious 
cardiovascular and CNS effects of overdosage with tricyclic antidepressants, such as cardiac arrhythmias 
and convulsions. Avoid rapid injection to reduce the possibility of physostigmine-induced convulsions. 


A patient who has ingested a toxic overdose of a tricyclic antidepressant may remain medically and 
psychiatrically unstable for several days due to sustained excessive drug levels. Unexpected cardiac 
deaths have occurred up to six days post overdose with other antidepressants. The QRS interval of the 
electrocardiogram appears a reliable correlate of the severity of overdosage. If the QRS interval exceeds 
100 milliseconds anytime during the first 24 hours after overdose, cardiac function should be continu- 
ously monitored for five or six days 


DOSAGE AND ADMINISTRATION 

Effective dosage of ASENDIN may vary from one patient to another. Usual effective dosage is 200 mg to 
300 mg daily. Three weeks constitutes an adequate period of trial providing dosage has reached 300 mg 
daily (or a lower level of tolerance) for at least two weeks. If no response is seen at 300 mg, dosage may be 
increased, depending upon tolerance. up to 400 mg daily. Hospitalized patients who have been refractory 
to antidepressant therapy and who have no histery of convulsive seizures may have dosage raised 
cautiously up to 600 mg daily in divided doses 


ASENDIN may be given in a single daily dose. not to exceed 300 mg. preferably at bedtime. If the total 
daily dosage exceeds 300 mg. it should be given in divided doses. 


Initial Dosage for Adults — Usual starting dosage is 50 mg three times daily. Depending upon tolerance, 
dosage may be increased to 100 mg three times daily on the third day of treatment. (Initial dosage of 
300 mg daily may be given, but notable sedation may occur in some patients during the first few days of 
therapy at this level.) Increases above 300 mg daily should be made only if 300 mg daily has been 
ineffective during a trial period of at least two weeks. When effective dosage is established, the drug may 
be given in a single dose (not to exceed 300 mg) at bedtime. 

Elderly Patients —|n general. lower dosages of the tricyclic antidepressants are recommended for these 
patients. Recommended starting dosage of ASENDIN is 25 mg three times daily. If no intolerance is 
observed. dosage may be increased after three days to 50 mg three times daily. Although 150 mg daily 
may be adequate for many elderly patients, some may require higher dosage. Careful increases up to 
300 mg daily are indicated in such cases . 


Once an effective dosage is established, ASENDIN may conveniently be given in a single bedtimeglose. 
not to exceed 300 mg 


*Maintenance—Re ffndedenaintenance dosage of ASENDIN is the lowest dose that will maintain 
remission. If symptoms reappear, dosage should be increased to the earlier level until they are controlled. 


For maintenance therapy at dosage of 300 mg or less, a single dose at bedtime is recommended. 





ө 
lets are supplied as follows: 
50 mg heptagonal. sclyed tablets. orange — bottles of 100. 


INCIDENCE GREATER THAN 1% f 100 mg heptagonal. sc¥¥ad tablets, blue — bottles of 100 a 
The most frequent types of adverse reactions occurring with ASENDIN in controlled clinical trials were 150 mg heptagonal. scored tablets, peach — bottles of 30 . 
г dative and antic'folinergic: these included drowsiness (14%), dry mouth (14%), constipation (12%), and REV. 8/80 Е 
*.%® b'brred vision (7%). A А 3 
LEDERLE LABORATORIES 
Lederle A Division of American Cyanamid Company, . 
F Wayne, New-Jersey 07470 : 


© 1980 Lederle Laboratories * 
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Put your 
money where 
your Heart 
is. 


$ 


American 
Heart 


. Association 
WE'RE FIGHTING FOR YOUR LIFE 
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Country Place 


Litchfield, Connecticut 


THE COUNTRY PLACE is a residential treatment 
center under psychiatric supervision for adolescents 
and voung adults. Our therapeutic community offers 
a home to bright under achievers, to drug or alcohol 
dependent youths, reacting to difficulties in their lives 
by withdrawing or rebelling. 


THE COUNTRY PLACE provides individual group, 
family and work therapy. In addition, we offer bio- 
energetics, yoga, assertiveness training and recrea- 
tional activities. These therapies and activities form 
the basis for our individualized treatment plans. 


Address inquiries and requests for brochures to: 


Renee Nell, Ed. D. 


The Country Place 


Box 668H 
Litchfield, CT 06759 





You've seen what stress can do to people: everything from ulcers and high 
blood pressure, to a sense of isolation or a broken family. 

You've also witnessed another consequence of stress: dependence on alcohol 
or drugs. 

If some of your patients have drinking or drug problems, you should know 
about Fenwick Hall, a unique treatment facility near Charleston, S.C. 

Fenwick Hall was established by Dr. Morris Chafetz, founding 

director of the National Institute on Alcoholism and Alcohol 

Abuse and a leading authority on alcohol and drug dependence. 

Fenwick Hall's carefully designed, highly individualized treat- 

\ ment is based on the needs Ог. Chafetz perceived during his 25 
years of experience with both patients and programs. 

Rather than treating only symptoms, Fenwick Hall's approach 
focuses on every facet of the individual. In addition to complete 
detoxification capabilities and highly qualified professionals de- 

livering a superior program of therapy, counseling and ed- 
ucation, Fenwick Hall provides recreational options such 
as tennis courts, a sauna and whirlpool bath and 
an indoor swimming pool. 

Occupying a recently restored 18th-century 
estate, Fenwick Hall offers unusually elegant 
accommodations and a tranquility conducive 
to the growth of self-awareness and the res- 
toration of well-being. à 

When individuals leave Fenwick Hall, they 
are able to return to their careers and homes, 
fortified with healthier ways of coping with 
the stress and struggles of daily life. 

For further information, please write for our 
color brochure, or call John Magill, Executive 
Directof. 


Everyone Knows 
He's a Pillar 

of Strength in !' 
the Community. df 










You Know He's 


an Alcobolic. 


Post Office Box 688, 
Dept. AJP 

Johns Island, Charleston, 
South Carolina 29455 
(803) 559-2461 
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Responsive 
to therapy... 


alert 


; onthe Sti 2 
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Haldol - 


(haloperidol) 


tablets/Concentrate/injection 


For long-term management 
of psychotic patients... 
with minimal risk of 

adverse effects 


Highly effective in 

a wide range of acute and 
chronic psychotic 
disorders" 


Permits aggressive titration 
to effective dosage levels 
for,optimal control 


Usually leaves patients 
alert and responsive... , 
easier to reach with supportive 
measures” 


*Not an actual case history, this situation 


illustrates the action of HALDOL 
‘haloperidol as reported in various clinical 
studies (available on request). 
. 


Minimal risk of 
hypotension, oversedation, 
or troublesome 
anticholinergic effects 
Transient hypotension occurs 
rarely; severe orthostatic hypo- 
tension has not been reported. 
Although some instances of 
drowsiness have been reported, 
mazleeel sedation is rare. i 


3-5,7-9 


З. 1. Мап, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 


129:1190 (June) 1964. 3. Ayd, FJ., Jr.: Med. Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv.*Syst. 35:58, 4 


Common side effects easily 
controlled 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually 
dose-related and readily con- 
trolled with dose adjustment or 
antiparkinson drugs. EPS often 
diminish spontaneously with 
continued use of HALDOL halo- 
peridol. 


1973. 2. Sugerman, A.A., et al.: Am. J. Psychiatry. - 


(Oct.) 1974. 5. Abuzzahab, FS., Sr.: Psychosomatics 11:188 (May-June) 1970. 6. Darling, Н.Е: Dts. Nerv. 
Syst. 34:364 (Oct.-Nov.) 1973. 7. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 8. Snyder, S.H., et al: Science 
184:1243 (June 21) 1974. 9. Stimmel, C.L.: Dis. Nerv. Syst. 34:219 (Apr.) 1976. 


Please turn page for summary of prescribing information. 
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A rapid-acting =й, for psychiatric 
emergencies: 5 mg haloperidol! (as the lactate) 
with 1.8 mg methylparaben and 0.2 mg 
propylparaben per ml, ard lactic acid for pH 
adjusimentto 3.4 + 0.2 













concentrate : T 


А tasteless, odorless, colorless DT UTE 
Liquid Concentrate for better 
patient acceptability: 2 mg per ml 
haloperidol (as the lactate) 


MOREE 


tablets 


. 5 tablet strengths for convenience in 
individualizing dosage: 


img 2mg 5mg 
N 
то N 10 mg 
"e 
AS 


HALDOL (haloperidol) 


tablets /concentrate/ injection 


A dosage form for every therapeutic need 


Summary of Prescribing Information 


Contraindications: Severe, toxic CNS depression or comatose states from any cause, 
hypersensitivity to the drug, Parkinson's disease. 


Warnings: Usage in Pregnancy: Safe use in pregnancy or in women lixely to become 
pregnant has not been established; use only if benefit clearly justifies potential hazards 
Infants should not be nursed during drug treatment 


Combined Use With Lithium: Patients receiving lithium plus haloperidol should be 
monitored closely for early evidence of neurological toxicity. 


General: Bronchopneumonia, sometimes fatal, has followed use of major tranquilizers, 
including haloperidol. Prompt remedial therapy should be instituted if dehydration, 
hemoconcentration or reduced pulmonary ventilation occurs, especially in the elderly. 
Decreased serum cholesterol and/or cutaneous and ocular changes have been 
reported with chemically-related drugs, although not with haloperidol. Mental and/or 
physical abilities required for hazardous tasxs or driving may be impaired. Alcohol 
should be avoided due to possible additive effects and hypotension. 


Precautions: Administer cautiously to patients: (1) with severe cardiovascular dis- 
orders, due to the possibility of transient hypotension and/or precipitation of anginal 
pain (if a vasopressor is required, epinephrine should not be used since HALDOL halo- 
peridol may block its vasopressor activity and paradoxical further lowering of blood 
pressure may occur); (2) receiving anticonvulsant medication since HALDOL haloperi- 
dol may lower the convulsive threshold; (3) with known allergies or a history of allergic 
reactions to drugs; (4) receiving anticoagulants. Concomitant antiparkinson medica- 
tion, if required, may have to be continued after HALDOL haloperidol s discontinued 
because of different excretion rates; if both are discontinued simultaneously, extra- 
pyramidal symptoms may occur. Intraocular pressure may increase when anticholiner- 
gic drugs, including antiparkinson drugs, are administered concomitantly with HALDOL 
haloperidol. When HALDOL haloperidol is used for mania in cyclic disorders, there may 
be a rapid mood swing to depression. Severe neurotoxicity may occur in patients with 
thyrotoxicosis receiving antipsychotic medication, including HALDOL haloperidol. 
Neuroleptic drugs elevate prolactin levels; the elevation persists during chronic admin- 
istration. Tissue culture experiments indicate that approximately one-third of human 
breast cancers are prolactin dependent in vitro, a factor of potential importance if the 
prescription of these drugs is contemplated in a patient with a previously detected 
breast cancer. Although disturbances such as galactorrhea, amenorrhea, gynecomas- 
tia, and impotence have been reported, the clinical significance of elevated serum pro- 
lactin levels is unknown for most patients. An increase in mammary neoplasms һа 
been found in rodents after chronic administration of neuroleptic drugs. Neither clinical 
studies nor epidemiologic studies conducted to date, however, have shown an assoc* 
ation between chronic administration of these drugs and mammary tumorigenesis: the 


` available evidence is considered too limited to be conclusive atthis time. The 1, 5, 10 mg 


tablets contain FD&C Yellow No. 5 (tartrazine) which may cause allergic-type reactions 
(including bronchial asthma) in certain susceptible individuals, especially in those who 
have aspirin hypersensitivity. 
г Reactións: CNS Effects: Extrapyramidal Reactions: Neuromuscular (extra- 
Ау іда!) reactions have been reported frequently, often during the first few days of 
treatment. Generally they involved Parkinson-like symptoms which were usually mild to 
moderately severe and usually reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, oculogyric crises) 


. have been reported far less frequently, but were often more severe. Severe extrapyra- 


Dv] 


A40% on 


midal reactions have been reported at relatively low doses. Generally, extrapyramida! 
symptoms are dose-related since they occur at relatively high doses and disappear or 
become less severe when the dose is reduced. Antiparkinson drugs may be required 
Persistent extrapyramidal reactions have been reported and the drug may have to be 
discontinued in such cases. 


Withdrawal Emergent Neurological Signs: Abrupt discontinuation of short-term anti- 
psychotic therapy is generally uneventful. However, some patients on maintenance 
treatment experience transient dyskinetic signs after abrupt withdrawal. In certain cases 
these are indistinguishable from "Persistent Tardive Dyskinesia" except for duration. It is 
unknown whether gradual withdrawal will reduce the occurrence of these signs. but 
until further evidence is available haloperidol should be gradually withdrawn. 


Persistent Tardive Dyskinesia: Although rarely reported with HALDOL haloperidol, tar- 
dive dyskinesia may appear during or after long-term therapy. The risk appears to be 
greater in elderly patients on high-dose therapy, especially females. Symptoms are per- 
sistent and sometimes appear irreversible; there is no known effective treatment and all 
antipsychotic agents should be discontinued. The syndrome may be masked by rein- 
stitution of drug, increasing dosage, or switching to a different antipsychotic agent. 


Other CNS Effects: Insomnia, restlessness, anxiety, euphoria, agitation, drowsiness, 
depression, lethargy, headache, confusion, vertigo, grand mal seizures, and exacerba- 
tion of psychotic symptoms. 


Cardiovascular Effects: Tachycardia and hypotension. Hematologic Effects: 
Reports of mild, usually transient leukopenia and leukocytosis, minimal decreases in 
red blood cell counts, anemia, or a tendency toward lymphomonocytosis; agranulocy- 
tosis rarely reported and only in association with other medication. Liver Effects: 
Impaired liver function and/or jaundice reported. Dermatologic Reactions: Maculo- 
papular and acneiform reactions, isolated cases of photosensitivity, loss of hair. Endo- 
crine Disorders: Lactation, breast engorgement, mastalgia, menstrual irregularities, 
gynecomastia, impotence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspepsia, 
nausea and vomiting. Autonomic Reactions: Dry mouth, blurred vision, urinary reten- 
tion and diaphoresis. Respiratory Effects: Laryngospasm, bronchospasm and 
increased depth of respiration. 


The injectable form is intended only for acutely agitated psychotic patients with moder- 
ately severe to very severe symptoms. б 


Caution: Federal law prohibits dispensing without prescription. * 08628 


IMPORTANT: Ralkdirections for use should be read before HALDOL haloperidol is 
administered or prescribed. 


HALDOL tablets and concentrate (120 ml) are manufactured by McNeil Pharmaceutical 


Co., Dorado, 00646. e ©McN 1980 
. É: 

McNEIL 

PHARMACEUTICAL Я 

МСМЕ АВ, INC., Spring House, РА 19477 / 





... PLAN AHEAD! | б 
.. Order Your 4904 Appointment Books Now!! 


The "*week-at-a-glance'" Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not - 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are available July 1980. Your order will be processed immediately upon receipt of coupon and 
payment. 


DESK: $13.00 
POCKET: $7.00 
BOTH: $17.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 


Send coupon to: 


` Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send те: copies of Desk Appointment Book order #141 @ $13.00 ea. 
— —— copies of Pocket Appointment Book order #141-1 @ $7.00 ea. 
— —— copies of Appointment Book Set order 4141-2 @ $17.00 ea. 
— — To expedite my order, | am enclosing an additional $3.00 (U.S. only) 


ENCLOSED IS MY TOTAL PAYMENTOF$ | 

(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 

foreign orders, regardless of dollar amount, must be accompanied by payment. Orders 
` over $35.00 will be invoiced with shipping/handling charges included. | 
> Name Er аба БА IW mui 

Address 
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24-hour blood level curve of 10-mg oral dose of diazepam 
in a single healthy subject 
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Smooth: Avoids sudden symptom 
breakthrough Because of its fast and 
complete absorption, peak blood levels of 
Valium (diazepam/Roche) are achieved in 
60 to 90 minutes after a single dose for a 


appropriate dosage regimen (e.g., 5 mg 
іма) Valium builds in a uniform and pre- 
dictable way to a steady-state level within 
5-7 days, without accumulating beyond. 
With Valium the excretion rate is similarly 
consistent and predictable. When pharma- 
cologic support is no longer needed, the 
overlapping half-lives of diazepam and its 
metabolites insure a gradual elimination 
process. Because metabolites of short- 

acting benzodiazepines are inactive, 
blood levels of these drugs decrease 
more rapidly without benefit of a 
tapering effect. 


Consistent therapeutic effect 
even when an occasional dose 
is omitted Once steady-state is 
achieved, sudden symptom breakthrough 
is highly unlikely, even if a dose is forgotten 
or skipped. Thats because the half-life 

of Valium— 27-37 hours— provides the 
advantage of self-tapering action, com- 


Before prescribing, please see summary of product information on following page. 


rapid initial calming effect. Typically, with an 


plementing your gradual reduction of the 
patients dosage and smoothing his transi- 
tion to independent coping. 


To discontinue smoothly... Gradual 
discontinuation of medication— while rarely 
necessary after short-term therapy— is good 
medical practice in patients who have 
received high doses for extended periods. 
When dosage is tapered, untoward side 
effects can be avoided. Throughout therapy, 
in fact, side effects are infrequent with 
Valium and are seldom more serious than 
drowsiness, fatigue and ataxia. 





® 








Smooth transition to 


Wl 2-mg, 5-mg, 10-mg scored tablets 
Valiu independent coping 


ү diazepar/ Roche € 
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Valium 
Giazeparn/mHoache 


Before prescribing, pleese consult complete 
product information, a summary of which 
follows: 
Indidatigns: Management of anxiety disorders, or 
short-term relief of symptoms of anxiety; symptomatic 
relief of acute agitation, tremor, delirium tremens and 
hallucinosis due to acute alcohol withdrawal; adjunc- 
tively in skeletal muscle spasm due to reflex spasm 
to local pathology; spasticity caused by upper motor 
neuron disorders; athetosis. stiff-man syndrome; con- 
vulsive disorders (not for sole therapy). 
The effectiveness of Valium in long-term use, that is, 
more than 4 months, has not been assessed by 
systematic clinical studies. The physician should 
periodically reassess the usefulness of the drug for 
the individual patient 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate 
therapy. 
Warnings: Not of value in psychotic patients 
Caution against hazardous occupations requiring 
complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in 
frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated 
with temporary increase in frequency and/or severity 
of seizures. Advise against simultaneous ingestion 
of alcohol and other CNS depressants. Withdrawal 
symptoms similar to those with barbiturates and 
alcohol have been observed with abrupt discontinua- 
tion, usually limited to extended use and excessive 
doses. Infrequently, milder withdrawal symptoms 
have been reported following abrupt discontinuation 
of benzodiazepines after continuous use, generally at 
higher therapeutic levels, for at least several months 
After extended therapy, gradually taper dosage 
Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to 
habituation and dependence 
Usage in Pregnancy: Use of minor tran- 
quilizers during first trimester should 
almost always be evoided because of 
increased risk of congenital malforma- 
tions as suggested in several studies. 
Consider possibility of pregnancy when 
instituting therapy; advise patients to 
discuss therapy if they intend to or do 
become pregnant. 
Precautions: lf combined with other psychotropics 
or anticonvulsants, consider carefully pharmacology 
of agents employed; drugs such as phenothiazines, 
narcotics, barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. Usual 
precautions indicated in patients severely depressed 
or with latent depression. or with suicidal tendencies 
Observe usual precautions in impaired renal or 
hepatic function. Limit dosage to smallest effective 
amount in elderly and debilitated to preclude ataxia 
or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremor, vertigo, urinary 
retention, blurred vision. Paradoxical reactions such 
as acute hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity. insomnia, rage, sleep 
disturbances, stimulation have been reported; should 
these occur, discontinue drug. Isolated reports of 
neutropenia, jaundice; periodic blood counts and 
liver function tests advisable during long-term 
therapy. 
Dosage: Individualize for maximum beneficial effect 
Adults: Anxiety disorders. symptoms of anxiety, 2 to 
10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d 
in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed 
adjunctively in skeletal muscle spasm, 2 to 10 mg 
t.i.d. or q.i.d.; adjunctively in convulsive disorders, 
21010 mg bii d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2/2 mg, 1 or 2 times daily initially, 
increasing as needed and tolerated. (See Precau- 
tions.) Children: 1 to 2/2 mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use 
under 6 months) 
Supplied: Valium® (ciazepam/Roche) Tablets 
2 mg. 5 mg and 10 mg—bottlas of 100 and 500 
Tel-E-Dose® packages of 100, available in trays of 4 
reverSe-numbered boxes of 25, and in boxes con- 
taining 10 strips of 10; Prescription Paks of 50 
available in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
® Nutley, New Jersey 07110 








STATEMENT OF OWNERSHIP, MANAGEMENT AND 
CIRCULATION (Required by 39 U.S.C. 3685) y^ 


1. Date of filing: September 18, 1980. 


2. Title of publication: THE AMERICAN JOURNAL OF ` 
PSYCHIATRY. d 


3. Frequency of issue: monthly. A. No. of issues published an-, 
nually — 12. B. Annual subscription price — $27.00. 


е . 
4. Location of known office of publication: 1700 18th St., N.W.,,” 
Washington, D.C. 20009. 


5. Location of the headquarters or general business offices of the 
publishers: 1700 Eighteenth St., N.W., Washington, D.C. 20009. 


6. Names and addresses of publisher, editor, and managing 
editor: American Psychiatric Association, address 1700 18th St., 
N.W., Washington, D.C. 20009; Editor: John C. Nemiah, M.D., 
above address; Managing Editor: Evelyn S. Myers, above address. 


7. Owner (If owned by a corporation, its name and address must 
be stated and also immediately thereunder the names and addresses 
of stockholders owning or holding | percent or more of total 
amount of stock. If not owned by a corporation, the names and ad- 
dresses of the individual owners must be given. If owned by a 
partnership or other unincorporated firm, its name and address, as 
well as that of each individual must be given): American Psychiatric 
Association, 1700 Eighteenth St., N.W., Washington, D.C. 20009. 


8. Known bondholders, mortgagees, and other security holders 
owning or holding 1 percent or more of total amount of bonds, 
mortgages or other securities (If there are none, so state): None. 


9. For completion by nonprofit organizations authorized to mail 
at special rates (Section 132.122, PSM). The purpose, function, and 
nonprofit status of this organization and the exempt status for 
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12 months. 


10. Extent and nature of circulation: Average no. copies each 
issue during preceding 12 months: A. Total no. copies printed (net 
press run): 35,390; B. Paid circulation: 1. Sales through dealers and 
carriers, street vendors and counter sales: None; 2. Mail subscrip- 
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33,076; D. Free distribution by mail, carrier or other means — 
samples, complimentary, and other free copies: 543; E. Total dis- 
tribution (Sum of C and D): 33,619; F. Copies not distributed — 1. 
Office use, left-over, unaccounted, spoiled after printing: 1,771; 2. 
Returns from News Agents: none; G. Total (Sum of E, Fl and F2 
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Copies not distributed — 1. Office use, left-over, unaccounted, 
spoiled and after printing: 1,363; 2. Returns from News Agents: 
None; G. Total (Sum of E, Fl and F2 — should equal net press run 
shown in A): 35,559. 


11. I certify that the statements made by me above are correct 
and complete. 
NANCY FREY 


12. For completion by publishers mailing at the regular rates 


(Section 132.121, Postal Service Manual) 


39 U. S. С. 3626 provides in pertinent part: "No person who 
would hayg,been entitled to mail matter under former section 4359 
of this title shall mail such matter at the rates provided under this 
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DSM-III 


The American Psychiatric Association's ` 
First Major Revision of the 

Psychiatric Nomenclature 

in 12 Years 


DSM-III 


This long awaited revision of the Diagnostic and Statistical 
Manual of Mental Disorders has taken five years to develop 
and field test. The result is a 500-page text which is unsur- 
passed in its completeness, clinical reliability, and descrip- 
tion of criteria and codes for psychiatric diagnostic classifica- 
tion. The book incorporates a revision of the diagnostic 
classifications of DSM-II with an extensive listing of new 
diagnostic criteria, decision trees for differential diagnosis, a 
glossary of technical terms, an annotated comparative listing 
of DSM-II and DSM-III classifications, and an historical 
review of ICD-9 and ICD-9-CM classifications. 


A Compact, Quick-Reference Guide 

In making a DSM-III diagnosis, clinicians and researchers 
may find it convenient to consult the Quick Reference to the 
Diagnostic Criteria, a pocket-sized booklet that contains only 
the classification, the diagnostic criteria, and a listing of the 
most important conditions to be considered in a differential 
diagnosis of each category. 


Order Now. Mail coupon to The American Psychiatric Association, Publication Sales, 1700 18th Street, N.W., Washington, D.C. 20009. 
Please send me copies of DSM-III (hardbound edition), Order #143 @ $25.00. 
copies of the DSM-III (paperback edition), Order #143-1 @ $20.00. 
copies of the Quick Reference to the Diagnostic Criteria (paperback), Order #144 @ $10.00 
sets (Hardbound DSM-III and Quick Reference to the Diagnostic Criteria), Order #407 @ $31.00. 


Bulk discounts: 10-24 copies, 10% discount per title; 25-99 copies, 15% discount per title; 100 or more copies, 20% discount 
. per title. No bulk discountis available on the Set. 
ENCLOSED IS A TOTAL PAYMENT OF $ —— Lm Е 
(All domestic orders amounting to $35.00 ог less must be accompaniéd by payment. All foreign orders, regardless of dollar amount, must 
be accompanied by payment. Non-prepaid orders (ower $35.00) will be invoiced with shipping/handling charges included.) 
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When. depressive symptoms 
come in a cluster of blues... .: 





: Adapinrioero helps patients 
isee]ife in all its colors | 
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Improvements noted at one week 


Summary of Improvement for Some HDS Factors’ 


Depressed patients often present with fatigue, anorexia, 
anxiety, mood swings, loss of interest, and most 
frequently, early awakening and insomnia. In a 
summation of 9 clinical studies involving 198 patients, 
significant clinical improvement was noted after the 
first week of doxepin treatment.’ However, optimal 

* antidepressant response may not be evident for 
two to three weeks. 





Factor: Sleep Dist. Somatic/ Anxiety Retardation 


Baseline Week | *P < .001 


Normalized sleep patterns 


In a study of clinically depressed patients with symptoms of insomnia, treatment with doxepin 
significantly reduced difficulty falling asleep, difficulty staying asleep and frequency of early 
morning awakening? 


Low potential for cardiotoxicity 


The incidence of tachycardia and hypotension, which have been observed during 
treatment with tricyclic antidepressants, has been reported infrequently with doxepin. 
In 452 patients given doxepin, the incidence of tachycardia was 2.88%; in 495 patients, 
the incidence of hypotension was 2.62%.° 













Now available...75 mg capsules for h.s. dosage 


Brief Summary of Prescribing Information ADAPIN® (coxepin НСІ) Capsules Adverse Reactions-Dry mouth, blurred vision and constipation have been reported 
Indications—Relief of symptoms of anxiety and depression. Drowsiness has also been observed. 

Contraindications-Glaucoma, tendency toward urinary retention or hypersensitivity to doxepin Adverse effects occurring infrequently include extrapyramidal symptoms, gastrointestinal 
Warnings-Adapin has not been evaluated for safety in pregnancy. No evidence of harm to the reactions, secretory effects such as sweating, tachycardia and hypotension. Weakness, dizziness, 
animal fetus has been shown in reproductive studies. There are no data concerning secretion in fatigue, weight gain, edema, paresthesias, flushing, chills, tinnitus, photophobia, decreased 
human milk, nor on effect in nursing infants. libido, rash and pruritus also occur. 








_ Usage in children under 12 years of age is not recommended. MAO inhibitors should be Dosage and Admini: In mild to moderate anxiety and/or depression: 25 mg tid 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, as Increase or decrease the dosage according to individual response. Daily dosage, up to 180 mg 
Serious side-effects and death have been reported with the concomitant use of certain drugs and may be taken at bedtime without loss of effectiveness. Usual optimum daily dosage is 75 mg to 


MAO inhibitors. 150 mg per day not to exceed 300 mg per day. 

In patients who may use alcohol excessively, potentiation may increase the danger Antianxiety effect usually precedes the antidepressant effect by two or three weeks 
inherent in any suicide attempt or overdosage. How — led. Each capsule contains doxepin, as the hydrochloride. 10 mg, 25 mg, 50 mg 
s—Drowsiness may occur and patients should be cautioned 75 mg and 100 mg capsules in bottles of 100 and 1000 
against driving a motor vehicle or operating hazardous machinery For complete prescribing information please see package insert or PDR 
Since suicide is an inherent risk in depressed patients they References: 

should be closely supervised while receiving treatment 1. Barranco SF, Thrash ML, Hackett E, et al: Early onset of response to doxepin treatment. J 
Although Adapin has shown effective tranquilizing Clin Psychiatry 40:265-269, 1979 (Sinequan®) 









activity, the possibility of activating or unmasking 2. Karacan |, Blackburn AB, Thornby JI: The Effect of Doxepin HC! (Sinequan®) on Sleep 
, latent psychotic symptoms should be kept in mind. - Patterns and Clinical Symptomatology of Neurotic Depressed Patients with Sleep Disturbance, 
This product contains FD&C Yellow No. 5 (tartrazine) which in Mendels J (ed): Sinequar®: A monograph of recent 
may cause allergic-type reactions (including bronchial asthma) in certain clinical studies, Princeton, NJ, Excerpta Medica, 1977, pp 4-22 
Susceptible individuals. Although the overall incidence of FD&C Yellow 3. Pitts NE: The clinical evaluation of doxepin-A new 
No. 5 (lartrazine) sensitivity in the general population is low, it is frequently psychotheraneytic agent. Psychosomatics 10:164-171, 1969. 
seen in patients who also have aspirin hypersensitivity Sinequan® brand of doxepin, HCI was the drug used in studies DIVISION 
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Just published . 
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A PSYCHIATRIC GLOSSARY 
_ Fifth Edition ‘ 


Order your copy of the fifth edition of A PSYCHIATRIC 
GLOSSARY now! 


The Glossary has been revised and updated by a Subcommit- 
tee of APA’s Joint Commission on Public Affairs. It contains 
current terminology in psychiatry and incorporates the revised 
nomenclature of DSM III. 


A useful, easy-to-use source of information for 
—phvysicians and lawyers 


—social workers, psychologists, and nurses 
—writers and editors 
—teachers and students 


Numerous new entries, a series of tables, and a list of abbrevi- 
ations used in the mental health field are included. 

Why not order one or more copies of A PSYCHIATRIC 
GLOSSARY now?? 


Please send me copies of a PSYCHIATRIC GLOSSARY, 5th edition, paperback. Order number 142. 
$5.95 each, 10-24 copies, $5.35 each; 25-99, $5.00 each; 100 or more, $4.75 each 


O check or money order enclosed. All orders totalling $35 or less MUST be prepaid. 
O bill me (orders over $35 ONLY) 


NAME: 


ADDRESS: 





CITY А STATE 2 ZIP CODE 


Send coupon to: Publication Sales 
American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 
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‘FELLOWSHIP IN CHILD PSYCHIATRY — 
Starting July 1, 1981 


The Division of Child Psychiatry offers a two- 


year, fully accredited Fellowship in Child Psychi- 
atry to qualified applicants who have completed an 


. internship and two years of training in general psy- 


chiatry. Salary range is $22,534-$27,280. 


The Fellowship offers a developmental, psycho- 
physiologic, psychodynamically oriented, active 
teaching program in all areas of child psychiatry 
with an opportunity for clinical and basic research. 
Distinguishing features include liaison work with 
an outstanding pediatric department, a broad 
multi-cultural referral base, consultation to a pre- 


school therapeutic nursery and child psychiatric in- 
patient experience at UCLA Medical Center. 


Extensive individual supervision in family, group 
and behavioral therapy approaches are provided, as 
well as intensive psychoanalytically-oriented indi- 
vidual psychotherapy. Individual play therapy and 
family therapy demonstration ( observation sessions 
by supervisors are held weekly. 


To apply for this exciting, rapidly growing 
program please contact: 
Rita R. Rogers, M.D. 
Chief, Division of Child Psychiatry 
Harbor-UCLA Medical Center 
Torrance, CA 90509 
(213) 533-3112 or 533-3175 


PSYCHIATRISTS 


Join us in fulfilling a new initiative in 
correlated mental health services. 
Clinical Treatment Centers 
Community Partnership 
Uniform A ccessibility 
Comprehensiveness: 
Prevention 
Treatment 
Rehabilitation 


We need the professional 
collaboration of innovative, 
energetic, and well-qualified 
psychiatrists. We offer a choice of 
„locations and programs, competitive 
salaries, full benefits, and the 
advantages of the interdisciplinany 
team. For complete information 
„тай resume or call collect: • 


Stan Nielsen, Director 

Manpower Management and ( 

e Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825. 

(916) 920-7157 
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Clinical Neurology _ 
For Psychiatrists 


Under the direction of 


Í David M. Kaufman, M.D. 


Department of Neuroloĝy 1 
* Montefiore Hospital and Medical Center 
Albert Einstein College of Medicine 








Courses designed for psychiatrists preparing 
for the American Board of Psychiatry and 
Neurology, will consist of lectures with 
videotaped examples and practice examinations. 


PART І 
New York 
March 27, 28, 29, 1981 


PART II 
San Francisco 
January 9, 10, 1981 
Houston — April 10, 11, 1981 




















FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 







PSYCHIATRISTS AND 
PRIMARY CARE PHYSICIANS 


Chicago-Read Mental Center, Chicago, offers full 
and part-time positions. C-RMHC is a JCAH ac- 
credited 500 bed progressive modern facility and is 
operated by the Illinois Dept. of Mental Health and 
Developmental Disabilities. It has well over 40 
medical staff and provides a wide variety of care for 
Adults, Children, and Adolescents. It is a Civil Ser- 
vice appointment and salaries usually range from 
$33,260 to $47,510 per year, depending upon train- 
ing, experience and credentials. Fringe benefits in- 
clude vacation, holidays, sick leave, free individual 
health insurance, life insurance, and administra- 
tive leave for continuing medical education — 
Also, retirement benefits. Private practice off the 
grounds on non-duty time is permitted. 


An Equal Opportunity/Affirmative Action ' 
Employer. 


~ For further information, contact: 
; Jose R. Sanchez, M.D. 
Medical Director 
(312) 794-4000 or mail resume,to: 


Chicago-Read Mental Health Center 

Illinois Dept. of Mental Health & 
Developmental Disabilities 

4200 N. Oak Park Avenue 

Chicago, Illinois 60634 ` 





New . 
MOBAN 


molindone НА 


Concentrate ' 
20 mg/ml 


Easily administered 
in fruit juice...has 

a subtle cherry flavor 
when taken alone 
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Е excessive weight gain 
incidence 


hepatotoxic changes 
ophthalmological changes 


persistent tardive 
dyskinesia 


skin pigmentation 
thyroid function changes 
tolerance development 





LOW 
incidence 


adverse drug 
interactions 


hematological changes 
hypotension 


nonpersistent symptoms 
of tardive dyskinesia 


sedation 






MODERATE 
incidence 





extrapyramidal reactions 





This table compiled from clinical and field reports, according to 
the best available information. 


“ oncentrated for maximum 
/ convenience of higher 
( osages...easy titration... 
. «nhanced compliance 
; | itial dosage with MOBAN" 


« sual starting dose is 50-75 mg/day 
у зау be increased to 100 mg/day in three to 







Jur days ы 
е jay be adjusted up or down и" Е 
ome patients with severe syrgptomatologly may 
squire an increase to 225 mg/day 


. 
' | 

^ Iderly and debilitated patients should be started on 
œ- wer dosage 


| 
: \ 
j ase see next page for prescribing information. 
ae |. 


n effective antipsychotic agent 
| with a favorable benefit /risk profile 


For the 


schizophrenic patient 


New 
MOBAN 


molindone HCI 


20mg/ml 


ps 


Concentrate 





four 25 mg tablets = 5 milliliters (100 та) 


` 
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An effective antipsychotic agent 





MOBAN 
molindone HCI. 


DESCRIPTION MOBAN (molindone hydrochloride) is a dihydroin- 
dolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes 
MOBAN is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. It is a white crystalline powder. 
Pe n in water and alcohol and has a molecular weight 


M. Мсн CHz-CH 
2 z-CHs 
NAS CH: eno 
4 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN (molindone hydrochloride) has a pharmacolog- 
ical profile in laboratory animals which predominantly resem- 
bles that of major tranquilizers causing reduction of 
spontaneous locomotion and aggressiveness, suppression of a 
conditioned response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addi- 
tion, MOBAN antagonizes the depression caused by the tran- 
quilizing agent tetrabenazine 
In human clinica! studies tranquilization is achieved in the 
absence of muscle relaxing or incoordinating effects. Based on 
EEG studies. MOBAN exerts its effect on the ascending reticular 
activating system. 
Human metabolic studies show MOBAN (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours 
Pharmacological effect from a single oral dose persists for 24- 
. 36 hours. There are 36 recognized metabolites with less than 2- 
3% unmetabolized MOBAN being excreted in urine and feces 
INDICATIONS MOBAN (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia 
CONTRAINDICATIONS МОВАМ (molindone hydrochloride) 1 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and 
in patients with known hypersensitivity to the drug 
WARNINGS Usage in Pregnancy: Studies in pregnant patients 
have not been carried out. Reproduction studies have been 
performed in the following animals 
Pregnant Rats oral dose— 20 mg/kg/day— 10 days 
no adverse effect 
40 mg/kg/day — 10 days 
no adverse effect 
Pregnant Mice oral dose— 20 mg/kg/day— 10 days 
slight increase resorptions 
40 mg/kg/day —10 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 5 mg/kg/day — 12 days 


no adverse effect 

10 mg/kg/day—12 days 
no adverse effect 

20 mg/kg/day — 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a terato- 
genic potential. The anticipated benefits must be weighed 
against the unknown risks to the fetus if used'm pregnant 
patients. 

Nursing Mothers: Data are not available on the content of 
MOBAN (molindone hydrochloride) in the milk of nursing 
mothers. 

Usage in Children: Use of MOBAN (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not 
been established 

MOBAN has not been shown effective in the management of 
behavioral complications in patients with mental retardation. 
PRECAUTIONS Some patients receiving MOBAN (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
теѕропѕг ќо the drug has been established Д 
Increased activity has ®эт noted in patients receiving МОВАМ 
„Caution should be exercised where increased activity may be 

- harmful * 

МОВАМ dées not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, in humans convulsive seizures have been 
reported in a few instances. 5 


EDO 854M580 


* New dosage form... 


Concentrate 20 mg/ml 


continuiag...Tablets 5 mg, 


10 mg, 25 mg 


The physician should be aware that this tablet preparation 
contains calcium sulfate as an excipient and that calcium ions 
may interfere with the absorption of preparations containing 
phenytoin sodium and tetracyclines 


MOBAN (molindone hydrochloride) has an antiemetic effect in 
animals. A similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain tumor. 


ADVERSE REACTIONS — CNS EFFECTS The most frequently 
occurring effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the dose. 

Noted less frequently were depression. hyperactivity and eupho- 
ria 


Neurological — Extrapyramidal Reactions Extrapyramidal 
reactions noted below may occur in susceptible individuals and 
are usually reversible with appropriate management 


Akathisia Motor restlessness may occur early 


Parkinson Syndrome Akinesia, characterized by rigidity, immo- 
bility and reduction of voluntary movements and tremor, have 
been observed. Occurrence is less frequent than akathisia 


Dystonic Syndrome Prolonged abnormal contractions of muscle 
groups occur infrequently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduction in 
dosage 


Autonomic Nervous System Occasionally blurring of vision. 
tachycardia, nausea, dry mouth and salivation have been 
reported. Urinary retention and constipation may occur particu- 
larly if anticholinergic drugs are used to treat extrapyramidal 
symptoms. 


Hematological There have been rare reports of leucopenia and 
leucocytosis. If such reactions occur, treatment with MOBAN 
may continue if clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and red blood cells 
have not been considered clinically significant. 


Metabolic and Endocrine Effects Alteration of thyroid function 
has not been significant. Amenorrhea has been reported infre- 
quently. Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses may occur. 
Galactorrhea and gynecomastia have been reported infre- 
quently. Increase in libido has been noted in some patients. 
Impotence has not been reported. Although both weight gain 
and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN. 
Cardiovascular Rare, transient. non-specific Т wave changes 
have been reported on E.K.G. Association with a clinical 
syndrome has not been established. Rarely has significant 
hypotension been reported. 

Ophthalmological Lens opacities and pigmentary retinopathy 
have not been reported where patients have received MOBAN 
(molindone hydrochloride). In some patients, phenothiazine 
induced lenticular opacities have resolved following discontinu- 
ation of the phenothiazine while continuing therapy with 
MOBAN 


Skin Early, non-specific skin rash, probably of allergic origin, 
has occasionally been reported. Skin pigmentation has not been 
seen with MOBAN usage alone. 


MOBAN (molindone hydrochloride) has certain pharmacological 
similarities to other antipsychotic agents. Because adverse 
reactions ere often extensions of the pharmacological activity of 
a drug. all of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in mind when 
MOBAN is used. Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been noted. 


Tardive Dyskinesia Although rarely reported with MOBAN 
(molindone hydrochloride) symptoms were reversible upon 
discontinuation of therapy? 


Tardive dyskinesia associatgd with'other agents fed 
in some patients on long-term therapy and has @ 50 appeared 
after drug therapy has been discontinued. The rV appears to 
be greater in elderly patients on high-dose therapy. especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by 
thythmical involuntary movements of the tongue, face. mouth 
jaw (e.g.. protrusion of tongue. puffing of cheeks. puckering ie 
mouth, chewing movements). There may be involuntary move- 
ments of extremities 


There is no known effective treatment of tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms 


of this syndrome. It is suggested that all antipsychotic agents 4 
be discontinued if these symptoms appear. Should it be neces- 

sary to reinstitute treatment. or increase the dosage of the 

agent. or switch to a different antipsychotic agent, the 

syndrome may be masked. It has been reported that fine vermi- 
cular movements of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that time the 4 
syndrome may not develop 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
МОВАМ (molindone hydrochloride) should be individualized 
Initial Dosage Schedule The usual starting dosage is 50-75 
mg/day. 

— Increase to 100 mg/day in 3 or 4 days. 

— Based on severity of symptomatology, dosage may be 
titrated up or down depending on individual patient 
response 

— hn increase to 225 mg/day may be required in patients 
with severe symptomatology 

Elderly and debilitated patients should be started on lower 
dosage 

Maintenance Dosage Schedule 

1. Mild —5 mg-15 mg three or four times a day 

2. Moderate — 10 mg-25 mg three or four times a day. 

3. Severe — 225 mg/day may be required 

DRUG INTERACTIONS Potentiation of drugs administered 
concurrently with MOBAN (molindone hydrochloride) has not 
been reported. Additionally. anima! studies have not shown 
increased toxicity when MOBAN is given concurrently with repre- 
sentative members of three classes of drugs (i.e.. barbiturates 
chloral hydrate and antiparkinson drugs) 

MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule 

Gastric lavage is indicated for the reduction of absorption of 
MOBAN (molindone hydrochloride) which is freely soluble in 
water 


Since the adsorption of MOBAN (molindone hydrochloride) by 
activated charcoal has not been determined. the use of this 
antidote musi be considered of theoretical value 


Emesis in a comatose patient is contraindicated Additionally 
while the emetic effect of apomorphine is blocked by MOBAN in 
animals. this blocking effect has not been determined in 
humans 


A significant increase in the rate of removal of unmetabolized 
MOBAN (molindone hydrochloride) from the body by forced 
diuresis. peritoneal or renal dialysis would not be expected 
(Only 2% of a single ingested dose of MOBAN is excreted unme- 
tabolized in the urine.) 


However. poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be 
based on general principles. the amount of unmetabolized 
MOBAN in feces is less than 1%. Extrapyramidal symptoms have 
responded to the use of diphenhydramine (Benadryl*) and the 
synthetic anticholinergic antiparkinson agents, (i.e.. Artane*. 
Cogentin*, Akineton*) 


HOW SUPPLIED As tablets in bottles with potencies and colors 


as follows: 

100's and 10005: 

5 mg orange 

10 mg lavender 

25 mg light green 
As a concentrate containing 20 mg molindone hydrochloride per 
ml in 4 oz. (120ml) bottles. 
“Benadryl — Trademark, Parke Davis and Со. 
*Artane— Trademark, Lederle Laboratories 
*Cogentin — Trademark, Merck Sharp & Dohme e. 
*Akineton — Trademark, Knoll Pharmaceutical Co. 
Rev. Nov. 1979 
MOBAN is an Endo Registered U.S. Trademark 


€ndo Laboratories. Inc. 
bsidiary of the DuPont Company 
Garden City, New York 11530 





| I|NIFELA 1U ADVEKIISEKS 
JECEMBER 1980 
ke publication of an advertisement in this journal does 


not imply endorsement of the product or service by the 
American Psychiatric Association. 









^ 


ABEOTT LABORATORIES 


_Tranxene ToO L Me EP TR A C3-C4 

E CIBA-GEIGY PHARMACEUTICALS ........ A22-A23 

L-COURSES & WORKSHOPS ............ А15, A21, A49 

9 EMPLOYMENT OPPORTUNITIES ............... A49 
" ENDO LABORATORIES 

RR aibi A50-A52 

HITTMAN MEDICAL SYSTEMS ................. A29 


IVES LABORATORIES 


MONG isc ооа do dU be morem hs All 
|: 
» LEDERLE LABORATORIES 
| | eo n PR cn A31-A36 
DHSENGTON BOOKS: .......................-.... A21 
McNEIL PHARMACEUTICALS 
BOE НЫ ма Rohe op, wipes A38-A40 
MEAD JOHNSON PHARMACEUTICALS... А16-А17 
>» 
PENNWALT PRESCRIPTION PRODUCTS 
‚`+ тб нна НАНАК REL о. A46-47 
RESIDENTIALS & PRIVATE 
ШИЛИК, Eoo а ван rtc А29, А37 
ROCHE LABORATORIES 
MEO EE MEE Gruss raton reto ert aie A18-A20 
NEEDS ue dall he ix COSME A24-A26 
RENE v hot аа EM A42-A44 
RGERIG DIVISION 
77707 РАННИ РНЕ А12-А 14 
ANDOZ 
; бин ж ЖШС Аа Per Roe A27-A28 
SMITH, KLINE AND FRENCH Lichen? 
IC DUDEN RERO TREE. v MAP C2-AI 
Eo & SCIENTIFIC BOOKS ...'........ AIS 
4 c 


Em C THOMAS · PUBLISHERS 
* 








MOVING? - 


PLEASE NOTIFY US 


`6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 
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APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOSIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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of the 1980 Membership Directory Now! 
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The latest listing of APA members (as of January 31, 1980) has just been pub- 
lished. Unlike previous editions, the 1980 Membership Directory, largely at the 
urging of President Dr. Donald G. Langsley, contains telephone numbers as well 
as names, addresses, membership class and membership status. A new format 
provides easy access to the alphabetical and geographical listings. 


Another new addition to this Directory is a section containing the names and ad- 
dresses of District Branch Executive Secretaries. Also included in this Directory 
is a list of Officers, the Board of Trustees and the Assembly, as well as past APA 
meetings, past Officers, Honorary and Distinguished Fellows and a membership 
table. This publication will provide readers with information about the APA and 
the most comprehensive listing of the membership since the 1977 Biographical 
Directory. 


April 1980. Approximately 300 pages. Order #151. $13.00. 


Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 


Please send me ______ copy(ies) of the 1980 APA Membership Directory, 
order #151, © $13.00 ea. 
e 
ENCLOSED IS TOTAL PAYMENT OF $ ў а a 
(All domestic orders amounting to $35.00 or less must be accompanied by paym@t. All 
foreign orders, regardless of dollar amount, must be accompanied by payment. Non- 
prepaid orders#exer $35.00) will be invoiced with shipping/handling charges included. 
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> . Brie? Summary 
INDICATIONS — For management of anxiety disorders or 
ү sHort-term relief 8f symptoms of anxiety. Anxiety or ten- . 7 
* sion associated with stress of everyday life usually does 
€ 


not require treatment with an anxiolytic. 
Effectiveness in long-term use (over 4 months) not 


assessed by systematic clinical studies. Physician should 
periodically reassess usefulness for each patient 
For symptomatic relief of acute alcohol withdrawal 
e 


CONTRAINDICATIONS — Known hypersensitivity to the 
drug. Acute narrow angle glaucoma 


WARNINGS — Not for use in depressive neuroses or 
psychotic reactions. Caution patients against hazardous 
occupations requiring mental alertness, such as operating 
g 


dangerous machinery including motor vehicles. Advise 


against simultaneous use of other CNS depressants, and 
caution patients that effects of alcohol may be increased 
Not recommended for patients under 18. Nervousness, 

insomnia, irritability, diarrhea, muscle aches, and mem- 


огу impairment have followed abrupt withdrawal from 


8 
long-term high dosage. Withdrawal symptoms were re- 
ported after abrupt discontinuance of benzodiazepines 
taken continuously at therapeutic levels for several 
months. Use caution in patients having psychological 


potential for drug dependence (dependence has been 
observed in dogs and rabbits) 


Pregnancy and Lactation: Minor tranquilizers should 
almost always be avoided first trimester. Consider 
possibility of pregnancy before initiating therapy. 
Patient should consult physician about discontinuation 
if she becomes pregnant or plans pregnancy. Do not 
give to nursing mothers 


PRECAUTIONS — Observe usual precautions in depres- 
Sion accompanying anxiety, or in patients with suicidal 
tendency, or those with impaired renal or hepatic func- 
tion. Do periodic blood counts and liver function tests 
during prolonged therapy. Use small doses and gradual 
increments in the elderly or debilitated 


ADVERSE REACTIONS — Drowsiness, dizziness, various 
g.i. complaints, nervousness, blurred vision, dry mouth, 
headache, mental confusion, insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritabil- 
ity, diplopia, depression, slurred speech, abnormal liver 
anc kidney function, decreased hematocrit, decreased 
systolic blood pressure 


DOSAGE — ANXIETY — Usual daily dose 30 mg or less 
(start the elderly or debilitated at 7.5-15 mg). Adjust 
gradually within 15-60 mg daily range. Capsules and 
scored tablets: divided doses; or once daily h.s. (start 
patient at 15 mg). Single dose tablets, 22.5 mg (for pa- 
tients stabilized on 7.5 mg t.i.d.) or 11.25 mg: once daily 
at any hour 


INTERACTIONS — Potentiation may occur with ethyl al- 
cohol, hypnotics, barbiturates, narcotics, phenothiazines, 


. . 
MAO inhibitors, other antidepressants. In bioavailability cloraze ale di ota ІШ 
studies with normal subjects, concurrent administration | | | 


of antacids at therapeutic levels did not significantly influ- 
ence bioavailability of TRANXENE 


OVERDOSAGE — Take general measures as for any CNS 
depressant eee 
SUPPLIED — Tranxene (clorazepate dipotassium) 3.75, 
7.5, and 15 mg capsules and scored tablets. Tranxene-SD 
Half Strength 11.25 and Tranxene-SD 22.5 mg single dose 
">. 








tablets. 
REFERENCES — 1. The elimination kinetics of an agent , „а, . 
can be closely defined, but cannot at present be directly 


related to therapeutic or adverse effects. 2. Sedation ў 
reported in normal volunteers 30 minutes after dosing. 
TRANXENE Drug Monograph 97-0185, 1979, p. 9 


2^ dide Abbott Laboratories/ 
т Abbott Pharmaceuticals, Inc. И 
North Chicago, IL 60064 D113373R 
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:-See overleaf for brief summary. 
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in tapering effect. 
` patients time to adjust to post-therapy 
— an important consideration when 
choosing an agent for short-term manage- ' 

.ment'afanxiety — . . 
" Yet, TRANXENE starts fast. Pharmacologic 
effects are observed in just half an hour.* Peak serum 
levels are reached in 1-2 hours. 

TRANXENE offers predictable calming action.? In 25 
short-term studies, positive therapeutic response ranging from . 
83% to 90% was obtained. TRANXENE. A logical first choice 
for short-term therapy. 
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 Clorazepate dipotassium 


№ 


3.75, 7.5, 15 mg capsules and scored tablets. 
11.25, 22.5 mg single-dose tablets. 


